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ORIGINAL  COMMUNICATIONS. 


PERSONAL    \IEWS    ON    THE    SURGICAL    TREATMENT    OF 

PERFORATED    GASTRIC    ULCER    WITH    GENERAL 

INFECTION    OF    PERITONEAL    CAVITY. 

NOTES   OF   A    SECOND   SUCCESSFUL   CASE.1 


HENRY    HOWITT,    M.D.,    M.R.C.S.    ENG., 
Guelph,   Ontario. 


The  surgical  treatment  of  perforated  gastric  ulcer  is  too  com- 
prehensive a  subject  to  be  covered  adequately  in  the  time  allowed 
by  our  Association  for  reading  a  paper.  I  have  therefore 
deemed  it  advisable  to  confine  my  remarks  as  closely  as  circum- 
stances permit  to  that  particular  variety  of  perforation  in 
which,  owing  to  its  size,  the  absence  of  sufficient  protection  by 
adhesions,  and  the  nature  of  contents  of  stomach,  the  whole 
peritoneal  cavity  becomes  infected  rapidly.  This  condition  is 
caused  generally,  though  not  invariably,  by  the  acute  round 
ulcer.  It  may  occur  in  the  chronic  ulcer,  especially  when  it  is 
situated  on  the  ever-moving  anterior  wall  of  the  organ,  and 
doubtless  in  other  situations  when  certain  pathological  condi- 
tions exist  which  prohibit  the  formation  of  a  guard. 

1  Read  at  the  meeting  of  the  American  Association  of  Obstetricians 
and  Gynecologists,  Washington,  D.  C,  September  16,  17,  and  18,  1902. 
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All  the  phenomena  of  acute  perforation  with  rapid  infection 
of  peritoneal  cavity  may  result,  in  a  more  indirect  manner,  in 
either  form  of  gastric  ulcer;  for  occasionally,  before  an  ulcer  of 
the  stomach  or  other  portion  of  intestinal  tract  destroys  the 
peritoneal  coat,  local  peritonitis,  precedes  the  event  and  attaches 
the  threatened  part  to  omentum  or  other  adjacent  structure,  so 
that,  when  it  is  cut  through,  no  escape  takes  place  and  hence  no 
shock  nor  other  symptom  to  indicate  what  has  occurred. 

Surgical  literature  and.  the  records  of  postmortem  rooms 
afford  numerous  and  not  rarely  amazing  illustrations  of  this 
wonderful  provision  of  Nature,  which,  often  mitigates  the  im- 
mediate result  and  even  at  times  leads  to  a  perfect  cure;  but 
restoration  in  this  manner  is  the  exception  and  not  the  rule. 
The  contents  of  the  stomach  are  seldom,  if  ever,  aseptic ;  there- 
fore, under  these  circumstances,  a  local  abscess  is  apt  to  form 
which  may  enlarge,  rupture  internally,  and  give  rise  to  the  same 
train  of  symptoms  that  we  have  in  an  unprotected  one. 

The  symptoms  which  precede  perforation  of  the  stomach  wall 
vary  very  widely  indeed.  There  may  be,  previously  to  the 
evmt.  a  complete  history,  of  greater  or  less  duration,  pointing  to 
the  trouble ;  while,  on  the  other  hand,  the  catastrophe  may  occur 
suddenly  in  a  person  apparently  in  excellent  health,  without  a 
single  symptom  to  indicate  anything  abnormal.  The  symptoms, 
for  reasons  that  appear  obvious,  are  probably  more  frequently 
wanting  when  the  ulcer  is  situated  away  from  the  pylorus  and 
near  the  lesser  curvature ;  and  especially  is  this  likely  to  be  true 
when  the  anterior  wall  is  the  affected  part.  According  to  Mayo 
Robson,  they  are  absent  in  8  per  cent  of  the  cases,  but  there  is 
reason  to  believe  that  the  actual  percentage  is  somewhat  higher. 

In  the  particular  class  of  gastric  perforation  under  discus- 
sion the  whole  abdominal  and  pelvic  cavities  become  quickly  in- 
fected. The  onset  is  announced  suddenly  by  excruciating  pain 
in  the  epigastrium,  which  the  patient  often  describes  as  being  of 
a  burning  and  tearing  character.  All  the  symptoms  of  pro- 
found shock  follow  immediately.  The  surface  of  the  body  he- 
comes  pale,  cold,  clammy,  and  often  has  a  bluish  tinge;  respira- 
tion is  hurried,  superficial,  and.  as  regards  movement,  thoracic. 
Tin-  pulse  ;it  the  c< 'iiiiiieuceiiien t .  according  to  my  experience,  is 
not  greatly  accelerated,  may  even  be  slower  than  normal,  but. 
after  a  varying  period,  gradually  becomes  rapid,  thready,  and 
almost  imperceptible  at  wrist,  and  the  temperature  is  subnormal. 
The  abdominal  muscles  are  fixed,  rigid,  and  extremely  painful  to 
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touch,  and  the  expression  of  face  and  general  aspect  of  patient 
indicate  overwhelming  agony.  The  slightest  exertion  aggravates 
suffering:  there  is  a  dread  of  bein«_r  disturbed,  and  even  questions 
are  generally  answered  in  a  slow,  labored,  whispering  tone. 
The  shock  may  cause  death  at  times  with  astonishing  suddenness. 
The  absence  of  liver  dulness  is  not  a  reliable  sign  in  the  early 
Btage,  nor  is  vomiting. 

It  is  admitted  thai  shock  may  be  fairly  well  pronounced  when 
the  trouble  is  localized  by  adhesions  to  the  epigastric  region. 
Then  how  is  it  possible  to  ascertain  in  a  particular  case  whether 
or  not  general  infection  of  the  abdomen  is  a  factor?  According 
to  my  experience,  the  diagnostication  between  the  two  forms  is 
not  difficult,  although  at  the  commencement  the  symptoms,  ex- 
cept as  regards  severity,  are  often  identical.  In  both  forms  the 
situation  of  greatest  pain  and  tenderness  at  onset  is  in  the  epi- 
gastric  region,  and  in  both  at  this  period — when  perforation  is 
on  the  posterior  wall — the  pain  tends  to  radiate  into  back  in 
interscapular  region;  but  in  the  form  in  which  Nature's  guard 
of  limitation  docs  not  exist,  the  highly  irritating  material  gravi- 
tates  downward  and  the  site  of  most  intense  pain  follows  it. 
The  rapidity  of  the  downward  flow  to  the  pelvis  depends  on  the 
size  of  perforation,  the  contents  of  the  stomach,  and  the  position 
of  patient.  As  a  general  rule  it  is  seldom  more  than  an  hour  or 
two  in  reaching  the  pelvis,  and  occasionally  the  time  is  much 
shorter. 

The  change  to  which  reference  has  been  made  in  the  position 
of  the  place  of  acme  of  pain,  in  my  opinion,  is  exceedingly  im- 
portant in  regard  to  early  diagnostication  of  general  infection  in 
perforated  gastric  ulcer:  for  when  this  symptom  is  present  we 
may  rest  assured  that,  so  far  as  the  abdomen  is  concerned,  there 
is  no  limitation  to  the  parts  affected. 

Notwithstanding  what  has  been  written  by  more  than  one 
eminenl  surgeon,  I  make  bold  to  state  that,  when  the  initial 
symptoms  and  previous  history  are  duly  taken  into  account, 
there  is  no  other  disaster  that  occurs  in  the  abdomen  which  can 
in  every  respeel  simulate  acute  perforation  of  stomach.  In  rup- 
ture of  the  gall  bladder  the  history  is  different;  in  rupture  of 
tubal  pregnancy  the  situation  of  initial  pain  is  in  the  lower  ab- 
domen;  and  so  on  through  the  whole  list. 

These  observations  necessarily  do  not  apply  to  instances  seen 
in  a  later  stage  of  the  disease — especially  when  the  early  symp- 
toms have  not  been  carefully  noted,  and  the  previous  history  is 
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wanting  in  important  details — for  toward  the  termination  of 
acute  peritonitis  which  arises  from  an  internal  lesion,  no  matter 
where  situated,  the  symptoms  are  in  almost  every  respect  the 
same. 

Permit  me  to  call  attention  to  the  advisability,  when  circum- 
stances permit,  of  not  administering  morphia  until  enough  data 
are  obtained  to  make  our  diagnostication ;  for  the  drug,  if  given 
in  sufficiently  large  dose  to  allay  the  pain  in  the  early  stage,  will 
certainly  mask  the  symptoms,  give  rise  to  false  security,  and 
render  it  impossible  to  ascertain  the  extent  of  involvement  until 
the  time  for  successful  action  is  past.  But  as  soon  as  we  are 
satisfied  that  the  trouble  exists,  morphia  hypodermatically  is  not 
only  justifiable  but  beneficial  in  more  than  one  respect,  for  it 
allays  the  terrible  pain,  lessens  the  duration  and  effect  of  the 
severe  shock,  and  in  a  material  manner  curtails  the  amount  of 
anesthetic  required  during  the  critical  operation  which  the  very 
nature  of  the  complaint  renders  imperative. 

Siirgical  Treatment. — Here  we  have  a  perforation  of  the 
stomach,  with  the  contents,  which  are  always  irritating  to  the 
peritoneum  and  never  aseptic,  distributed  in  every  nook  and 
corner  of  abdomen  and  pelvis.  Medicinal  remedies  are  utterly 
powerless  as  regards  cure,  though  beneficial  in  allaying  pain 
and  mitigating  the  effects  of  shock.  Nothing  short  of  early,  bold, 
and  thorough  surgical  work  can  avert  a  fatal  termination.  Then 
the  sooner  it  is  done  after  the  disaster  has  taken  place  the 
better  the  chances  are  for  the  patient.  Whether  it  be  day  or 
night,  the  patient  should  at  once  be  prepared  for  operation. 

Experience  has  taught  me  that  it  greatly  expedites  matters 
to  have  a  large  irrigating  tank  with  a  rubber  attachment  capable 
of  carrying  a  stream  almost  an  inch  in  diameter.  Tait's  large 
abdominal  trocar  makes  an  excellent  nozzle;  being  bent  at  a 
right  angle,  it  can  be  used  without  the  hand  in  any  way  ob- 
structing the  view.  The  flow  from  this  apparatus  is  sufficiently 
powerful  to  rapidly  flush  the  whole  cavity  and  carry  away  all 
solid  particles  that  may  be  present. 

It  is  a  good  plan,  in  order  to  save  time,  to  have  all  sutures 
likely  to  be  required  threaded  and  placed  in  a  separate  receptacle 
ready  for  instant  use.  For  closing  the  stomach  wound  there  is 
no  materia]  as  reliable  as  silk.  It  is  strong  and  permits  of  a 
finer  size  to  be  used;  its  knot  is  small,  but  holds  firmly;  it  is 
more  easily  sterilized  withoul  deterioration  than  any  other;  and, 
what  is  important,  it  acts  kindly  in  this  class  of  work. 
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When  the  necessary  preparations  are  completed  and  the 
patient  anesthetized,  a  median  incision  should  be  made  extend- 
ing from  near  ensiforni  cartilage  to  pubis.  Then  the  bowels, 
large  and  small,  are  quickly  eviscerated  and  protected  by  steril- 
ized gauze  wrung  out  of  hot,  aseptic  saline  solution  or  water, 
the  temperature  of  the  gauze  being  maintained  by  irrigation. 
If,  as  is  often  the  case,  distension  of  colon  or  other  portion  of 
intestine  renders  complete  evisceration  impracticable,  a  cut  is 
made  in  the  distended  coil  opposite  the  attachment  of  mesentery 
for  the  escape  of  contents.  This  procedure  soon  leads  to  col- 
lapse of  the  part  and  makes  t  he  work  easy.  The  small  enterotomy 
is  closed  in  the  usual  manner  with  fine  silk  sutures.  We  now  by 
these  means  have  relaxed  abdominal  walls  and  have  ample  room 
to  examine  the  stomach.  First  the  anterior  wall  of  the  organ  is 
inspected,  and  then,  if  unsuccessful,  the  lesser  peritoneal  cavity 
is  opened  by  tearing  the  gastro-colic  portion  of  omentum,  and 
the  posterior  wall  exposed.  It  is  better  in  all  cases  to  examine 
both  walls,  for  there  may  be  two  or  more  perforations.  As  soon 
as  the  perforation  is  located  the  part  is  brought  as  far  as  possible 
out  of  the  wound,  carefully  washed,  and  surrounded  with  gauze 
sponges.  When  it  is  situated  near  the  lesser  curvature  on  the 
posterior  wall,  it  is  necessary  to  pull  the  stomach  upward  on 
chest. 

If  deemed  advisable  by  the  conditions  that  exist,  the  ulcer  may 
be  excised ;  for  occasionally,  on  account  of  the  unyielding  and 
friable  character  of  the  surrounding  tissue,  closure  is  impossible 
without  doing  so.  This  is  more  liable  to  be  the  case  when  the 
situation  is  near  the  pylorus;  but  generally  the  perforation  is 
simply  closed  with  two  or  more  rows  of  sutures.  It  is  always  ad- 
visable, when  practicable,  to  attach  a  tag  of  omentum  over  the 
part. 

Now  we  inspect  by  view,  as  thoroughly  as  possible,  every 
pouch  and  corner  in  the  abdomen,  and  flush  each  with  a  large 
stream  of  normal  saline  solution  at  a  temperature  of  about  105  1\ 
The  lesser  peritoneum,  the  space  between  diaphragm  and  liver, 
under  liver,  in  flanks  around  each  kidney,  the  pelvis,  and  be- 
tween  folds  of  mesentery,  require  special  and  careful  attention. 
The  large  abdominal  incision  and  evisceration  make  this  part  of 
the  work  merely  a  matter  of  a  few  minutes'  time  when  a  proper 
irrigation  apparatus  is  used. 

Then  comes  the  question  of  drainage  in  these  cases.  I  believe 
it  is  always  safer  to  resort  to  it.     It  is  my  custom  to  drain 
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with  three  soft,  pure-rubber  tubes,  none  of  which  is  inserted 
through  the  median  incision,  but  through  stabs  as  far  from  it  as 
circumstances  will  allow — one  at  back  in  each  flank  depression 
below  kidney,  and  the  other  for  drainage  of  the  pelvis  to  right 
or  left  of  the  median  line  a  little  above  Poupart's  ligament.  The 
end  of  the  pelvic  tube  reaches  the  bottom  of  the  pelvis.  It  is  ad- 
visable in  married  women  to  put  the  last-mentioned  tube  through 
a  puncture  in  the  floor  of  Douglas'  pouch  and  drain  through  the 
vagina,  for  then  there  is  less  risk  of  the  incision  becoming  in- 
fected by  the  discharge ;  besides,  the  drainage  by  this  route  is 
more  perfect. 

As  soon  as  the  tubes  have  been  inserted  and  the  intestines  re- 
placed, the  omentum  is  spread  carefully  over  them  and  attached 
by  a  suture  or  two  below  the  lower  angle  of  incision,  so  as  to 
prevent  a  coil  of  bowel  from  forming  attachment  to  any  place 
along  the  internal  course  of  the  line  of  incision  afterward,  and 
then  the  incision  is  closed  as  quickly  as  possible  in  the  manner 
deemed  advisable  by  the  surgeon  in  charge.  Although  I  am  an 
advocate  of  closure  of  abdominal  incisions  in  layers  by  absorb- 
able buried  sutures,  in  both  the  cases  of  perforated  gastric  ulcer 
with  general  infection  of  abdomen  that  came  under  my  care, 
owing  to  the  necessity  for  haste,  the  incisions  were  sutured 
by  the  through-and-through  method  with  silkworm  gut.  always 
being  careful  with  each  suture  to  catch  the  fasciae.  In  these  and 
in  similar  conditions  of  general  infection  from  other  causes  in 
which  a  long  incision  was  required  and  which  was  closed  in  the 
manner  stated,  no  weakness  has  afterward  shown  itself  along  the 
course  of  wound,  though  such  has  not  always  been  the  case  with 
less  extensive  wounds.  It  is  probable  that  the  prolonged  rest  re- 
quired may  be  the  reason  that  no  hernia  results.  The  main 
wound  is  very  carefully  dried  and  dressed  with  dry  sterilized 
gauze,  sealed  with  oiled  silk  and  collodion,  and  supported  with 
straps  of  strong  rubber  adhesive  plaster.  The  tubes  are  sepa- 
rately covered  with  gauze  wrung  out  of  hot  bichloride  or  car- 
bolized  solution,  which  is  changed  as  frequently  as  the  amount  of 
discharge  demands.  It  is  well  to  dispense  with  the  tubes  as  soon 
as  the  requirements  of  drainage  allow. 

Eleven  years  ago  last  June,  before  this  Association  at  De- 
troit, in  the  discussion  on  the  papers  of  Drs.  Reed  and  Long- 
year  relating  to  "the  technique  in  closing  an  abdominal  in- 
cision," in  which  special  attention  was  paid  to  the  avoidance  of 
hernia,  I  drew  attention  to  the  importance,  in  cases  in  which 
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drainage  was  accessary,  of  draining  through  a  puncture  away 

from  the  incision.  In  my  |>r;ii't  ice  the  result  of  this  method  has 
proved  very  satisfactory,  not  only  in  the  Bubjecl  under  discus- 
sion.  hut  in  all  cases  of  abdominal  work  in  which  a  tube  or 
gauze  drain  1 >mes  ;i  necessity.  Especially  is  the  method  bene- 
ficial in  seven'  instances  of  appendicitis  with  abscess;  Eor  in 
them,  when  the  tube  is  inserted  through  a  stab  in  the  hack  to  the 
righl  of  the  ascending  colon  and  above  the  crest  of  the  ilium, 
the  flow  from  the  tube  is  favored  by  gravitation  and  the  dis- 
charge is  away  from  the  incision,  which  may  be  closed  and  sealed 
as  in  non-suppurative  operations. 

On  more  than  one  occasion  in  the  past  I  have  called  attention 
to  the  importance,  in  desperate  conditions  of  the  patient,  of  in- 
jecting a  quantity  of  warm  peptonized  milk  or  other  suitable 
nutritious  liquid  food  into  the  jejunum  during  the  operation. 
It  takes  only  a  few  minutes'  time,  yet  the  effect  in  tiding  the 
patient  through  the  critical  period  that  follows  is  more  marked 
and  lasting  than  that  of  any  other  method  which  can  be  adopted 
at  a  later  period. 

The  after-treatment  is  simple.  Dry,  warm  applications  to  the 
surface  of  the  body,  especially  to  the  extremities.  Strychnia 
and  normal  saline  solution  injections  when  indicated.  No  opiate 
under  any  circumstances,  unless  it  is  quite  plain  that  our  patient 
is  doomed.  Nothing  by  mouth  for  five  or  six  days  but  sips  of  hot 
water.  The  patient  is  nourished  at  first  wholly  by  nutritive 
enemata,  each  of  which,  after  the  first  day,  is  preceded  by  an 
enema  of  a  pint  or  more  of  warm  water  in  which  an  ounce  of 
magnesium  sulphate  has  been  dissolved.  When  the  bowels  have 
been  freely  moved  the  laxative  enema  should  only  be  given 
when  required.  If  thirst  be  troublesome,  a  large,  high  rectal  in- 
jection of  water  is  beneficial.  By  the  fifth  day,  if  everything 
has  gone  well,  small  quantities  of  liquid  food  may  be  given  by 
mouth  and  the  amount  afterward  gradually  increased.  It  is 
safer  not  to  give  solid  food  till  after  the  second  or  third  week. 

No  matter  how  kindly  the  wound  heals,  the  sutures  should 
not  be  removed  before  the  eighth  day.  and  even  then  it  is  better 
to  remove  only  every  second  one.  After  all  have  been  taken  out, 
the  part  should  be  supported  by  long  strips  of  adhesive  plaster 
and  a  firm  and  unyielding  bandage. 

It  has  often  struck  me  as  being  strange  that  the  ulcer  heals 
when  the  perforation  is  merely  closed  by  sutures.  I  have  fre- 
quently asked  the  question,  but  have  never  received  an  answer 
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that  appeals  to  reason  in  a  satisfactory  way.  Do  the  sutures 
play  any  other  part  in  inducing  the  beneficial  result  than  that  of 
holding  the  sides  of  the  perforation  together,  or  is  the  solution 
to  be  found  in  the  prolonged  rest  that  the  stomach  has  after- 
wa  rd  ? 

In  a  former  paper,  "Notes  of  Four  Cases  of  Perforated 
Gastric  Ulcer,"  read  before  this  Association  in  1900,  I  reported 
a  case  of  perforation  with  general  infection  of  the  peritoneal 
cavity  in  which  stenosis  of  the  pylorus  demanded  gastroenteros- 
tomy. After  the  operation  the  young  man,  a  farmer,  enjoyed 
excellent  health,  was  accustomed  to  hard  work,  had  an  appetite 
like  a  lumberman,  and,  although  he  was  in  no  way  particular 
in  regard  to  his  diet,  was  never  conscious,  by  reason  of  distress, 
that  a  stomach  formed  a  portion  of  his  physical  constitution 
until  two  weeks  ago. 

On  the  third  day  of  the  present  month  a  peculiar  and,  from 
a  surgical  point  of  view,  an  interesting  event  happened  to  him. 
In  the  afternoon  of  that  day,  when  working  in  the  field,  he  be- 
came aware  of  a  tenderness  in  the  abdomen  just  above  and  a 
little  to  the  left  of  the  umbilicus,  but  it  did  not  prevent  him 
from  finishing  his  day's  work.  After  supper  the  pain  was  more 
pronounced  and  the  family  persuaded  him  to  consult  me.  He 
drove  to  the  city  and  while  in  my  office  the  pain  suddenly  be- 
came intense.  Shock  was  pronounced,  accompanied  with  nausea 
and  vomiting.  He  could  not  bear  the  slightest  pressure  over  an 
area  of  several  inches  in  extent,  the  centre  of  which  was  close 
to  the  left  side  of  the  navel,  and  this  part  was  rigid.  Pulse  88, 
temperature  100°.  He  was  at  once  taken  to  the  hospital,  where 
we  found  a  perforation  of  the  jejunum  by  a  round  ulcer  with  a 
thickened  and  dense  area  around  it.  It  was  situated  on  that 
part  of  the  proximal  arm  of  bowel  which  at  the  previous  opera- 
tion was  attached  to  the  stomach  wall  above  the  anastomosis. 
It  appears  evident  that  when  the  ulcer  cut  the  peritoneal  coat 
the  adhesion  became  affected  and  gave  way.  The  aperture  was 
closed  and  the  bowel  again  stitched  to  the  wall  of  the  stomach. 

A1  the  time  it  was  noticed  thai  the.  gastroenterostomy  per- 
formed on  February  20,  1900,  had  caused  the  stomach  to  assume 
a  triangular  shape,  the  lower  angle  of  which  is  situated  close  to 
the  umbilicus. 

The  patienl  has  no1  had  a  ^ i 1 1 ur I « -  bad  symptom  and  is  now  prac- 
tically well  again. 

It  ia  my  belief  thai  this  is  the  first  time  that  an  operation  for 
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a  perforated  ulcer  of  the  jejunum  as  a  result  of  gastroenter- 
ostomy has  been  reported  in  America.  In  a  recenl  work  written 
by  M.ivh  Kobson  and  Moynihan,  reference  is  made  to  the  liability 
of  peptic  nicer  occurring  in  the  jejunum  after  gastroenl 
tomy,  and  the  authors  give  the  names  of  Continental  men  who 
have  reported  cases. 

My  second  case  is  a  good  illustration  of  acute  gastric  perfora- 
tion in  which  the  previous  signs  and  symptoms  of  ulceration  of 
the  stomach  are  wanting. 

Miss  K.  P..  aged  21  years;  family  history  good;  the  daughter 
o\'  a  farmer;  accustomed  to  work:  heighl  5  feet  5  inches;  weight 
132  pounds,  and,  except  some  trivial  ailment  peculiar  to  child- 
hood, had  never  been  ill. 

In  the  first  week  of  December,  1901.  she  had  for  a  few  days 
a  feeling  of  distress  in  stomach  after  eating  a  hearty  meal;  but 
this  was  never  so  severe  as  to  interfere  with  her  ordinary  duties, 
and  on  each  occasion  it  passed  away  in  less  than  an  hour.  She 
neither  lost  her  appetite  nor  vomited.  These  after-meal  attacks 
ceased  without  medicinal  aid  or  any  departure  from  her  usual 
diet. 

On  the  15th  of  the  month  she  had  a  hearty  dinner  and  ate  an 
unusual  quantity  of  pickled  cucumbers.  This  meal  caused  some 
distress  not  amounting  to  pain.  At  6  o'clock  that  evening,  while 
engaged  preparing  supper,  she  was  suddenly  seized  with  over- 
whelming pain  in  the  epigastric  region,  which  radiated  into  back. 
She  fell  upon  the  floor  in  a  state  of  collapse,  and  was  carried 
immediately  to  her  bed,  when  she  vomited  a  large  quantity  of 
undigested  food  containing  many  pieces  of  the  pickle  eaten  six 
hours  previously. 

Dr.  Robinson,  of  Guelph,  saw  her  at  8  p.m.,  two  hours  after 
attack  commenced.  He  found  her  in  terrible  agony;  surface  of 
body — especially  extremities — pale,  cold,  and  clammy;  tempera- 
ture 96°,  pulse  126;  abdomen  rigid  and  tender.  Although  the 
pain  in  stomach  and  back  was  severe,  the  place  of  greatest  suffer- 
in  '_r  had  by  this  time  moved  downward  and  was  situated  a  little 
below  the  umbilicus,  chiefly  to  the  right  of  the  median  line. 
The  doctor,  after  having  diagnosticated  the  nature  of  the 
trouble,  gave  the  patient  a  half-grain  of  morphia  hypodermati- 
cally  and  later  a  quarter  of  a  grain  more.  By  9  :30  the  severity 
of  the  pain  had  abated  considerably.  On  his  return  to  the  city 
he  mentioned  the  particulars  of  the  case  to  me,  and  we  decided 
to  advise  the  removal  of  the  patient  to  the  hospital  for  as  early 
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an  operation  as  possible.  Fortunately  the  family  consented,  and 
the  patient  was  driven  three  miles  to  hospital  in  an  ambulance 
temporized  out  of  a  milk  wagon,  in  zero  weather,  arriving 
there  at  12.30  a.m.  the  following  morning.  When  I  saw  her  half 
an  hour  afterward  I  was  puzzled.  Her  pulse  was  80,  tempera- 
ture 98°.  Positively  there  was  no  tenderness  on  firm  pressure 
on  any  part  of  the  abdomen,  except  in  cecal  region;  even  here 
the  pain  was  slight.  Away  from  the  right  iliac  region  no  notice- 
able rigidity  existed.  The  part  over  the  stomach  and  transverse 
colon  was  distended  by  gas.  Patient  answered  questions  readily 
and  without  apparent  effort,  was  quite  cheerful,  and  stated  that 
she  was  well  again  and  free  from  any  discomfort.  She  laughed 
during  the  interview  and  made  light  of  the  whole  matter.  Her 
case  in  this  respect  is  a  good  example  of  the  marvellous  power 
of  morphia  to  mask  the  signs  and  symptoms  in  the  early  stage  of 
acute  peritonitis,  and  makes  plain  how  easily  a  consultant  may 
fall  into  error  when  the  initial  symptoms  and  treatment  are  not 
duly  considered.  I  must  admit  that  my  personal  examination 
of  the  patient  gave  rise  to  doubt  in  my  mind  as  to  the  gravity  and 
even  the  nature  of  the  trouble,  and  consequently  induced  me  to 
depart  in  the  beginning  of  the  operation  from  the  method  I  ad- 
vocate. 

At  3  in  the  morning  she  was  taken  to  the  operating  room  and 
anesthetized.  First  an  incision  was  made  in  the  median  line 
from  near  the  ensiform  cartilage  to  the  umbilicus.  No  free  gas 
or  fluid  was  found.  The  transverse  colon,  being  distended  by 
gas,  obstructed  the  view  and  had  to  be  held  below  with  a  gauze 
sponge.  Examination  of  the  anterior  surface  of  the  stomach  re- 
vealed no  abnormal  condition  except  marked  engorgement  of 
vessels  near  the  greater  curvature  and  in  the  gastro-colic  omen- 
tum. 

Believing  now  that  a  mistake  in  diagnosis  had  been  made  and 
that  the  appendix  was  at  fault,  the  wound  was  protected  with 
Bponges  and  the  usual  opening  for  appendectomy  was  quickly 
made,  from  which  escaped,  when  the  peritoneum  was  cut,  a  con- 
siderable quantity  of  watery  pus;  but  on  the  appendix  being 
brought  into  view  it  was  found  to  be  normal  in  every  respect.  It 
was  then  noticed  that  the  discharge  had  not  the  characteristic 
offensive  odor,  and  on  testing  with  blue  litmus  paper  its  acid 
reaction  was  ascertained.  Tin-  source  of  trouble  was  now  plain, 
and  the  median  incision  was  at  once  extended  to  the  pubis,  the 
distended  colon  collapsed,  and  bowels  eviscerated  and  protected. 
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On  tearing  through  the  gastro-eolic  omentum,  pus  escaped  and 
particles  of  Btomach  contents  were  noticed  in  tin-  Latter. 

On  pulling  ou1  tin'  Btomach  as  far  as  possible  on  chest,  a 
largish,  irregular  perforation  was  found  near  the  lesser  curva- 
ture. It  was  surrounded  with  an  ares  of  dense,  thickened  tissue, 
the  longesl  diameter  of  which  was  more  than  an  inch  and  a  half 
in  length.  The  part  could  only  l>e  reached  with  tips  of  fingers. 
The  field  was  carefully  cleaned,  and  then,  by  aid  of  a  needle 
holder  and  a  long  pair  of  tissue  forceps,  a  row  of  sutures  was 
inserted  in  hardened  tissue  close  to  the  perforation-,  but  on  at- 
tempting to  tie.  every  one  of  the  sutures  tore  out.  The  position 
of  the  ulcer  rendered  excision  out  of  the  question.  By  means  of 
a  long,  narrow  instrument  an  assistant  depressed  the  whole  area 
and  then  folds  of  adjacent  wall  were  sutured  over  it.  This  stage 
of  the  operation  was  extremely  difficult  and  tedious.  When  it 
was  finished  every  portion  of  the  abdomen  was  inspected.  The 
flank  depressions  and  pelvic  cavity  were  found  to  be  completely 
filled  with  pus  containing  loose  pieces  of  partially  organized 
lymph.  All  parts  were  flushed  clean,  the  drainage  tubes  insert- 
ed, bowels  replaced,  omentum  fastened  below,  and  both  wounds 
closed  with  through-and-through  silkworm  sutures.  It  was 
almost  6  A.M.  before  the  patient  was  placed  in  her  bed.  Only 
•one  hypodermatic  of  strychnia  was  considered  necessary.  For 
the  first  three  or  four  hours  she  had  nausea  and  vomited  con- 
siderable greenish  fluid.  Afterward  her  recovery  was  unevent- 
ful. The  temperature  never  rose  above  101°  F.  The  pulse  for 
the  first  three  days  ranged  from  108  to  132,  but  was  seldom 
above  116;  it  then  gradually  improved  and  by  the  end  of  the 
first  week  was  normal.  For  four  days  all  nourishment  was  sup- 
plied by  rectal  enemata  and  nothing  by  mouth  except  sips  of 
hot  water.  Then  small  quantities  of  peptonized  milk,  albumen 
water,  broth,  and  the  like  were  allowed  to  appease  hunger.  No 
morphia  was  given  nor  was  pain  at  any  time  after  operation 
troublesome.  There  was  considerable  discharge  from  drainage 
tubes,  especially  from  the  one  placed  in  the  pelvis.  Those  in  the 
flanks  were  removed  in  forty-eight  hours,  while  the  one  in  the 
pelvis,  although  gradually  shortened,  was  not  dispensed  with 
until  the  fifth  day. 

This  young  lady,  considering  the  circumstances,  made  a  rapid 
and  complete  recovery  and  has  not  had  any  gastric  disturbance 
since.  Early  this  summer  she  married,  and  has  now  a  home 
of  her  own  and  its  cares  to  look  after. 
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In  conclusion  allow  me  to  state  that  the  essayist  is  well  aware 
that  many  surgeons  very  strongly  object  to  evisceration  of  in- 
testines in  abdominal  work ;  but  in  the  conditions  under  discus- 
sion there  is  no  other  known  method  by  which  the  operator  can 
make  certain  that  the  toilet  of  the  peritoneal  cavity  has  been 
thoroughly  done.  For  here,  no  matter  how  perfect  in  other 
respects  the  technique  may  be,  imperfect  toilet  is  followed  by 
more  shock  and  is  vastly  more  dangerous  to  the  patient  than 
hours  of  properly  conducted  evisceration. 


THE  MECHANISM  OF  LABOR,  AND  INSTRUMENTAL  ASSISTANCE 
WHEN  THE  HEAD  IS  TRANSVERSE  IN  THE  PELVIC  BRIM.1 


WILLIAM    GILLESPIE,    M.D., 
Cincinnati,  0. 


There  is  a  vast  difference  between  low  forceps  and  high  for- 
ceps. Instrumental  assistance  with  the  head  at  the  inferior  strait 
is  a  safe  procedure  for  any  one  who  possesses  reasonable  oper- 
ative judgment;  forceps  at  the  superior  strait  requires  as  much 
judgment  for  its  proper  performance  as  any  obstetrical  or  gyne- 
cological operation  with  which  I  am  acquainted.  The  intelligent 
use  of  forceps  at  the  superior  strait  presupposes  an  exact  know- 
ledge of  mechanical  relations  of  the  head  to  the  pelvis  and  a  care- 
ful differentiation  of  the  cause  of  delay.  If  we  may  judge  from 
text-book  descriptions  of  the  operation,  this  exact  knowledge  is 
seldom  possessed,  and  the  advantages  of  a  differentiation  of  the 
cause  of  delay  are  frequently  not  appreciated.  The  rule  gener- 
ally followed  of  applying  the  blades  to  the  sides  of  the  pelvis, 
without  regard  to  the  diameter  of  the  head  grasped,  is,  in  my 
opinion,  as  unscientific  as  would  be  an  unvarying  technique  in 
hysterectomy  for  fibroids  regardless  of  the  shape  and  direction 
of  the  growth.  Many  have  such  a  wholesome  fear  of  the  high 
forceps  operation  thai  they  invariably  perform  version  when  the 
li<-ad  is  impacted  in  the  brim.  We  cannot  do  better  in  the  begin- 
ning than  quote  from  Robert  Barnes:  "In  proportion  as  the 
head  is  low  in  the  pelvis,  high  in  the  pelvis,  or  above  the  brim, 
the    necessity,    utility,   and   safety   of   forceps   diminish."     The 

■Read  before  the  Cincinnati  Obstetrical  Society,  October  9,  1902. 
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paper  from  which  the  above  quotation  is  taken,  entitled  "For- 
eeps  and  its  Alternatives  in  Lingering  Labor,"  together  with  its 

discussion,  constitutes  the  ablest  and  most  authoritative  expres- 
sion I  have  seen  upon  the  subject.1  Johnson,  of  Dublin,  was 
1  lie  man  who  popularized  the  use  of  forceps  through  an  imper- 
fectly dilated  os  uteri.  George  Kidd,  of  Dublin,  in  commenting 
upon  Johnson's  statistics,  calls  attention  to  the  fad  that  the  dan- 
gers to  the  mother  increased  in  direct  proportion  to  the  size  of 
the  uterine  orifice  at  the  time  of  operation.  This  is  what  we 
should  expect,  and  yet  the  discrepancy  is  greater  than  would 
be  anticipated  from  the  size  of  the  os  alone.  But  is  it  just  to 
draw  the  conclusion  that  the  size  of  the  os  uteri  was  alone  to 
blame?  Or  would  it  not  be  more  just  to  suppose  that  those 
women  who  were  delivered  with  instruments,  when  the  os  uteri 
was  but  two-fifths  dilated,  were  in  greater  peril  than  the  others, 
and  the  attendant  had  no  choice  but  must  accept  the  added  re- 
sponsibility? The  greater  the  obstruction  the  sooner  must  Na- 
ture be  exhausted,  so  that  with  the  necessity  for  early  interfer- 
ence we  have  greater  disproportion. 

There  are  many  conditions  which  render  it  advisable  or  neces- 
sary to  apply  forceps  at  the  superior  strait,  but  only  those  which 
cause  transverse  positions  of  the  vertex  will  receive  attention  in 
this  paper. 

Flat  Pelvis. — Usually,  where  the  conjugate  of  the  brim  alone  is 
narrowed,  Goodell's  method  of  version  is  preferable  to  forceps  if 
the  woman  has  previously  borne  children.  If,  however,  there  is 
narrowing  of  other  diameters  below  the  brim,  or  in  primiparae, 
or  in  women  who  have  cicatricial  bands — in  short,  where  from 
any  cause  the  delivery  of  the  after-coming  head  is  apt  to  be  de- 
layed— forceps  should  be  used  by  preference,  if  we  can  place  the 
blades  to  the  sides  of  the  head.  If  the  child  is  dead  the  element 
of  time  need  not  be  considered  in  its  interests  and  version  is 
usually  preferable. 

When  for  any  cause  version  is  contraindicated  and  the  head  is 
arrested  in  the  transverse  diameter  of  the  brim,  the  question  of 
forceps  becomes  one  fraught  with  interest  and  anxiety.  It  is 
generally  assumed  that,  with  the  head  high  in  the  pelvis,  forceps 
to  the  sides  of  the  head  is  impossible,  and  in  this  condition,  with 
the  head  Iransverse,  it  might  well  be  so  considered  by  one  who 
had  not  attempted  its  use  in  such  a  manner.  The  specific  Btate- 
miiit  is  made  by  some  able  obstetricians  that  the  blades  must  be 
'London  Obst.  Trans.,  vol.  xxl. 
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applied  to  the  forehead  and  occiput,  but  this  is  a  procedure  which 
offers  the  child  but  little  better  prospects  than  craniotomy;  for 
the  occipital  bone  is  generally  driven  under  the  parietals,  causing 
intracranial  injury,  which  is  fatal  within  forty-eight  hours  of 
birth,  even  in  the  cases  where  life  is  not  extinct  when  delivery  is 
effected.  In  these  cases,  as  pointed  out  by  Goodell  from  clinical 
experience  and  demonstrated  experimentally  by  Matthews  Dun- 
can, the  resistance  of  the  pubes  is  at  first  greater  than  that  of 
the  promontory,  and  the  pubic  side  of  the  head  is  held  back,  the 
sagittal  suture  approaching  the  pubes. 

As  labor  progresses  and  the  head  is  pressed  more  firmly  into 
the  brim,  the  sharp  promontory  begins  to  indent  the  posterior 
parietal  and  it  becomes  the  point  of  chief  resistance.  Engage- 
ment is  effected  by  rotation  of  the  head  round  the  promontory, 
the  posterior  parietal  finding  ample  space  below  this  point.  As 
this  movement  is  executed  the  sagittal  suture  recedes  from  the 
pubes  and  approaches  the  sacrum,  so  that  we  may  readily  com- 
pute the  amount  of  progress  by  the  position  of  this  suture. 

flooded  lakes  advantage  of  this  mechanism  in  his  method  of 
delivering  the  after-coming  head,  and  by  his  manipulation  it  is 
possible  to  bring  the  head  past  the  promontory  where  the  length 
of  the  conjugate  is  less  than  the  width  of  the  incompressible  base 
of  the  skull.  Experience  fully  justified  his  claim  of  the  advan- 
tages of  his  procedure  of  first  pulling  forward  to  tilt  the  head, 
thus  causing  the  base  to  pass  the  brim  obliquely.  Duncan's  ex- 
periments show  that  even  ordinary  traction  results  in  the  same 
lateral  flexion,  with  subsequent  rotation  round  the  promontory; 
l»ut  the  economy  of  time  by  Goodell's  method  is  of  vital  im- 
portance in  the  interests  of  the  child,  while  the  economy  in  force, 
resulting  from  direct  traction  in  the  desired  direction,  may  con- 
stitute the  difference  between  success  and  failure.  It  is  my  ob- 
ject in  this  paper  to  show  thai  a  similar  manipulation  is  often 
possible  with  forceps  if  the  operator  is  possessed  of  manipulative 
skill  and  cool  judgment. 

To  disarm  my  hearers  as  much  as  possible  of  the  prejudice  with 
which  we  are  prone  to  be  affected  when  the  canons  of  our  faith 
are  disregarded,  it  maj  be  well  to  poinl  out  some  of  the  physical 
conditions  which  make  such  a  use  of  instruments  easier  than  it 

would  at  first  appear.      In  these  cases  the  head  is  not  only  trail  s- 

in  the  brim,  hut  approaches  thai  side  of  the  pelvis  toward 

which  the  occiput  is  directed,  Leaving  the  other  side  compara- 
tively  \'vi-c.      As  the  concave  edge  of  the  blade   must   be   turned 
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toward  the  occiput,  it  follows  thai  the  blade,  which  must  find 
lodgment  under  the  pubes,  passes  upon  this  comparatively  empty 
side.  There  is.  therefore,  mueh  Less  likelihood  of  the  blade  being 
nipped  and  held  firmly  between  the  side  of  the  pelvis  and  the 
head  than  in  the  more  normal  oblique  position  where  there  is  dis- 
proportion. While  the  spiral  movement,  which  is  to  bring  the 
anterior  blade  to  its  position  in  relation  with  the  anterior  parietal. 
must  be  longer  than  in  an  oblique  position,  there  is  also  much 
more  room  for  the  blade  to  pass.  So  beautifully  is  Nature's 
method  of  effecting  engagement  adapted  to  the  work  in  hand 
that,  we  should  be  exceedingly  careful  not  to  trammel  her  by 
presumptuous  interference,  for  it  is  impossible  for  the  bungling 
hand  to  recognize  the  exact  mechanical  relations.  So  long  as  the 
sagittal  suture  is  drawing  nearer  the  pubes  we  should  keep  hands 
off;  hut  when  it  begins  to  recede,  showing  that  the  point  of  con- 
tact with  the  promontory  has  become  fixed,  assistance  comes 
within  the  range  of  possibility.  By  suprapubic  pressure  the  ro- 
tation round  the  promontory  may  be  hastened,  but  frequently 
the  uterus  is  exhausted  before  this  mechanism  can  be  accom- 
plished. In  such  a  ease  it  is  possible  to  effect  delivery  by  follow- 
ing Nature's  example  in  our  operative  procedure.  The  os  uteri 
is  usually  not  thoroughly  dilated,  for  in  such  cases  the  head  does 
not  come  down  in  contact  with  the  cervix,  and  if  we  were  to  wait 
for  thorough  dilatation  to  occur  we  would  probably  have  a  dan- 
gerous thinning  of  the  lower  uterine  segment.  This  class  con- 
stitutes a  large  percentage  of  cases  of  rupture  of  the  uterus.  If 
the  occiput  points  to  the  left  ilium  the  first  blade  is  applied,  upon 
the  flat,  directly  into  the  hollow  of  the  sacrum  between  the  head 
and  posterior  lip  of  the  cervix.  The  second  or  right  blade  is  ap- 
plied upon  it,  and  then  by  a  spiral  movement  is  brought  through 
the  right  side  of  the  pelvis,  past  the  forehead,  upon  the  anterior 
side  of  the  head,  until  it  rests  under  the  pubic  arch.  The  pelvic 
curve  of  the  blades  carries  their  tips  well  to  the  left  of  the 
promontory,  so  that  they  grasp  the  occiput.  If  the  sagittal  su- 
ture is  near  the  pubes  the  anterior  blade  must  be  inserted  deeply, 
and  the  shank-  of  thai  blade  be  brought  well  up  under  the  pubic 
arch,  the  posterior  blade,  if  necessary,  being  withdrawn  and  ele- 
vated to  meet  it  and  lock.  If  this  precaution  is  neglected  the  tip 
of  the  anterior  blade  will  grasp  the  head  upon  the  anterior  pari- 
etal while  the  posterior  blade  grasps  the  neck.  To  secure  a  good  ap- 
plication the  handles  should  be  as  nearly  as  possible  perpendicular 
to  the  vault,  so  thai  a  line  perpendicular  from  the  sagittal  suture 
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would  be  in  the  general  direction  of  the  handles.  Grasping  the 
handles  firmly,  you  make  traction  forward  for  a  moment,  in  order 
to  fix  the  head  firmly  in  the  brim,  then,  Avithout  relaxing  your 
traction,  swing  the  handles  backward  toward  the  sacrum.  The 
head  rotates  round  the  promontory  and  enters  the  pelvis  with  a 
jerk  not  unlike  that  felt  in  executing  Goodell's  manipulation. 
In  executing  this  maneuvre  the  operator  should  pull  with  the 
arms  alone  and  be  ready  to  instantly  relax  his  efforts  for  the  fol- 
lowing reason:  While  the  head  is  held  in  the  brim,  flexion  is 
not  present,  and  indeed  there  is  often  slight  extension  of  the  head. 
The  blades  grasping  the  occiput  in  this  unflexed  position  have  a 
secure  hold ;  but  when  the  brim  is  passed  flexion  immediately  en- 
sues, and  if  traction  is  continued  the  tips  of  the  blades  will  glide 
over  the  occiput  and  injure  the  mother's  soft  parts.  Therefore, 
as  soon  as  the  jerk  of  entrance  is  felt,  relax  your  grasp,  separate 
the  blades  slightly,  and  by  carrying  the  handles  toward  the  wo- 
man's left  thigh  you  carry  the  tips  backward  and  increase  the 
security  of  their  grasp.  Again  gripping  the  handles,  you  swing 
them  forward  in  the  arc  of  a  circle,  bringing  the  head  into  the 
oblique  diameter  of  the  pelvis,  after  which  delivery  is  the  same 
as  in  ordinary  forceps  eases. 

That  this  maneuvre  is  preferable  even  to  axis-traction  forceps 
I  am  confident.  When  the  Tarnier  forceps  is  used,  with  the  head 
transverse  in  the  brim,  the  blades  should  be  obliquely  placed 
both  with  reference  to  the  head  and  pelvis,  for  an  axis-traction 
instrument  would  crush  in  the  occipital  bone  as  quickly  as  any 
other.  The  very  fact  that  it  is  an  axis-tractor  proves  its  limita- 
tions in  the  class  of  cases  under  consideration,  for  traction  must 
be  made  behind  the  axis.  When  the  contraction  is  limited  to  the 
conjugate  of  the  brim  the  pelvis  rapidly  widens  immediately  be- 
low the  promontory.  As  there  is  usually  an  increased  tilting  of 
the  pelvis  due  to  excess  of  the  lumbo-sacral  angle,  the  promontory 
is  in  reality  nearer  the  operator  than  that  part  of  the  sacral  ex- 
cavation immediately  below  it.  However  well  the  instrument 
may  l>"  adapted  for  traction  in  the  axis  of  the  brim,  we  can  hardly 
expect  it  to  permit  rotation  away  from  the  operator.  When  di- 
rect traction,  even  in  the  axis  of  the  superior  strait,  is  made,  the 
head  is  pulled  through  the  conjugate;  but  by  the  maneuvre 
recommended  the  traction  only  serves  to  fix  it  firmly  while  by 
i  is  canted  past  ihe  obstruction.     The  difference  is  that 

in  the  List  pr lure  ill"  space  below  the  promontory  is  utilized 

t<>  allow  the  recession  of  the  head,  thus  decreasing  the  resistance 
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Of  the  pubic  side  of  the  pelvis.      The  gain  of  even  ;i  small  amount 

of  space  is  of  vital  importance  in  cases  of  disproportion,  ami  in 
this  way  we  secure  tlt<'  Bame  mechanical  advantages  as  by  Good- 
ell's  method  in  head-last  labors. 

Transverse  positions  at  the  brim  are  not  always  due  t<>  diminu- 
tion of  tin'  conjugate;  in  fart,  the  mosl  frequenl  cause  is  an  in- 
creased tilting  of  tin'  brim  as  ,-i  result  of  excess  «»t'  the  sacro- 
vertebra]  angle.  Next  to  oceipito-posterior  positions  of  the 
vertex,  an  excessive  inclination  of  the  pelvis  is  the  commonest 
cans,,  of  delay  in  labor. 

Notwithstanding  the  frequency  and  importance  of  this  pelvic 
peculiarity,  writers  arc  generally  silent  in  regard  to  it.  Robert 
Barnes  does,  indeed,  consider  it,  but  principally  with  the  object 
of  discrediting  the  attempts  of  others  to  overt  h  row  the  doctrine 
of  obliquity  of  the  head  in  the  pelvis  as  taught  by  Naegele.  It 
may  he  safely  assumed,  without  any  attempt  at  proof,  that  a 
given  head  will  enter  a  given  pelvis  with  greater  ease  the  nearer 
the  axis  of  the  uterus  approaches  a  right  angle  to  the  brim,  for 
the  force  of  the  uterine  contraction  is  expended  to  the  greatest 
possible  advantage. 

The  difficulties  incident  to  pendulous  abdomen  when  the  fun- 
dus falls  forward  are  universally  recognized,  but  when  the  fun- 
dus is  posterior  to  the  perpendicular  of  the  brim  the  cause  of  de- 
lay is  seldom  detected,  and  delay  is  usually  attributed  to  rigidity 
of  soft  parts  or  insufficiency  of  contraction.  It  is  a  sad  com- 
mentary on  the  powers  of  observation  of  practitioners  that  those 
things  which  receive  no  mention  in  every-day  text  books  usually 
escape  observation  at  the  bedside.  We  seem  to  forget  that  text 
books  should  conform  to  bedside  observation  rather  than  bed- 
side observation  be  twisted  into  compliance  with  book  descrip- 
tions. When  the  lumbo-sacral  curve  is  marked  the  uterus  is  not 
at  right  angles  to  the  plane  of  the  brim,  but  the  fundus  is  pressed 
back  by  the  abdominal  muscles  until  it  forms  an  angle  more  or 
less  acute  with  the  posterior  half  of  the  plane  of  the  inlet.  In 
such  a  case  we  are  apt  to  have  delay  and  difficulty  for  several 
purely  mechanical  reasons.  One  of  the  difficulties  engendered 
by  this  condition  is  defective  flexion.  Flexion  may  he  perfecl  80 
far  as  the  child  is  concerned,  hut  the  relations  of  the  pelvis  to  the 
uterine  ;ixis  neutralize  the  flexion  ami  make  it  amount  to  naught. 
Before  the  onset  of  Labor,  flexion  is  present  in  compliance  with 
the  law  of  economy  of  space.  If  the  axis  of  the  uterus  is  ;it  right 
angles  to  the  brim,  the  head  will,  when  flexed,  enter  the  pelvis 
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with  the  suboccipito-bregmatic  diameter  in  relation  with  the 
diameter  of  the  brim;  but  just  in  proportion  as  the  sacro-verte- 
bral  angle  is  in  excess  will  the  effect  of  flexion  be  neutralized, 
and  in  many  cases  the  brim  is  tilted  enough  to  correspond  to  the 
occipitofrontal  diameter,  even  when  marked  flexion  is  present. 
"We  then  have  the  longest  diameter  of  the  head  presenting  in  the 
oblique  diameter  of  the  pelvis,  and  in  case  the  head  is  relatively 
large,  delay  results.  When  the  chin  comes  in  contact  with  the 
sternum  further  flexion  is  impossible,  and  the  head  to  effect  an 
entrance  must  present  in  a  more  favorable  position.  This  is  ef- 
fected by  posterior  rotation  of  the  occiput  either  into  the  trans- 
verse or  opposite  oblique  diameter  of  the  pelvis.  The  forces 
which  accomplish  this  rotation  are  not  dissimilar  to  those  which 
effect  anterior  rotation  at  the  pelvic  outlet,  namely,  the  re- 
sistance of  an  elastic  muscular  valve  upon  the  one  side  and  a  com- 
paratively empty  space  upon  the  other.  The  anterior  uterine 
wall  is  much  longer  than  the  posterior,  and  this  is  especially  true 
in  the  cases  under  discussion.  The  head  does  not  present  di- 
rectly against  the  os  uteri,  but  is  held  in  the  distended  anterior 
lip  of  the  cervix  while  the  os  uteri  is  well  back  toward  the  prom- 
ontory. Because  of  the  posterior  position  of  the  fundus  the 
force  of  the  uterine  contraction  is  chiefly  expended  upon  the 
pubes  and  anterior  uterine  valve.  In  anterior  rotation  at  the 
pelvic  floor  the  motion  is  due  chiefly  to  the  resistance  of  the 
pelvic  floor  and  the  presence  of  an  anterior  space — the  vulva — 
where  no  resistance  is  offered.  In  the  cases  under  discussion  we 
have  muscular  and  bony  resistance  in  front  and  a  comparatively 
free  space  behind  under  the  promontory,  so  that  the  conditions 
are  practically  the  same,  only  the  directions  are  reversed.  We 
here  have  an  explanation  of  those  comparatively  rare  cases  of 
occipito-posterior  positions  of  the  vertex  where  the  back  of  the 
child  is  in  Eront.  While  slating  thai  excess  of  the  sacro-vertebral 
angle  is  quite  common,  we  yet  admit  that  the  occurrence  of 
posterior  positions  of  this  kind  is  comparatively  uncommon. 
The  explanation  which  this  apparent  paradox  demands  is  to  be 
found  in  l!i<'  Ead  that  in  most  cases  where  there  is  excessive  in- 
clination of  the  pelvis  there  is  also  some  slight  abridgmenl  of  the 
conjugate.     We  therefore  find  that   in  most  eases  the  posterior 

rotation  Ceases  When  the  head  arrives  at  the  transverse  diameter 

of  the  brim.     While  the  narrowing  of  the  conjugate  may  not  be 

<_rre;it,  it   usually  plays  an   important    pari    in   the   mechanism  of 
labor,  for  the  reason  thai   heads  which  are  not    relatively  large 
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will  enter  the  pelvis  in  the  usual  manner.  It  is.  therefore,  only 
in  cases  where  space  is  a1  b  premium  thai  this  mechanism  is  in- 
voked. A  large  head  in  a  pelvis  whose  conjugate  is  slightly  con- 
tracted will  behave  very  much  as  will  an  average  head  when  the 
contraction  is  more  marked.  We  therefore  are  not  surprised  to 
find  the  sagittal  suture  aear  the  pubes  and  the  occiput  hugLrinL' 
the  ilium  while  the  head  is  nipped  by  the  promontory  above  or 
anterior  to  the  ear.  As  Labor  progresses  the  sagittal  suture  re- 
cedes, the  head  entering  the  pelvis  by  rotating  round  the  prom- 
ontory by  a  "retrograde  crab-like  movement"  (Robert  Barnes). 
There  is  another  element  in  the  problem  of  posterior  rotation 
which  is  intimately  associated  with  abridgment  of  the  conjugate 
in  limiting  backward  rotation,  namely,  lack  of  flexion.  Although 
the  head  is  flexed  before  the  onset  of  labor,  there  are  conditions 
present  which  tend  to  destroy  the  flexion.  When  the  fundus  is 
posterior,  so  that  the  axis  of  the  uterus  forms  an  acute  angle  with 
the  posterior  half  of  the  plane  of  the  brim,  the  force  of  uterine 
contraction  will  be  in  the  direction  of  the  uterine  axis.  As  the 
head  usually  presents  primarily  in  that  oblique  diameter  of  the 
pelvis  which  corresponds  most  nearly  with  the  axis  of  the  uterus, 
it  follows  that  in  first  positions,  when  there  is  excessive  inclina- 
tion of  the  pelvis,  the  force  of  the  uterine  contractions  is  chiefly 
expended  upon  the  left  ramus  of  the  pubes.  If  the  movement  of 
the  head  was  not  restrained  by  the  uterine  and  abdominal  walls, 
it  would  glide  over  the  pubes,  for  the  "angle  of  reflexion  should 
equal  the  angle  of  incidence."  If  the  posterior  and  lateral  ob- 
liquity of  the  uterine  axis  is  great,  the  resistance  encountered  by 
the  occiput  might  be  sufficient  to  cause  a  face  presentation;  in- 
deed, this  is  the  mechanism  of  production  of  such  abnormalities, 
but  usually  such  excessive  extension  is  resisted  by  the  lower 
uterine  segment  and  very  slight  extension  of  the  head  results. 
The  head  may  not  unflex  completely  and  yet  present  in  the  plane 
of  the  brim,  and  the  greater  the  lateral  obliquity  the  more  will 
appan  at  extension  of  the  head  be  present.  If  the  head  remains 
well  flexed  it  will  rotate  posteriorly  and  engage  with  ease  in  cases 
of  excess  of  the  sacro- vertebral  angle;  if  it  unflexes  or  extends 
there  is  no  such  tendency  and  it  stops  in  the  transverse  diameter 
of  the  pelvis.  If  instrumental  assistance  is  demanded  the  same 
procedure  is  indicated  as  in  the  preceding  class.  The  posterior 
blade  being  passed  up  in  the  sacral  excavation  while  the  anterior 
blade  is  brought  through  the  comparatively  free  side  of  the  pel- 
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vis  to  a  position  behind  the  pubes,  the  head  is  grasped  upon  its 
sides  while  traction  and  leverage  cants  it  past  the  obstruction. 

In  those  cases  where  the  occiput  rotates  into  the  third  or  fourth 
position  the  procedure  will  vary  with  the  conditions.  If  the 
head  can,  by  manipulation,  be  brought  into  the  transverse  di- 
ameter of  the  brim,  the  preceding  procedure  may  suffice,  but  it 
is  much  less  easy  and  safe  than  in  cases  where  the  head  is  fixed 
in  the  brim.  Anterior  rotation  with  the  hand  will  not  greatly 
improve  matters,  for  if  engagement  were  possible  with  the  occi- 
put in  front  it  would  not  have  sought  the  sacral  hollow.  In 
ordinary  cases  where  both  the  head  and  back  of  the  child  are 
posterior  and  the  uterus  at  right  angles  to  the  brim,  the  sooner 
the  occiput  is  brought  f  orward  the  better ;  but  in  these  cases  it  is 
best  to  bring  the  head  as  low  as  possible,  without  undue  violence, 
before  attempting  to  rotate  it.  It  is  therefore  evident  that  in 
such  a  case  forceps  rotation  is  superior  to  manual.  Women  who 
have  prominent  buttocks,  erect  carriage,  and  hollow  backs  usually 
have  excess  of  the  sacro-vertebral  angle.  It  is  a  well-accepted 
proposition,  even  among  those  who  do  not  note  pelvic  peculiari- 
ties, that  women  of  this  build  are  apt  to  have  harder  labors  than 
their  more  slightly-built  sisters.  In  subsequent  labors  less 
trouble  is  encountered  for  the  reason  that  the  more  labors  the 
woman  has  had  the  more  lax  the  abdominal  muscles  become,  and 
therefore  the  fundus  can  come  forward,  allowing  the  child  to 
present  more  nearly  at  right  angles  to  the  plane  of  the  brim.  To 
my  mind  the  most  serious  objection  to  the  Walcher  position  is 
that  this  angle  is  increased,  and  even  if  the  conjugate  is  slightly 
lengthened  the  force  which  must  effect  engagement,  whether 
uterine  or  instrumental,  must  act  at  a  mechanical  disadvantage 
and  be  largely  dissipated  upon  the  pubes.  While  contraction 
of  the  conjugate  and  excess  of  the  sacro-vertebral  angle  are  simi- 
lar in  the  mechanism  of  labor  by  which  the  obstruction  is  over- 
come, and  present  similar  obstetric  problems  in  their  manage- 
ment, they  yet  differ  radically  in  other  particulars  Where  the 
trouble  is  due  chiefly  or  entirely  to  excessive  inclination  of  the 
pelvis,  the  first  labor  may  be  difficult  and  subsequent  labors  easy, 
because  the  inn. Ins  conies  forward  and  the  full  force  of  the  con- 
1  faction  can  act  in  a  proper  direction.  In  contraction  of  the  con- 
jugate subsequent  Labors  are  apt  to  be  more  difficult  because  of 
the  tendency  to  progressive  increase  in  the  size  of  the  children 

with  each  pregnancy.      In  many  cases,  however,  both  contraction 

of  the  conjugate  ami  excessive  inclination  of  the  pelvis  arc  pres- 
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.•tit.  and  Hie  question  of  increasing  or  decreasing  difficulty  must 
depend  upon  the  relative  importance  of  the  two  conditions.  In 
elucidation  of  iliis  problem  it  may  be  justifiable  to  detail  b  few 
cases  which  have  come  under  observation,  taking  care  to  seled 
only  such  as  have  a  plain  Lesson  to  teach. 

Cask  I. — Mrs.  K..  art.  32,  was  the  mother  of  five  children  when 
she  came  under  my  observation.  She  had  had  four  labors,  which 
were  rather  severe  and  protracted,  hut  did  qo1  demand,  or  at 
least  receive,  any  artificial  assistance.  In  her  fifth  Labor  her  at- 
tendant (Dr.  B.  F.  Lyle)  attempted  forceps,  but,  failing,  re- 
sorted to  version  and  delivered  a  living  female  child  with  a  deep 
furrow  above  the  left  ear,  in  which  I  could  lay  a  finger  when  she 
was  3  years  of  age.  Although  I  did  not  examine  the  mother  at 
this  time,  the  character  and  location  of  the  injury  left  no  doubl 
that  it  was  the  furrow  of  the  promontory  and  not  a  fracture  made 
by  a  blade,  as  the  parents  supposed.  "When  this  child  was  aboul 
5  years  old  I  attended  the  woman  in  her  sixth  confinement.  The 
behavior  of  the  head  was  exactly  what,  we  expect  in  contracted 
conjugate,  and  several  hours  were  allowed  for  preparation  of  the 
soft  parts  and  moulding  to  occur.  When  the  os  uteri  became  half- 
dilated,  however,  the  right  hand  protruded  alongside  of  the  an- 
terior temple  and  showed  a  tendency  to  come  down  with  each 
contraction  of  the  uterus.  Pushing  the  anesthetic,  the  hand  was 
replaced  and  the  forceps  applied  in  the  antero-posterior  diameter 
of  the  pelvis,  as  already  described.  After  delivering  a  large, 
healthy  female  child,  the  pelvis  was  examined  carefully  and  the 
conjugate  found  somewhat  narrowed,  while  immediately  below  it 
jutting  out  like  a  twin  mountain,  was  a  false  promontory  which 
gave  the  impression  of  an  exostosis  and  considerably  diminished 
the  conjugate,  as  well  as  interfered  with  rotation  round  the 
promontory.  The  increased  difficulty  of  the  fifth  and  sixth  la- 
in.rs  over  previous  ones  was  probably  due  to  increasing  cranial 
development  in  the  children,  lessened  propulsive  efforts  from  lax 
abdominal  walls,  and  increase  of  bony  resistance  from  exostosis 
due  to  bruising  of  previous  labors.  The  oexl  case  is  one  of 
similar  character. 

('ask  II. — ^Irs.  II..  short,  thick  woman  of  German  descent,  was 
delivered  by  a  midwife  in  her  first  and  second  confinements.  In 
her  third  labor  difficulty  of  a  serious  character  was  encountered, 
and.  after  two  physicians  had  failed  to  apply  forceps  satisfac- 
torily, \h\  Reamy  was  called  in  and  delivered  with  forceps.  Dr. 
B.  W.  Mitchell  had  eharge  of  her  in  her  fourth  confinement, 
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which  proved  to  be  a  case  of  difficult  forceps  delivery.  Recog- 
nizing a  pelvic  contraction,  he  insisted,  during  her  fifth  preg- 
nancy, on  the  propriety  of  inducing  labor  three  weeks  before  full 
term.  Being  frightened  at  this  suggestion,  and  reasoning  that 
in  the  labors  presided  over  by  mid  wives  less  trouble  was  en- 
countered than  in  those  managed  by  doctors,  they  placed  her  in 
the  hands  of  a  woman.  On  the  evening  of  October  8,  1901,  I 
was  called  to  her  and  found  the  head  transverse  in  the  brim  with 
the  occiput  to  the  left.  There  was  impaction  and  the  woman 
exhausted.  Forceps  was  applied  as  above  described,  traction 
was  made  downward,  and  the  handles  swung  back  toward  the 
sacrum.  There  was  such  a  decided  snap  as  the  head  was  canted 
past  the  promontory  that  I  was  afraid  the  blades  had  slipped  off, 
but  they  had  not.  Her  pelvis  was  ample,  with  the  exception  of 
the  conjugate  of  the  brim,  which  was  considerably  narrowed  by  a 
jutting  promontory.  These  cases  are  sufficient  to  illustrate  the 
tendency  to  progressive  difficulties  of  subsequent  labors  where 
the  trouble  is  limited  to  contraction  of  the  conjugate. 

Case  III. — Mrs.  W.  T.,  primipara,  had  been  having  nagging 
pains  for  more  than  thirty-six  hours  when  I  saw  her.  Dr.  E.  W. 
Mitchell  was  her  attendant,  and  being  dubious  of  his  fitness  to 
attend  her,  on  account  of  his  attendance  upon  a  case  of  puer- 
peral sepsis,  he  asked  me  to  take  charge  of  the  pelvic  end  of  the 
problem.  A  rubber  glove  fresh  from  an  antiseptic  solution  may 
make  a  vaginal  examination  safe,  but  is  a  serious  encumbrance 
in  a  difficult  forceps  delivery.  The  head  was  transverse,  0.  to  L., 
and  a  foot  could  be  felt  at  either  side  of  the  face,  showing  that 
ample  space  existed  upon  this  side  of  the  pelvis.  The  forceps 
was  applied  antero-posteriorly,  and  by  traction  and  leverage  en- 
gagement was  effected,  when  the  occiput  was  rotated  forward  by 
forceps  and  delivery  completed.  The  child  was  a  large  girl.  In 
her  second  confinement  Dr.  Mitchell  was  engaged  with  another 
<;ise  and  requested  me  to  take  charge  during  his  absence.  The 
position  and  presentation  were  the  same  as  before,  except  that 
the  feet  did  not  come  within  reach;  but  the  contractions  wen* 
powerful,  and  in  aboul  an  hour  the  rotation  of  the  head  rounl 
1  lie  promontory  \v;is  effected,  and  three  pains  more  completed 
delivery.  This  is  a  typical  case  where  the  chief  difficulty  is  due 
to  excess  of  the  sacro- vertebral  angle. 

Case  TV. — In  August.  1900,  I  was  called  to  assist  Dr.  W.  R. 
Brown  in  the  <-;ise  of  a  Frenchwoman  in  her  second  labor.  A 
year  before  she  had  been  delivered  of  premature  twins.     She  had 
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been  in  labor  more  than  twenty-four  hours  and  the  head  was  im- 
pacted in  the  brim.  The  pelvis  seemed  roomy,  bu1  there  was 
marked  obliquity,  as  indicated  by  almosl  perpendicular  position 

of  the  pubes  as  she  lay  on  her  back.  The  occiput  was  directed 
toward  the  right  ilium,  so  thai  it  was  the  left  blade  which  had  to 
be  brought  forward.  The  first  (left)  blade  was  carried  in  upon 
the  flat  and  the  tip  insinuated  between  the  head  and  the  poste- 
rior lip  of  the  imperfectly  dilated  os  uteri.  It  was  worked  gently 
round  the  left  side  of  the  pelvis  pasl  the  forehead  up  to  its  posi- 
tion behind  the  pubes.  The  second  blade  was  introduced  in 
front  of  it  and  locked.  This  manipulation  is  a  little  more  awk- 
ward, because  when  the  first  blade  is  carried  anterior  its  handle 
obstructs  the  vagina,  and  this  handle  must  be  drawn  well  to  the 
left  to  give  room  for  the  introduction  of  the  second  blade.  The 
fact  that  we  are  less  frequently  called  upon  to  apply  them  with 
their  concave  edges  toward  the  mother's  right  also  renders  it  a 
little  more  difficult.  After  the  blades  were  adjusted  the  lock  of 
the  Elliott  forceps  was  at  the  vulva,  but  delivery  was  no  more 
difficult  than  in  the  preceding  cases.  Subsequent  pelvic  ex- 
amination showed  not  only  excessive  pelvic  obliquity,  but  a  de- 
cided jutting  of  the  promontory. 

Case  V. — During  the  past  summer  I  saw  a  case  with  Dr. 
Robert  Carothers  which  presented  the  following  history :  In  her 
first  confinement,  after  long  delay,  she  was  delivered  with  instru- 
ments. Several  physicians  were  in  attendance,  and,  if  the  hus- 
band and  friends  can  be  credited,  traction  with  forceps  was  made 
so  violently  that  it  required  the  combined  efforts  of  all  the  neigh- 
boring women  to  hold  her  on  the  bed.  The  skull  was  crushed  in 
delivery.  She  had  several  subsequent  labors,  all  presenting 
great  difficulty,  after  long  delay,  and  all  the  children  were  de- 
livered dead.  Dr.  Carothers  saw  her  in  the  absence  of  her  usual 
attendant,  and  reported  the  case  to  him  an  hour  or  two  later  upon 
his  return.  Forty-eight  hours  later  Dr.  Carothers  was  again 
•called  in,  her  physician  having  left  town  for  the  night.  No 
progress  had  been  made  and  the  woman  was  seriously  exhausted. 
Recognizing  the  serious  nature  of  the  case,  he  asked  me  to  see  it 
with  him.  The  blades  were  adjusted  to  the  sides  of  the  head, 
directly  antero-posteriorly,  and  engagement  and  subsequent  de- 
livery accomplished  without  much  trouble.  The  child  had  been 
dead  some  hours.  It  was  the  opinion  of  both  of  us  thai  if  for- 
eeps  had  been  used  twenty-four  or  more  hours  sooner  the  child 
would  have  been  saved,  as  there  was  no  violence  in  the  delivery 
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which  would  have  had  a  serious  effect  upon  it.  Dr.  Carothers 
did  not  know  that  delivery  had  not  been  effected  until  his  second 
call,  after  the  child  was  dead. 

I  will  not  take  time  to  recite  more  examples  of  this  use  of  for- 
ceps, although  I  have  used  them  in  this  way  in  several  other 
cases.  I  chose  these  cases  from  my  list  because  the  history  of 
some  of  them  was  such  as  to  render  certain  that  serious  ob- 
struction to  normal  delivery  had  to  be  overcome.  Others  il- 
lustrate clinical  facts  of  importance,  while  some  are  reported 
simply  because  competent  medical  men  were  present  who  can 
confirm  the  truth  of  my  statements;  for  I  well  know  that  in  mat- 
ters of  this  kind  man  is  prone  to  doubt  the  truth  of  any  statement 
which  does  not  conform  to  his  preconceived  conclusions. 

I  should  not  have  consumed  so  much  of  your  time  if  I  had 
been  able  to  quote  confirmative  authority,  but,  not  being  aware  of 
a  previous  similar  use  of  instruments,  I  felt  that  the  procedure 
must  stand  upon  the  evidence  which  I  present. 

670  June  street,  Walnut  Hills. 


THE  MECHANISM  OF  LABOR  IN  POSTERIOR  POSITIONS  OF 
VERTEX  PRESENTATIONS.1 


SIGMAR   STARK,    M.D., 
Cincinnati,  O. 


The  mechanism  of  labor  in  occipito-posterior  positions  is  not 
only  the  most  intricate  and  varying  of  all  positions,  but  also 
mi''  which  receives  the  least  consideration  in  our  text  books  of 
obstetrics.  The  variations  in  the  form  of  the  mechanism  are  de- 
pendenl  upon  the  size  of  the  pelvis  and  upon  the  size  and  degree 
of  flexion  of  the  child's  head.  The  greatest  complexity  mani- 
its.lt'  ;it  the  brim.  Before  proceeding  to  the  description  of 
the  various  forms  of  labor  encountered  here  we  must  recall  some 
of  the  anatomical  features  of  the  superior  strait.    For  the  sake 

'Read  by  title  ;it  the  meeting  of  the  American  Association  of  Ob- 
stetricians and  Gynecologists,  Washington,  D.  C,  September  16,  17, 
and  18,  1802. 
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of  simplicity  I  will  only  consider  K.  0.  1'..  the  common  posterior 
position. 
The   righl   oblique  diameter  is  trisected  by  two   imaginary 

lint's,  one  passim:  in. m  the  right  side  of  the  promontory  of  the 
Bacrum  to  the  right  ilio-pectineal  eminence,  and  the  other  from 
the  lefl  sacro-iliac  synchondrosis  to  the  pubes  parallel  to  the 
first  line,  thus  dividing  the  right  oblique  diameter  into  unequal 
poll  ions,  the  posterior  of  which  is  the  narrower,  showing  an 
average  measurement,  in  a  number  of  bony  pelves  which  I  have 
measured,  of  three  and  one-half  inches,  the  anterior  being  suf- 
ficiently ample  to  accommodate  any  of  the  lateral  diameters  of 
the  head.  The  second  anatomical  point  requiring  attention  is 
the  distance  from  the  termination  of  the  right  oblique  diameter 
at  the  pectineal  eminence  to  its  intersection  with  the  short  line 
subtending  the  promontory  of  the  sacrum  and  the  ilium.  In  a 
number  of  bony  pelves  in  which  this  measurement  was  taken  I 
found  the  average  distance  to  be  four  inches. 

To  avoid  descriptive  repetition  in  the  subsequent  reference  to 
this  line  I  will  christen  it  the  "diameter  of  favorable  engage- 
ment," because  of  the  easier  and  more  rapid  termination  of 
cases  so  engaging.  There  are  four  forms  of  mechanism  en- 
countered at  the  brim  : 

1.  The  entrance  of  the  occiput  in  the  "diameter  of  favorable 
engagement"  with  the  head  in  a  stale  of  excessive  flexion. 

2.  Arrest  of  the  occiput,  descent  of  the  sinciput,  release  of  the 
occiput  with  re-establishment  of  flexion. 

3.  Arrest  of  the  occiput,  descent  of  the  sinciput,  and  conver- 
sion into  a  face  presentation. 

4.  Arrest  of  the  occiput,  descent  of  the  sinciput,  impaction 
and  arrest  of  labor. 

In  mechanism  1  the  head  is  extremely  flexed,  the  suboccipito- 
bregmatic  diameter  measuring  three  and  three-quarter  inches, 
corresponding  wit*1  the  "diameter  of  favorable  engagement," 
measuring  four  inches.  This  is  the  most  frequent  form  and  is 
recognizable  by  the  location  of  the  small  fontanelle,  it  being 
directly  in  the  axis  of  the  pelvis.  It  is  also  the  most  favorable 
form,  for  the  occiput  dors  not  impinge  upon  the  small  space 
corresponding  to  the  posterior  extremity  of  the  right  oblique 
diameter.  With  irood  pains  the  occiput  rapidly  descends  into 
the  cavity  of  the  pelvis,  anterior  rotation  commencing  the  mo- 
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ment  resistance  is  encountered,  often  being  completed  before 
the  floor  of  the  pelvis  is  reached. 

In  mechanism  2  the  biparietal  diameter  of  three  and  three- 
quarter  inches  is  arrested  in  the  small  space  measuring  but 
three  and  one-half  inches  and  the  expulsive  power  of  the  uterus 
is  expended  upon  the  sinciput.  We  then  have  a  mechanism  tak- 
ing place  similar  in  character  to  that  which  transpires  in 
flattened  pelves,  the  pivotal  points  being  the  ends  of  the  short 
line  in  place  of  the  terminals  of  the  conjugate.  There  is  the  same 
temporary  dip  of  the  large  fontanelle,  continuing  until  the 
biparietal  diameter  is  released  from  the  small  space,  when  the 
occiput  descends.  The  sinciput  meeting  with  resistance  from 
the  left  antero-lateral  wall  of  the  pelvis,  flexion  is  re-established. 
This  is  the  form  which  is  marked  by  a  tardy  and  irregular  first 
stage  of  labor  because  of  the  maladaptability  of  the  presenting 
part  to  the  brim. 

Mechanism  3  takes  place  when  the  engagement  is  such  that 
the  occiput  is  not  readily  released,  either  because  of  its  firm  im- 
paction or  because  the  expulsive  power  upon  the  sinciput  has 
become  so  predominant  that  it  is  continuous  until  complete  ex- 
tension occurs.  It  is  possible  that  this  may  also  be  caused  by  the 
absence  of  sufficient  resistance  to  bring  about  flexion.  It  is 
furthermore  possible  that  this  form  is  met  with  in  some  instances 
in  which  the  primary  causes  productive  of  face  presentation  are 
present,  but  to  an  insufficient  degree,  becoming  more  effective 
as  the  head  engages  in  the  pelvis. 

In  mechanism  4  we  have  to  deal  with  large  heads  engaging  in 
comparatively  small  pelves.  I  once  met  with  a  case  of  this  char- 
acter in  a  justo-minor  pelvis  of  moderate  degree,  there  having 
been  a  premature  rupture  of  the  membranes.  Labor  was  ar- 
rested  for  over  an  hour,  but  continued  after  manual  rotation 
of  the  occiput.  In  this  case  we  have  the  occiput  firmly  wedged 
in  tin.  small  space  and  the  sinciput  descending  until  the  occipito- 
mental diameter  or  some  diameter  short  of  this  is  engaged.  We 
thcD  have  a  five  to  a  five  and  a  quarter  inch  diameter  occupying 
the  oblique  diameter  of  the  pelvis  measuring  five  inches  or  less, 
ami  an  arrest  of  labor  is  the  consequence. 

When  the  occiput  reaches  Hie  pelvic  floor,  and  often  even 
earlier,  the  next  phenomenon  in  the  mechanism  of  labor  becomes 
manifest.  Tlte  occiput  rotates  cither  anteriorly  or  posteriorly. 
The  requisites  for  anterior  rotation  are  flexion,  good  pains, 
and  a  relatively  rigid  pelvic  floor.     If  the  head  be  in  a  position 
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of  extension,  the  sinciput  rotates  anteriorly,  according  to  the 
law  in  obstetrics  that  the  most  dependent  point  rotates  to  the 
front.  Good  pains  and  a  relatively  rigid  pelvic  floor  are  essen- 
tial in  order  to  establish  the  proper  balance  between  the  forces 
of  expulsion  and  resistance.  The  early  experiment  of  Dubois, 
which  lias  time  and  again  been  repeated  Eor  class  demonstra- 
tion, readily  proves  this.  If  the  head  be  undersized  or  exces- 
sively compressible,  as  is  the  case  in  premature  births  or  in  the 
delivery  of  a  dead  child,  a  disturbance  in  the  factors  just  re- 
ferred to  exists  and  occipito-posterior  rotation  is  the  rule. 

In  addition  to  the  preceding,  Penrose  mentions  a  third  form 
of  mechanism  which  may  occur,  namely,  the  conversion  of  an 
occipito-posterior  into  a  mento-anterior.  He  says:  "The  third 
way  is  very  rare.  In  these  cases  the  occiput  reaches  the  floor 
of  the  pelvis  and  becomes  caught  or  fastened  on  some  abnormal 
projecting  surface  or  point,  in  such  a  manner  that  anterior  or 
posterior  rotation  becomes  impossible.  The  chin  now  leaves  the 
breast  of  the  child  and  sinks  behind  the  pubis,  and  ultimately 
the  case  terminates  as  a  face  presentation  of  a  mento-anterior 
variety.  In  a  case  of  this  sort  we  may  suppose  the  occiput  ar- 
rested and  its  further  advance  rendered  impossible  by  some 
cause  or  other ;  a  long  and  hooked  spinous  process  of  the  ischium 
could  furnish  such  an  obstruction.  It  should  now  be  called  to 
mind  what  takes  place  in  every  case  of  labor  in  an  occipitoan- 
terior position  when  the  occiput  gets  locked  beneath  the  arch  of 
the  pubis.  The  opposite  extremity  of  the  head,  the  chin,  as  the 
only  part  free  to  move,  under  the  force  of  the  expelling  powers 
leaves  the  breast  of  the  child  and  the  head  extends;  and  this 
is  precisely  what  we  have  taking  place  in  these  very  rare  cases. 
The  occiput  becomes  arrested;  it  can  advance  no  farther;  it  can 
rotate  neither  forward  nor  backward ;  and  finally  the  chin,  as 
the  only  part  of  the  head  free  to  move,  leaves  the  breast  of  the 
child,  and  the  head  extends,  and  the  labor  terminates  as  a  face 
presentation.  The  occipito-mental  diameter  of  the  head  is  five 
inches,  the  oblique  diameter  of  the  cavity  is  six  inches;  hence  tie- 
extension  of  the  head  is  entirely  possible."  Possibly  this  form 
of  mechanism  may  occur,  but  I  can  only  conceive  of  it  in  the 
presence  of  an  undersized  or  easily  moulded  head.  At  the  out- 
let the  birth  of  the  head  is  accomplished  by  extension. 

1108  East  McMillan  street. 
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REMOVAL   OF  VESICAL   PAPILLOMA   THROUGH   AN 

INCISION  IN  THE   SEPTUM   WITH   THE   PATIENT   IN  THE 

KNEE-CHEST  POSTURE. 


HOWARD   A.    KELLY,    M.D., 
Baltimore,  Md. 


Ix  the  present  status  of  the  development  of  vesical  surgery, 
the  following  case,  in  which  a  papilloma  of  the  vesical  mucosa 
was  removed  in  a  new  way,  becomes  a  matter  of  great  surgical 
interest.  The  avenue  utilized  in  this  method  of  exposing  the 
vesical  interior  has  been  described  by  me  in  a  paper  read  before 
the  Johns  Hopkins  Medical  Society  under  the  title,  "A  New  and 
Better  Method  for  Opening  and  Draining  the  Bladder  in  "Wo- 
men";  also  in  a  case,  reported  by  me  in  the  Journal  of  the  Amer- 
ican Medical  Association  (August,  1902),  of  ureteral  calculi  re- 
moved through  the  vesico-vaginal  septum,  the  bladder  being  dis- 
tended with  air  by  keeping  the  patient  in  a  knee-chest  posture. 
To  sum  up  in  a  few  words,  after  placing  the  patient  in  a  knee- 
chest  posture  and  letting  the  air  into  the  bladder  through  a 
catheter  or  speculum,  the  posterior  vaginal  wall  is  lifted  up,  so  as 
to  expose  the  anterior  vaginal  wall  from  cervix  to  urethra.  A 
suitably  curved  knife  is  now  plunged  through  the  vesico-vaginal 
septum  into  the  air-distended  bladder,  and  if  the  knife  be  sharp- 
ened  on  both  edges  the  cut  can  be  lengthened  fore  and  aft  from 
the  cervix  to  the  urethra,  if  desirable.  An  artificial  anemia  of 
the  bladder  is  induced  by  this  posture,  and  whatever  blood 
escapee  runs  down  into  the  bladder,  in  no  way  obscuring  the  field 
of  operation.  By  this  method  any  part  of  the  vesical  wall  can  be 
canghl  and  drawn  up  through  the  incision  into  the  vagina,  and  in 
this  way  papillomata  and  tumors  or  ulcerated  patches  can  be  re- 
moved  from  the  bladder  wall.  Tin-  following  operation  for  papil- 
loma of  tin-  bladder  will  further  illustrate  the  possibilities  of  this 
new  procedure. 

Miss  B.  was  admitted  to  the  Sanatorium  on  April  16.  1902. 
Sli«-  was  r»l  years  old.  Her  family  history  was  negative;  her 
past  history  was  also  negative,  except   f'>r  nervous  prostration 
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ten  years,  and  pneumonia  Ave  years  ago.  Ber  presenl  illness 
began  with  an  attack  of  hematuria   following  the  pneumonia 

One  year  later  she  had  a  second  attack,  after  which  she  had  HO 

more  trouble  until  one  year  ago,  when  she  had  an  attach  of 
cystitis  Lasting  Pour  weeks;  it  was  characterized  by  blood  and 
pus  in  the  urine,  some  frequency  of  urination,  and  Borne  pain. 
She  had  had  no  fever  or  chills,  at  times  pain  In  the  lefl  Bide. 
During  this  attack  she  was  operated  on  by  Dr.  C.  P.  Noble,  who 
curetted  the  bladder  and  removed  a  growth.  She  had  no  more 
trouble  until  November,  bu1  since  then  had  had  several  severe 
attacks  of  hematuria,  the  last  attack  Lasting  ten  hours.  Beyond 
chronic  constipation  the  patient  seemed  to  be  in  good  physical 
condition. 

On  palpating  the  kidneys  the  right  one  was  found  freely  mov- 
able. Her  urine  was  acid,  pale,  clear,  specific  gravity  was  loin. 
There  were  no  casts,  considerable  pus,  and  some  blood.  Cultures 
from  the  bladder  showed:  once  the  proteus;  twice  the  cultures 
were  negative.  Uterus,  tubes,  and  ovaries  were  normal.  Blad- 
der also  normal  to  palpation  ;  no  tenderness.  Interior  of  bladder 
generally  normal.  The  left  ureteral  meatus  was  hyperemic  and 
bled  easily  on  contact  with  the  end  of  speculum;  the  right  ure- 
teral orifice  seemed  patulous,  was  large  and  surrounded  by  a  pale 
area ;  the  anterior  margin  looked  bluish. 

On  May  7  it  was  decided  to  suspend  the  right  kidney.  This 
was  done  after  the  usual  manner  by  making  an  oblique  in- 
cision in  the  right  lumbar  region  about  eight  centimetres  long 
and  exposing  the  inferior  lumbar  triangle,  which  was  perforated 
with  a  pair  of  forceps  and  then  opened  widely  with  blunt  force. 
The  kidney  was  then  exposed  and  bared  of  its  fat  on  the  posterior 
surface  and  suspended  to  the  quadratus  lumborum  muscle  by  two 
silk  sutures.  The  excess  of  the  capsule  of  the  kidney  drawn  out 
in  exposing  the  kidney  was  then  cut  off  and  sutured  into  the 
wound  between  the  muscles  (quadratus  and  oblique)  and  the  in- 
cision closed  throughout. 

This  operation,  while  relieving  the  patient  in  a  general  way, 
still  left  her  with  the  vesical  infection,  so  after  five  weeks  I  made 
another  searching  vesical  inspection  with  the  patient  in  the 
knee-breast  posture,  when  I  found  to  the  extreme  right,  on  the 
anterior  vesical  wall  behind  the  pubic  ramus,  a  pink.  Lobulated 
mass  hanging  like  a  bunch  of  grapes,  about  two  and  one-half  by 
two  centimetres,  from  the  vesical  wall  rather  nearer  the  base  than 
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the  vertex.  The  pedicle  was  small  and  could  easily  have  been 
divided  or  snared  by  special  instruments  I  have  had  made  for 
this  purpose,  but,  fearing  a  return  of  the  disease  in  view  of  her 
previous  history,  I  determined  upon  a  more  radical  operation. 

This  was  done  June  15,  1902,  by  placing  the  patient  under  an 
anesthetic  and  putting  her  in  the  knee-breast  posture.  Air  was 
then  let  into  the  empty  bladder,  when  an  antero-posterior  in- 
cision was  made  in  the  median  line,  about  five  centimetres  long, 
by  plunging  a  curved  knife  through  the  septum.  The  edges  of 
the  incision  were  drawn  apart,  after  which  the  tumor  was  grasped 
and  drawn  into  the  vagina  with  the  adjacent  bladder  wall.  The 
pedicle,  about  three  or  four  millimetres  long,  was  then  transfixed 
well  away  from  the  tumor  in  the  vesical  wall,  and  tied  both  ways, 
silk  being  used  when  the  tumor  was  removed.  A  similar  smaller 
growth  nearby  was  treated  in  like  manner.  The  vaginal  wound 
was  then  closed  with  fine  silver-wire  sutures  through  the  entire 
thickness  down  to  the  vesical  mucosa,  leaving  a  small  opening  to 
drain  the  bladder  for  a  few  days,  on  account  of  the  infection. 
For  this  a  mushroom  catheter  was  used.  The  drain  was  removed 
in  eight  days,  and  a  few  days  later  the  wound  closed  entirely  spon- 
taneously. After  the  closure  I  put  the  patient  in  the  knee-breast 
posture,  introduced  one  of  my  No.  10  specula,  exposed  the  wound 
inside  the  bladder,  caught  the  silk  ligature,  still  hanging  to  the 
wall,  with  a  pair  of  alligator  forceps,  and  easily  withdrew  it 
through  the  speculum. 

Five  months  later  the  patient  returned  for  examination,  and  I 
found  a  perfectly  normal  bladder,  with  a  little  linear  cicatrix 
ami  a  small  pit,  about  one  millimetre  in  diameter,  in  the  place  of 
the  excised  tumor. 

The  growth,  which  consisted  of  a  friable  cauliflower-like  ex- 
once,  measured  about  three  centimetres  in  diameter.  Micro- 
scopically  the  papilla?  consisted  of  scanty  connective-tissue  stroma 
containing  blood  vessels.  This  stroma  formed  papillae,  which 
were  covered  by  epithelial  cells  in  many  layers.  The  cell  type 
and  arrangement  was  uniform,  and  cell  division  not  active,  yet 
the  impression  given  was  that  of  malignancy  resembling  some  of 
the  papillary  ovarian  tumors. 

It  w;is  diagnosed  as  papilloma  of  the  bladder  (malignant). 

This  instructive  case  teaches  the  following  points: 

The  method  of  operating  on  the  bladder  in  the  knee-breast 
posture  has  a  wide  range  of  applicability,  being  well  adapted  to 
the  removal  of  some  vesical  tumors. 
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The  distended  bladder  in  this  posture  is  far  less  vascular  than 
in  any  other  position. 

What  blood  does  escape  falls  toward  the  vertex  and  does  not 
obscure  the  field. 

The  cut  bladder  wall  is  much  thinner  than  in  the  contracted 
state. 

The  vesical  walls  can  be  everted  into  the  vagina  to  a  remarkable 
degree;  after  pulling  out  a  tumor  and  its  adjacent  mucosa,  the 
patient  can  then  be  put  in  the  side  posture  to  lessen  the  traction 
necessary  to  hold  the  mass,  and  the  operation  so  completed. 

The  bladder  wall  can  be  resected  and  sutured  with  security  in 
this  way. 

Lastly,  the  easy  removal  of  the  stitch  through  the  speculum 
makes  it  possible  to  use  silk  or  even  fine  silver-wire  ligatures  and 
sutures  in  the  bladder  in  supra-  or  infrapubic  operations  with  the 
expectation  of  taking  the  sutures  out  in  this  simple  way  at  a 
later  date. 


MALFORMATIONS  OF  THE  UTERUS.1 
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Every  organ  that  is  not  of  normal  proportions  is,  generally 
speaking,  malformed;  but  for  the  purpose  of  this  contribution 
we  will  confine  the  term  "uterine  malformation"  to  those  con- 
ditions having  their  macroscopic  origin  only  during  the  period 
of  uterine  development.  Ill-formations  from  neoplasms  are, 
therefore,  not  included,  because,  though  they  may  have  their 
microscopic  or  theoretical  origin  in  the  embryo  (Cohnheim's 
theory),  they  are  usually  not  detectable,  macroscopically,  until 
after  maturity.  Having  restricted  ourselves  to  those  deformities 
which  are  produced  by  a  departure  from,  or  cessation  in,  normal 
growth,  or  both,  it  is  advisable,  for  clearness  in  discussion,  that 
we  review  briefly  the  changes  occurring  during  the  period  of 
normal  development,  which  period  may  very  properly  be  said  to 
1  Read  before  the  Alabama  State  Medical  Association,  1902. 
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begin  with  the  first  appearance  of  the  Miillerian  ducts,  in  the 
second  month  of  embryonal  life,  and  to  terminate  with  the 
acquisition  by  the  uterus  of  the  power  to  perform  its  character- 
istic functions. 

In  the  fifth  week  of  embryonal  life  the  Miillerian  ducts  make 
their  appearance  as  two  ridges,  each  of  which  lies  to  the  outer 
side  of  the  corresponding  Wolffian  body  and  duct  and  parallel 
to  the  course  of  the  latter.  In  a  short  time  these  ridges  become 
distinct  tubes.  Their  upper  ends  diverge  and  open  into  the  peri- 
toneal cavity,  while  their  lower  converge  and  are  closed.  During 
the  latter  part  of  the  month  the  lower  two-thirds  of  the  ducts, 
continuing  to  approach  each  other,  unite  at  a  point  near  their 
centres,  or,  in  other  words,  at  the  junction  of  the  middle  and 
lower  thirds  of  the  ducts.  This  union  progresses  upward  and 
downward — more  rapidly  downward — during  the  third  and 
fourth  months,  at  the  end  of  which  time  the  ducts  are  firmly 
blended  with  each  other  in  their  lower  two-thirds.  The  septum 
formed  by  the  blending  of  the  ducts  having,  in  the  meantime, 
been  absorbed,  a  common  canal  is  produced.  In  the  fifth  month 
the  cervix  appears  and  divides  the  common  canal  into  an  upper, 
or  uterine,  and  a  lower,  or  vaginal,  canal,  each  of  which  is  then 
lined  with  its  characteristic  epithelium.  The  upper  thirds  of 
the  Miillerian  ducts  continue  to  diverge  and  f oi  m  the  Fallopian 
tubes,  the  extremities  of  which  are  cone-shaped  and  fimbriated. 
A.ttachedj  near  its  middle,  to  the  junction  of  the  Fallopian  tube 
and  the  cornua  of  the  uterus  is  the  inguinal  ligament,  which 
later  forms  the  round  and  ovarian  ligaments.  From  the  sixth 
through  the  ninth  month  the  walls  of  the  uterus  thicken.  The 
cervix,  during  this  period,  grows  faster  than  the  body,  and  at 
birth  is  larger,  nearly  twice  as  long,  and  its  walls  are  thicker. 
From  the  time  of  birth  to  within  a  few  years  of  puberty  there 
is  very  little  change  in  the  organ,  but  during  the  last  two  or 
three  years  preceding  menstruation  it  takes  on.  as  it  were,  new 
growth.  The  fundus  is  now  formed,  and  the  body,  growing 
faster  than  the  cervix,  is  greater  in  all  its  measurements  than 
the  cervix  when  the  organ  begins  to  functionate.  This  brings  us 
to  the  subjecl  proper. 

Prom  the  number  of  cases  of  uterine  malformation  acciden- 
tally discovered,  it  is  quite  certain  that  there  are  many  that  are 
uever  recognized;  and.  this  being  true,  it  is  impossible  to  reliably 
estimate  the  frequency  of  the  condition.  However,  we  may 
safely  say  it  is  not  very  uncommon. 
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We  may  divide  malformation  of  the  uterus  into  the  infantile 
Uterus,  caused  by  retardation  or  cessation  in  growth  after  birth; 
and  aberrant  uterus,  produced  by  a  departure  or  divergence 
from  normal  development  during  embryonal  life,  with  or  without 
a  retardation  or  cessation  in  growth.  The  former,  or  infantile 
uterus,  may  very  properly  be  considered  as  (unbracing  degrees 
of  uterine  dwarfishness,  and,  from  a  practical  or  clinical  stand- 
point, is  probably  equally  as  important  as  the  aberrant  uterus, 
which  is  caused  more  by  a  departure  or  divergence  from,  than 
a  retardation  or  cessation  in,  normal  embryonal  development. 
Neither  physically  nor  physiologically  is  the  infantile  uterus 
susceptible  of  a  subdivision;  but  we  will  leave  this  malforma- 
tion for  future  consideration.  The  aberrant  uterus,  unlike  the 
preceding,  represents  so  many  different  physical  conditions  as 
to  make  a  subdivision  or  classification  a  necessity.  The  manner 
of  its  formation  makes  it  clear  that,  whatever  subdivision  or 
classification  is  adopted,  there  will  be  a  gradual  gradation  be- 
tween the  varieties,  or  a  merging  of  one  into  the  other.  What 
has  been  said  in  regard  to  the  impossibility  of  determining  the 
frequency  of  the  anomalies,  in  general,  applies  to  the  estimation 
of  the  comparative  frequency  of  the  subvarieties  of  the  aberrant 
class.  The  best  that  could  be  done  would  be  to  make  an  estima- 
tion from  the  frequency  with  which  the  subvarieties  have  been 
discovered.  But  in  this  attempt  a  serious  difficulty  would  be 
encountered,  viz.,  lack  of  uniformity  or  of  common  agreement  in 
classification,  which  has  caused  the  use,  in  the  report  of  cases,  of 
the  same  term  to  express  different  conditions.  We  will,  there- 
fore, not  undertake  to  give — if  I  may  use  the  expression — with 
statistical  accuracy  the  relative  frequency  of  these  deformities, 
but  will,  in  general  terms,  state  what  we  believe  to  fairly  repre- 
sent the  truth. 

Beginning  with  the  subvariety  which  represents  the  least  de- 
gree of  malformation  of  the  aberrant  class,  we  have : 

I.  The  non-f  undated  and  grooved  uterus,  an  organ  without  a 
fundus,  and  with  a  groove  or  depression  extending  vertically 
along  its  anterior  and  posterior  surfaces.  These  grooves  are 
the  last  signs  of  union  between  the  ducts  of  Muller.  It  is 
claimed  that  the  fundus  of  the  uterus  is  not  developed  until 
within  a  few  years  of  beginning  menstruation,  but  the  grooves 
formed  by  the  coming  together  of  the  two  tubes  or  duets  should 
be  obliterated  during  the  fifth  month  of  embryonal  life.  There- 
fore this  malformation  represents  a  departure  from  normal  de- 
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velopment  in  the  fifth  month  of  fetal  life,  and  a  retardation  in 
growth,  after  birth,  to  the  extent  of  a  non-development  of  the 
fundus.  In  size  and  function  the  organ  may  be  reasonably  well 
developed,  and,  as  a  consequence,  there  may  be  no  symptoms  to 
direct  attention  to  it.  Usually,  however,  it  is  incapable  of  prop- 
erly functionating,  and  there  is  dysmenorrhea,  irregular  or 
scanty  menstruation,  and  sterility,  or  there  may  be  amenorrhea. 
This  anomaly  has  not  often  been  reported;  but  whether  this  is 
due  to  its  rarity  or  to  its  comparative  infrequency  in  abnormal 
manifestations,  or  to  the  difficulty  in  diagnosis,  cannot  be  deter- 
mined. It  is  quite  reasonable  to  presume  that  these  last-named 
conditions  contribute  something  to  the  fewness  of  the  cases 
reported. 

Treatment. — Of  course  no  hope  can  be  had  of  correcting  the 
deformity.  All  treatment  must  be  directed  toward  stimulating 
the  uterus  to  a  growth  or  activity  which  will  enable  it  more  or 
less  to  painlessly  discharge  its  functions.  When  amenorrhea  is 
present  it  denotes  either  an  absence  of  the  endometrial  structure 
or  defective  ovaries,  and,  therefore,  treatment  is  of  no  avail. 
But  if  there  is  scanty,  irregular,  or  painful  menstruation,  gen- 
eral treatment,  hygienic,  dietetic,  and  medicinal,  is  more  effectual 
than  local  measures,  unless  there  is  an  inflammatory  process 
superimposed  upon  the  defective  development.  Of  the  local 
treatment  I  will  speak  when  discussing  the  infantile  uterus,  as 
the  same  measures  are  applicable  to  both  conditions.  If  dys- 
menorrhea is  excessive  and  other  measures  do  not  materially  miti- 
gate the  suffering,  ovariotomy  or  hysterectomy  may  have  to  be 
performed.  I  am  inclined  to  believe  the  latter  is  the  preferable 
operation,  because,  while  it  checks  menstruation,  and  therefore 
the  pain,  it  does  not  bring  on  the  nervous  disturbances  of  artifi- 
cial menopause. 

II.  The  septate  uterus  is  the  next  in  degree  of  malformation. 
It  is,  physiologically,  a  single  organ  whose  cavity  is  divided, 
more  or  less  completely,  into  lateral  halves.  It  has  been  more 
frequently  reported  than  the  other  varieties  of  the  aberrant  class, 
excepl  the  lucornate  and  the  double  uterus.  It  is  the  result  of 
the  septum  which  is  formed  by  the  blending  of  the  ducts  of 
Miiller  haying  been  only  partially  absorbed.  With  this  excep- 
tion, the  developnii'iit  may  be  perfect.  Usually,  I  think,  there 
will  be  some  evidence  of  the  grooves  characterizing  the  variety 
above  considered;  the  measurement  of  the  organ  from  side  to 
Bide   will   be   relatively   greater  than  normal,  and  the  fundus 
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partially  or  completely  absent.  When  the  septum  is  complete 
the  uterine  cavity,  as  a  whole,  is  divided  into  Lateral  halves;  bu1 
when  incomplete,  the  cavity  of  the  body,  or  that  of  the  cervix, 
may  be  fully  or  only  partially  divided  (subseptaU1  uterus). 
The  septum  should  be  absorbed,  probably,  during  the  fourth 
month  of  embryonal  life,  and,  therefore,  the  septate  uterus 
represents  a  departure  from  normal  at  this  period  of  develop- 
ment. It  is  often,  probably  in  more  than  one-third  of  the  cases, 
associated  with  a  similar  division  of  the  vagina.  Chlorosis  is 
said  to  be  frequent  in  this  and  more  frequent  in  greater  malfor- 
mations. Rokitansky  and  others  have  held  that  genital  anoma- 
lies and  functional  disturbances  of  the  genital  organs  were  etiolo- 
gic  factors  in  the  production  of  chlorosis;  whether  this  is  true, 
or  whether  they  are  all  effects  of  a  common  cause,  I  am  not 
prepared  to  say.  ' '  We  are  ignorant  of  the  real  cause  of  chloro- 
sis." Menstruation  may  be  normal,  though  it  is  more  com- 
monly disturbed,  irregular,  scanty,  or  painful.  If  the  flow 
should  become  excessive  it  probably  indicates  that  an  inflamma- 
tory condition  has  been  set  up.  Sterility  is  more  frequent  than 
we  are  accustomed  to  regard  as  normal.  It  is  claimed  that  the 
cavities  of  a  septate  uterus  may  menstruate  at  different  times, 
but,  in  my  opinion,  where  there  has  been  sufficient  union  between 
the  ducts  of  Muller  to  produce  a  septate  or  subseptate  uterus 
the  halves  have  become  a  physiologic  whole  and  functionate  as 
such.  When  union  has  not  advanced  sufficiently  to  make  this 
true,  I  am  of  the  opinion  that  it  should  be  considered  a  double 
rather  than  a  septate  uterus;  for,  physiologically,  it  is  surely  a 
double  organ,  and,  physically,  it  will  more  nearly  approach  the 
double  variety.  Pregnancy  may  exist  in  both  cavities  at  the 
same  time  as  the  result  of  the  same  or  different  coitions.  In  the 
latter  instance  we  probably  have  an  explanation  of  superfeta- 
tion.  In  a  subseptate  uterus  the  placenta  may  be  on  one  side  of 
the  incomplete  partition  and  the  fetus  on  the  other.  Abortions 
are  frequent,  as  they  are  in  every  variety  of  uterine  malforma- 
tion, because  the  lack  of  development  carries  with  it  a  corre- 
sponding lack  of  physiologic  activity,  and  pregnancy  is  a  physio- 
logic process.  When  the  placenta  is  attached  to  the  septum, 
premature  emptying  of  the  uterus  is  the  rule,  because  the  struc- 
ture of  the  septum  does  not  afford  a  proper  soil  for  placental 
growth.  Hemorrhage  usually  follows  the  detachment  of  the 
placenta  from  the  septum,  on  account  of  the  latter  not  having  the 
power  to  contract  and  close  the  sinuses,  as  does  the  wall  of  the 
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normal  uterus.  Malposition  of  the  fetus  is  common  in  this  as  in 
other  malformations.  Labor  may  be  tedious,  from  want  of  proper 
force  on  the  part  of  the  uterus  to  expel  its  contents,  or  delayed, 
and  even  prevented,  by  the  septum  acting  as  a  physical  hin- 
drance. 

Treatment. — General  treatment:  Every  effort  should  be  made 
to  develop  the  physical  powers  of  the  girl  and  to  restore  and 
maintain  those  of  the  woman.  This  applies  not  alone  to  the  sep- 
tate, but  to  every  variety  of  uterine  anomaly. 

Local  treatment:  Measures  for  stimulating  the  growth  of  the 
uterus  will  be  considered  in  speaking  of  infantile  anomaly.  If 
dysmenorrhea  impel  operative  interference,  I  am  inclined  to 
advise  hysterectomy  instead  of  ovariotomy,  for  reasons  given 
when  considering  the  non-fundated  uterus.  There  is  no  special 
indication  for  the  removal  of  the  septum  in  the  absence  of  the 
possibility  of  pregnancy,  but  if  the  patient  is  exposed  to  this 
condition  the  uterus  should  be  dilated,  the  septum  removed  with 
scissors,  the  endometrial  surface  curetted,  and  the  cavity  packed 
with  gauze.  The  operation  is  practically  free  from  danger,  and 
there  is  no  contraindication  to  performing  it  whenever  the  con- 
dition is  discovered.  If  the  septum  is  interfering  with  the 
progress  of  labor  it  should  be  cut,  rather  than  wait  for  it  to  be 
torn  by  the  labor  force. 

III.  The  third  variety  of  the  aberrant  class  of  malforma- 
tions is  the  double-horn,  or  bicornate,  uterus.  It  has  been 
claimed  that  this  is  the  most  often  recognized  of  the  anomalies 
of  this  class,  but  my  investigation  of  the  literature  at  my  com- 
mand leads  me  to  the  belief  that  it  is  the  second  most  frequent. 
It  is  caused  by  a  failure  of  the  upper  halves  of  the  middle  thirds 
of  the  Mullerian  ducts  to  unite,  while  the  lower  halves  of  the 
middle  thirds  and  the  lower  thirds  form  a  union,  producing  the 
cervix  uteri  and  the  vagina.  The  cervix  may  be  perfect,  or  it 
may  be  divided  by  a  septum  into  lateral  halves,  each  leading 
into  its  corresponding  uterine  horn.  The  vagina  is  more  or 
less  septate  in  about  ten  per  cent  of  the  cases.  The  union  or 
fusion  of  the  middle  thirds  of  Miiller's  ducts  should  occur  dur- 
ing the  third  or  the  fourth  month  of  embryonal  life;  therefore 
the  double-horn  uterus  is  indicative  of  a  departure  from  normal 
development  a1  this  period.  Exceptionally  the  horns  occupy  an 
anteroposterior  relation  to  each  other.  The  only  explanation 
that  can  be  offered  for  this  condition  is  that  the  Mullerian  ducts 
were  dislocated  or  misplaced  al  an  early  period  of  development, 
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One  horn  has  been  found  retroflexed  and  the  other  anteflexed. 
Passing  between  the  horns  from  the  rectum  to  the  bladder  is 
often  a  ligament,  called  the  vesico-rectal.  From  the  position  of 
this  ligament  it  has  been  assumed  that  it  caused  the  malforma- 
tion by  preventing  the  union  of  the  ducts.  I  hardly  think  this 
is  true,  for  the  reason  that,  in  my  opinion,  union  of  the  ducts 
occurs  too  early  in  fetal  life  to  admit  of  the  probability  of  the 
presence  of  a  true  ligamentous  formation  as  a  hindrance;  and 
then,  too,  tin1  ligamenl  by  no  means  always  exists  in  this  anom- 
aly. I  am  of  the  opinion  thai  the  vesico-rectal  ligament  is  the 
result  of  a  cause,  and  is  not  the  cause  of  any  uterine  malforma- 
tion. It  may  be  the  result  of  the  same  cause  that  produces  the 
bicornate  uterus.  Of  this  cause  we  intend  to  speak  elsewhere. 
Both  horns  may  be  poorly  or  well  and  equally  developed.  One 
horn,  usually  the  left,  may  be  better  developed  than  the  other. 
If  one  of  the  horns  is  rudimentary  there  may  be  defective  devel- 
opment on  the  same  side  in  one  or  more  of  the  following  struc- 
tures, viz. :  Fallopian  tube,  ovary,  round  ligament,  bladder, 
ureter,  and  kidney.  If  the  vagina  is  septate  the  side  correspond- 
ing to  the  rudimentary  horn  will  be  less  well  developed.  Both 
horns  may  menstruate  at  the  same  time,  which  occasionally  causes 
an  excessive  flow.  Each  may  menstruate  regularly  every  four 
weeks,  but  at  different  periods,  causing  a  form  of  metrorrhagia. 
Such  a  case  came  under  my  observation.  The  horns  may  alter- 
nate every  four  weeks  in  this  function  and  then  there  will  be  a 
normal  menstruation.  One  of  the  horns  may  be  so  rudimentary 
as  not  to  have  a  menstrual  function.  When  this  is  true  there 
is  usually  a  scanty  or  irregular  flow.  If  both  horns  are  poorly 
developed  there  will  be,  as  a  rule,  scanty,  irregular,  and  painful 
menstruation.  Amenorrhea  is  rare,  as  it  "  is  very  exceptional 
if  endometrial  structure  exists."  Profuse  flow  may  in  time 
take  the  place  of  the  scanty  and  irregular  menstruation.  When 
this  occurs  it  means  that  some  morbid  or  pathologic  change  has 
taken  place,  usually  inflammatory  in  nature.  The  rudimentary 
horn  may  be  closed  at  its  cervical  opening,  causing  mucus  or  the 
menstrual  flow  to  accumulate  and  distend  its  cavity,  even  to  the 
extenl  of  producing  rupture.  When  rupture  takes  place  it  is 
usually  through  the  septum  into  the  vagina,  though  it  may  be 
into  the  peritoneal  cavity.  Chlorosis  and  albuminuria  are  not 
uncommon.  Both  conditions  were  present  in  a  case  that  came 
under  my  care.  If  both  horns  are  well  developed,  pregnancy 
mingly  more  frequent  than  normal,  and  may  exist  in  both 
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at  the  same  time  as  the  result  of  the  same  or  different  coitions. 
If  pregnancy  exists  in  both  horns  at  the  same  time,  but  in  differ- 
ent periods  of  development,  it  probably  affords,  as  I  believe  it 
also  does  in  the  septate  uterus,  an  explanation  of  superfetation. 
If  the  horns  are  equally  developed  and  the  vagina  is  not  septate, 
they  seem  to  alternate  in  the  function  of  pregnancy.  But  if 
the  vagina  is  divided,  the  left  horn  more  frequently  becomes 
pregnant,  because  the  left  half  of  the  vagina  is  usually  better 
developed  or  larger,  and,  therefore,  more  readily  admits  the  male 
organ.  When  pregnancy  exists  in  one  horn  the  other  may  con- 
tinue to  menstruate;  usually,  however,  membranes  form  in  it. 
Abortions  are  frequent,  but  not  as  frequent  as  in  septate  uterus, 
because  in  the  latter  the  placenta  is  often  attached  to  the  septum, 
to  which  fact  I  called  attention  in  discussing  that  anomaly.  If 
the  pregnant  horn  is  very  rudimentary  there  is  danger  of  rupture 
before,  as  well  as  during,  labor.  When  rupture  occurs  it  is 
usually  at  the  junction  of  the  horn  with  its  fellow.  Labor  may 
be  normal  or  it  may  be  slow  or  impossible  of  completion.  When 
tedious  or  impossible  of  termination  without  assistance,  it  is  due 
to  one  or  more  of  the  following  conditions,  viz. :  lack  of  muscular 
force  on  the  part  of  the  pregnant  horn ;  failure  of  the  rudimen- 
tary cervix,  which  may  be  nothing  more  than  a  pedicle,  to 
properly  dilate ;  obstruction  from  a  distended  horn  occupying  a 
position  in  the  pelvis  below  the  fetus;  abnormal  position  of  the 
child,  which  is  frequent;  and  the  oblique  position  of  the  horn, 
preventing  the  forces  from  being  directed  in  the  axis  of  the 
pelvis.  It  has  been  claimed  that  the  vesico-rectal  ligament  holds 
the  horn  in  its  oblique  position,  but  I  think  the  broad  ligament, 
which  in  these  cases  falls  short  of  normal  development,  is  more 
responsible  for  the  harmful  position. 

Treatment. — If  scanty,  irregular,  or  painful  menstruation 
exists  and  is  due  to  a  rudimentary  state  of  one  or  both  of  the 
horns,  local  treatment,  which  we  shall  consider  when  discussing 
the  infantile  uterus,  should  be  resorted  to,  in  addition  to  th-.> 
general  treatment  that  has  been  referred  to  under  the  first 
variety  of  this  malformation.  If  dysmenorrhea  is  such  as  to 
demand  surgical  interference,  and  is  associated  with  the  func- 
tionating of  both  of  the  horns,  I  prefer  their  removal,  for  the 
reason  previously  given,  to  the  ablation  of  healthy  ovaries.  As 
the  horns  sometimes  menstruate  ;it  different  periods,  it  may  be 
thai  ili<'  pais  is  associated  with  the  functions  of  only  one  of  them. 
Tf  this  awi  l)i'  established  the  operation  should  not  include  the 
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other.     One  of  the  horns  Bhonld  be  excised  if  there  is  an  e 
rive  flow,  monorrhagia  or  metrorrhagia,  which  is  not  relieved 
by  curettage  and  local  treatment     It'  there  is  b  difference  in 

their  development  the  smaller  horn  should  be  sacrificed.  In  a 
case  in  my  practice  the  metrorrhagia  was  checked  in  this  way. 
Tf  the  girl  is  in  other  respects  well  developed  and  well  nourished, 
and  amenorrhea  is  present,  it  is  probably  due  to  an  absence  of 
endometrial  structure.  Tn  such  a  case  treatment  is  of  no  avail. 
It  is  true  that  local  treatment  sometimes  causes  a  bloody  flow, 
but  it  is  simply  a  hemorrhage  and  not  menstruation.  If  one 
or  both  horns  are  closed  at  their  cervical  opening  and  there  is  a 
retention  of  mucus  or  blood,  that  should  be  liberated  by  destroy- 
ing  the  cervical  atresia.  The  next  day  after  the  entrance  is 
made  the  cavity  may  be  washed  out  with  an  antiseptic  solution, 
which  should  be  repeated  every  day  for  about  a  week.  Some- 
times a  rudimentary  horn  is  attached  to  its  fellow  by  a  pedicu- 
lated  neck  and  it  is  impossible  to  enter  its  cavity  through  the 
cervix.  AYhen  this  is  true  it  is  advisable  to  make  an  open- 
ing, just  as  is  done  in  the  case  of  pelvic  abscesses,  and,  after 
washing  the  cavity,  insert  a  drain.  The  accumulation  is  fre- 
quently decidedly  infectious:  therefore  every  care  should  be 
taken  to  prevent  a  rupture  of  the  distended  sac  and  the  escape 
of  its  contents  into  the  peritoneal  cavity.  In  allowing  the  pent- 
up  matter  to  flow  out  through  the  opening  made,  haste  should  be 
avoided,  as  its  too  rapid  discharge  is  liable  to  inaugurate  an 
excessive  contraction  of  the  distended  horn,  which  may  rupture 
its  wall.  After  a  patient  recovers  from  this  operation,  I  think, 
as  a  rule,  it  is  advisable  to  remove  the  horn  to  prevent  a  recur- 
rence of  the  condition.  If  the  uterine  horn  tears  and  empties 
its  contents  into  the  abdominal  cavity,  celiotomy  should  be  per- 
formed at  once,  the  peritoneum  thoroughly  washed  with  salt 
solution,  the  torn  sac  removed,  and  gauze  drainage  established 
through  the  vagina  as  well  as  suprapubically.  If  either  half 
of  a  bicornate  uterus,  in  a  married  woman,  is  very  rudimentary, 
some  steps  should  be  taken  to  prevent  it  becoming  pregnant,  be- 
cause if  pregnancy  does  occur  the  woman  is  subjected  to  the 
risk  of  uterine  rupture  or  to  the  impossibility  of  delivering 
the  child  through  the  poorly-developed  cervix.  I  believe  the 
danger  is  sufficient  to  justify,  as  a  preventive  measure,  the 
opening  of  the  abdomen  and  the  removal  of  the  rudimentary 
horn.  If  both  horns  are  so  poorly  developed  as  to  make  it 
probable  that  neither  would  or  could  go  through  with  a  p 
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nancy,  I  am  of  the  opinion  that  menstrual  disturbances  would 
exist  to  such  an  extent  as  to  require  their  removal.  Should  this 
latter  not  be  true,  then  I  think  the  Fallopian  tubes  should  be 
removed.  Let  me  say  here  that  while  the  absence  of  menstrua- 
tion from  poor  uterine  development  indicates  that  sterility  is  a 
probability,  it  dees  not  mean  that  pregnancy  can  or  will  not 
occur.  Therefore  amenorrhea  is  not  a  positive  contraindication 
to  the  removal  of  the  tubes,  which  I  prefer  in  these  cases  to 
hysterectomy,  because  it  interferes  with  no  function  except  that 
of  pregnancy.  To  my  mind  this  operation  is  very  much  better 
than  taking  the  chances  of  having  to  resort  to  the  repulsive 
measure  of  terminating  pregnancy  to  avoid  the  dangers  that  I 
have  mentioned.  In  removing  the  tubes  it  is  necessary  that  the 
openings  into  the  uterine  cavity  should  be  perfectly  and  per- 
manently closed,  which  is  not  accomplished  if  a  ligature  is 
depended  upon  to  do  so;  for  it  has  been  proved  that  a  Fallo- 
pian tube  has  great  power  of  ridding  itself  of  the  ligature  and 
re-establishing  its  canal.  Each  tube  must  be  cut  from  its  cornu 
by  a  V  or  wedge-shaped  incision,  which  is  snugly  closed  by 
sutures.  Unfortunately,  many,  if  not  the  majority,  of  these 
cases  go  through  undetected  until  pregnancy  has  taken  place. 
Uterine  rupture  is  more  fatal  than  rupture  of  the  sac  in  ectopic 
gestation,  because  there  is  greater  vascularity  of  the  uterine 
walls;  therefore,  in  any  case  where  it  is  our  best  judgment  that 
pregnancy  cannot  go  to  term,  or,  if  it  does,  the  child  will  have 
to  be  delivered  by  celiotomy,  as  when  there  exists  what  I  have 
chosen  to  call  the  pedi dilated  cervix,  we  should  not  hesitate  to 
produce  an  abortion.  If  the  cervix  can  be  dilated  sufficiently 
to  allow  the  passage  of  the  contents  of  the  uterus,  the  organ 
should  be  emptied  by  the  vaginal  route  and  excised  at  a  sub- 
sequent time  by  celiotomy.  But.  if  the  former  is  impossible  the 
abdomen  should  be  opened  and  the  impregnated  horn  removed  at 
once,  unless  the  fetus  is  near  the  period  of  viability.  In  the 
Latter  instance  delay  in  operating  is  justifiable,  out  of  consid- 
eration for  the  life  of  the  child,  and  as  no  material  risk  would 
be  added  to  the  mother,  for  a  uterine  horn  that  has  developed 
uninterruptedly  to  aboui  the  sixth  month  of  pregnancy  will 
probably  continue  to  term.  1  do  not  think  it  is  best  to  wait  until 
labor  pains  begin  before  operating,  because  the  contraction  of  the 
muscular  walls  may  cause  a  rent  in  the  sac.  It  is  usually  im- 
ible  to  diagnose  pregnancy  in  a  rudimentary  uterine  cornu 
from  ectopic  gestation,  hut,  fortunately,  the  treatment  of  both 
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conditions  is  practically  the  same.  The  claim  is  made  that,  even 
after  the  abdomen  is  opened,  it  is  difficult  to  distinguish  cornual 
from  tubal  pregnancy ;  but  it  seems  to  me  that  if  we  keep  in 
mind  the  fact  that  in  the  former  the  unimpregnated  horn  has 
only  one  round  ligament  and  the  sac  to  be  removed  has  the 
other,  which  is  attached  to  its  outer  side,  we  should  experience 
no  difficulty  in  arriving  at  a  correct  conclusion. 

IV.  The  double  uterus,  or  didelphys,  is  said  to  have  been  de- 
scribed first  in  1557  by  an  Italian,  Francisco  Antonio  Catti. 
It  is  probably  the  most  frequent  variety  of  the  aberrant  anom- 
alies, and  is  the  result  of  a  separate  development  of  the  Miil- 
lerian  ducts.  They  may  be  attached  to  one  another,  particularly 
at  their  cervical  extremities,  but  there  is  usually  no  decided 
blending  or  fusion.  When  the  bodies  are  separated  the  vesico- 
rectal ligament  may  exist  and  pass  between  them.  The  claim 
has  been  made  that  this  ligament  is  responsible  for  the  malfor- 
mation. "What  I  have  said  in  regard  to  its  being  the  cause  of 
the  bicornate  uterus  applies  here  with  equal  force.  Each  uterus 
has  a  tube  and  ovary  and  may  be  well  developed,  or  one,  more 
frequently  the  right,  or  both,  may  be  rudimentary.  When  one 
is  so  poorly  developed  as  not  to  functionate,  its  tube,  ovary, 
and  round  ligament  may  be  defective.  Less  frequently  the  ureter, 
kidney,  and  the  half  of  the  bladder  on  the  same  side  as  the  rudi- 
mentary uterus  may  share  in  the  ill  growth.  On  account  of  the 
incomplete  or  imperfect  way  in  which  cases  of  uterine  malfor- 
mation have  been  reported,  it  is  impossible  to  give  positively  the 
frequency  of  accompanying  defective  developments  in  other 
organs.  After  a  review  of  the  imperfect  reports  at  my  com- 
mand, it  is  my  opinion  that  in  about  seventy  or  seventy-five  per 
cent  of  double  uteri  the  vagina  is  more  or  less  divided,  by  an 
antero-posterior  septum,  into  two  lateral  canals.  Von  Engel 
reported  a  case  of  double  uterus  with  two  bladders,  two  urethra, 
two  vulva?,  and  two  vagina?.  This  malformation  is  due  to  a 
breach  in  the  second  and  third  months  of  embryonal  develop- 
ment. The  organs  usually  occupy  a  lateral  position  to  one 
another;  exceptionally  one  is  in  front  of  the  other.  What  has 
been  said  in  regard  to  the  functions,  symptoms,  signs,  dangers, 
and  treatment  of  the  bicornate  apply  with  equal  truth  to  the 
double  uterus,  and,  therefore,  need  not  be  repeated. 

V.  The  uterus  with  two  cervices  and  one  body.  Thouirh  this 
is  recognized  by  some  as  a  distinct  variety  of  malformation, 
belonging  to  the  aberrant  class,  I  do  not  think  it  properly  de- 
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serves  such  a  position.  A  double  cervix  and  a  single  body  can, 
of  course,  be  produced  in  no  other  way  than  by  the  fusion  of 
the  extremities  of  the  lower  two-thirds  of  Mailer's  ducts,  and 
a  failure  of  the  centres  of  the  same  parts  of  the  ducts  to  unite. 
We  know  from  our  embryologic  studies  that  the  first  union  be- 
tween the  ducts  of  Muller  occurs  at  the  junction  of  their  lower 
and  middle  thirds,  and  that  this  union  travels  upward  and 
downward  forming  a  common  canal,  which  is  later  divided  into 
an  upper  or  uterine  and  a  lower  or  vaginal  canal  by  a  constric- 
tion or  ridge  appearing  at  the  point  of  the  first  union  between 
the  ducts.  This  ridge  is  the  beginning  of  the  cervix,  which, 
therefore,  has  no  existence  until  fusion  is  complete.  Now,  I 
think  we  are  hardly  justified  in  believing  that  the  lower  two- 
thirds  of  the  Miillerian  ducts  will  unite  or  fuse  at  their  extremi- 
ties and  remain  separate  at  their  centres,  where  they  should 
first  join  each  other.  It  is  my  opinion  that  the  cases  reported  of 
this  anomaly  are  nothing  more  or  less  than  subseptate  uteri 
in  which  the  septum  is  confined  to  the  cervix. 

VI.  The  unicornate,  or  one-horn,  uterus.  This  anomaly  is  due 
to  the  failure  of  one,  more  often  the  right,  Miillerian  duct  to  de- 
velop, while  the  other  continues,  more  or  less  uninterruptedly, 
its  growth.  I  do  not  believe  there  was  ever  a  case  in  which 
either  one  of  the  Miillerian  ducts  was  totally  absent.  In  the 
condition  now  under  consideration  the  development  of  one  of  the 
ducts  ceased  or  was  retarded  or  diverted  in  its  growth  at  an 
early  period  of  embryonal  life.  The  cervix  of  a  unicornate 
uterus  may  be  formed  by  one  or  by  both  of  the  embryonal  ducts. 
In  the  former  case  the  vagina  will  be  well  formed,  and  there 
will  exist  a  band  of  tissue  running  off  from  the  uterus,  at  about 
its  internal  os,  which  is  continuous  with  the  Fallopian  tube  when 
it  exists  on  the  undeveloped  side.  When  the  cervix  is  formed 
by  one  of  the  ducts  there  may  be  a  similar  band  of  tissue,  which, 
(hough  continuous  with  the  Fallopian  tube,  will  not  be  directly 
connected  with  the  uterus,  but  will  probably  extend  down  by 
ide  of  the  vagina.  These  bands  or  remains  of  the  Miillerian 
ducts  may  he,  and  usually  arc  so  small  as  to  be  undiscoverable 
during  life.  It  is  clear  that  the  unicornate  uterus  is  the  result 
of  a  greater  lack  of  growth  in  one  of  the  Miillerian  ducts  than 
that  which  forms  the  rudimentary  horn  of  a  bicornate  or  of  a 
double  uterus. 

As  a  nib-  the  Fallopian  tube  of  the  undeveloped  side  is  absent, 
and  frequently  tho  ovary  and  round  ligament  are  so,  or  seriously 
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defective.  The  vagina  is  small  and  the  corresponding  kidney, 
ureter,  and  one-half  of  the  bladder  may  also  be  rudimentary. 
If  one  horn  is  well  developed  there  will  probably  be  no  symp- 
toms to  attract  attention  to  it;  but  if  it  or  its  appendages  are 
not  well  formed,  the  symptoms,  signs,  dangers,  and  in-atment 
are  the  same  as  have  been  discussed  in  connection  with  the  rudi- 
mentary  horns  of  the  bicornate  and  double  uterus.  I  will,  there- 
fore, not  review  them.  However,  a  diagnosis  of  a  unicornate 
uterus  may  be  very  difficult.  I  will,  therefore,  not  leave  the 
subject  without  calling  attention  to  some  facts  whose  discovery, 
on  physical  examination,  establishes  the  presence  of  the  condi- 
tion. The  uterus  will  be  under  size,  particularly  in  its  measure- 
ments from  side  to  side,  and  will  not  occupy  a  central  position, 
but  will  be  directed  to  one  side,  more  frequently  the  left,  because 
it  is  formed  more  often  by  the  left  Miillerian  duct.  Normally 
the  uterus  is  a  little  to  the  right  of  the  median  line,  on  account 
of  the  position  of  the  rectum.  Only  one  ovary  and  tube  will 
be  attached  to  it,  and  they  on  the  side  to  which  the  uterus  is 
directed.  The  vagina  may  be  small,  as  it  is  usually  formed  by 
only  one  of  the  ducts.  There  may  be  a  very  rudimentary 
vagina  by  the  side  of  the  one  corresponding  to  the  developed 
uterine  horn. 

VII.  Absence  of  the  uterus.  This  is  only  a  relative  term,  as 
I  do  not  believe  there  was  ever  a  viable  female  child  in  which 
there  was  not  some  sign  or  evidence  of  the  Miillerian  ducts  hav- 
ing existed  and  having  made  an  effort  to  form  a  uterus.  The 
effort  may  have  been  so  feeble  as  to  have  produced  the  merest 
trace  of  an  organ,  similar  to  the  representative  of  the  uterus  in 
the  male,  which  may  be  so  small  as  to  make  it  very  difficult,  or 
even  impossible,  to  discover  it,  except  on  postmortem  examina- 
tion. This  anomaly  is  exceedingly  rare  and  is  usually  found 
only  in  cases  of  monstrosities,  "such  as  the  acardiac  and  sym- 
podial  varieties."  The  vagina  and  Fallopian  tubes  are  usually 
absent;  so,  also,  may  one  or  more  of  the  other  members  of  the 
genito-urinary  system  be  absent  or  seriously  defective.  If  the 
child  continues  to  live  it  is  claimed  the  mammary  glands  will 
not  develop  nor  will  pubic  hair  grow,  but  I  think  this  is  only 
true  when  the  ovaries  are  also  wanting  in  functional  power. 
Chlorosis  and  albuminuria  are  rarely  absent.  There  is  no 
menstrual  function,  but  if  the  ovaries  are  developed  sexual 
desire  may  exist.  No  treatment  is  indicated  other  than  that  for 
chlorosis  and  albuminuria,  unless  the  ovaries  are  defective  and 
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their  efforts  at  ovulation  are  excessively  painful.  When  this- 
is  true,  ovariotomy  should  be  done. 

VIII.  The  accessory  uterus  may  be  either  a  second  or  a  third 
uterus.  "When  the  former,  it  differs  from  the  double  uterus  in 
that  one  of  the  organs  has  both  round  ligaments  and  all  the 
appendages  attached  to  it,  while  the  other  has  neither  tube, 
ovary,  nor  round  ligament,  though  it  may  have  a  cavity  with 
a  cervical  opening  into  the  vagina.  When  it  is  a  third  organ  or 
uterus,  it  has  neither  tube,  ovary,  round  ligament,  nor  cervical 
opening.  The  uterus  proper  is  either  double  or  bicornate.  The 
third  uterus  has  never  been  detected  except  on  postmortem  ex- 
amination, and,  as  a  rule,  is  nothing  more  than  a  small  solid 
mass,  though  exceptionally  it  may  be  cavernous.  The  accessory 
uterus  is  anterior  to  the  other  uterine  formation.  Decidual 
membranes  have  been  found  in  its  cavity.  It  is  supposed  to  be 
the  result  of  a  deflection  of  a  part  of  one  of  the  ducts  of  Muller 
during  its  development. 

The  discussion  of  the  "Infantile  Uterus"  will  form  the  subject 
of  another  contribution  which  I  hope  to  make  in  the  near  future. 

21  South  Perry  street. 


A   REPORT  OF  TWO   CASES   OF   PREGNANCY   COMPLICATED   BY 
SEVERE  HEART   LESION.1 


WILLIAM    K.    NTCCHOLSON,    PII.B.,    M.D., 
Attending  Obstetrician  to  the  Maternity  Hospital  of  Philadelphia. 


<  >.\i.  <>i'  the  conditions  most  to  be  dreaded  as  a  complication  of 
the  period  of  childbearing  is  without  doubt  a  severe  heart  lesion, 
and  therefore  ii  seems  worth  while  to  report  the  following 
cases : 

Bet.  35 .  married  at  the  age  of  16;  VIpara;  last 
confinement  June  29,  1895.  Patient  gave  birth  to  twins  at  her 
hi>i  confinement.  Both  children  were  alive  a1  birth,  and  one 
II  Living,  it  being  the  only  survivor  of  her  six  children. 
The  history  of  her  previous  labors  is  without  interest,  other 
than  thai  during  her  last  pregnancy  and  Labor  she  suffered 
lomewhal  from  dyspnea. 

el  before  the  Set  tlon  on  cynpcology,  College  of  Physicians  of  Phil- 
adelphia, November  20, 1902. 
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She  has  always  hen  an  exceedingly  healthy  woman,  the  only 
illness  since  her  childhood  having  been  an  attack  of  rheumatism 
oeenrring  five  years  ago.  This  attack  was  slight  and  rapidly 
passed  ofl  and  she  was  qoI  aware  that  she  was  in  any  way  the 
worse  for  it.  During  her  last  pregnancy  she  reports  that  she 
suffered  a  great  deal  from  shortness  of  breath  and  indigestion, 
but  otherwise  she  did  not  notice  anything  out  of  the  ordinary, 
and  she  gives  no  history  of  any  unusual  severity  of  the  labor. 
As  has  been  noted,  it  was  a  twin  pregnancy  and  both  children 
were  born  living  at  term. 

Early  this  spring  she  had  a  severe  attack  of  rheumatism  af- 
fecting the  entire  left  side  and  compelling  her  to  remain  in  bed 
for  a  period  of  six  weeks.  She  was  obliged  to  sit  up  in  bed 
in  order  to  breathe,  and  also  states  that  she  has  had  a  severe 
hacking  cough  all  the  fall.  Her  family  history  is  exceptionally 
good.  She  is  one  of  a  family  of  seven,  five  sisters  and  two 
brothers,  all  of  whom  are  living  and  well.  Her  father  ami 
mother  are  also  living,  the  latter  being  perfectly  well.  She  says 
that  her  father  has  suffered  from  Bright 's  disease  for  years. 

This  case  was  referred  to  me  by  Dr.  H.  D.  Beyea,  who  had 
delivered  her  in  her  previous  confinement.  It  was  his  wish  that 
she  be-  admitted  to  the  Maternity  Hospital,  but  the  patient, 
when  seen  before  the  onset  of  her  labor,  refused.  She  was, 
when  first  seen,  suffering  somewhat  from  dyspnea,  her  feet  and 
legs  were  edematous,  and  her  heart  action  was  rapid.  The  mur- 
murs noted  at  this  time  were  the  same  as  found  later,  except  for 
an  increase  in  their  intensity,  and  so  no  consideration  is  neces- 
sary here.  Her  abdomen  was  markedly  enlarged  and  there  had 
been  apparently  no  subsidence  of  the  uterus. 

Not  hearing  anything  further  from  her,  I  was  under  the  im- 
pression that  she  had  engaged  a  physician  who  would  care  for  her 
at  her  home,  and  was  surprised  to  receive  a  summons  to  see  her 
late  at  night  on  November  24,  1900.  Labor  had  begun  but  a  short 
time  before,  and  the  pains  were  of  a  good  character,  occurring 
at  intervals  of  fifteen  minutes.  Dilatati<  n  of  the  os  had  reached 
the  size  of  a  five-cent  piece  and  the  membranes  had  ruptured 
with  the  first  few  pains.  The  general  condition  of  the  woman 
was  decidedly  Buch  as  to  cause  anxiety,  as  she  was  unable  to  lie 

down  at  all  and  as  there  was  a  marked  increase  of  th lema, 

the  vulva  and  face  as  well  as  the  extremities  being  involved,  and 
the  cardiac  action  being  very  rapid.  She  was  prevailed  upon  to 
go  to  the  hospital,  and  was  admitted  early  on  the  morning  of  the 
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25th.  An  examination  of  the  urine  on  admission  showed  a 
specific  gravity  of  1030,  with  one-half  of  one  per  cent  of  albumin. 

An  examination  several  hours  after  her  admission  showed 
that  dilatation  was  taking  place  very  slowly  and  that  the  preg- 
nancy was  multiple.  The  position  of  the  first  child,  other  than 
that  it  was  presenting  by  the  head,  could  not  be  made  out,  on 
account  of  the  large  amount  of  liquor  amnii  in  the  other  sac; 
but  as  the  pains  were  being  well  borne,  any  marked  cyanosis 
being  absent,  it  was  decided  to  wait  for  spontaneous  delivery, 
being  ready  at  any  time  to  terminate  the  labor  if  the  occasion 
should  arise. 

Early  in  the  afternoon  the  condition  of  the  patient  became 
less  favorable.  The  dyspnea  had  somewhat  increased,  there 
was  some  cyanosis,  and  the  dilatation  had  progressed  but  very 
little,  though  the  cervix  was  easily  dilatable  by  the  finger.  The 
trouble  was  apparently  due  to  an  absence  of  "fore  waters," 
which  want  was  particularly  important,  since,  on  account  of  the 
size  of  the  other  child,  the  presenting  fetus  did  not  feel  the 
vis  a  tergo  of  the  uterine  muscle  to  a  degree  sufficient  to  cause 
the  head  to  descend  and  itself  cause  dilatation.  It  was,  there- 
fore, decided  to  terminate  the  labor,  which  was  done  without 
difficulty  by  manual  dilatation  under  mild  chloroform  narcosis, 
delivery  of  the  first  child  being  at  once  accomplished  by  forceps. 
As  soon  as  the  membranes  of  the  second  child  were  punctured 
its  head  engaged  and  it  was  very  rapidly  and  spontaneously 
delivered.  The  second  amniotic  sac  presented  a  decided  hydram- 
nios.  Both  children  were  alive  when  born,  but  soon  died.  The 
first  was  much  undersized,  its  weight  being  but  4,300  grammes ; 
the  second  child  was  of  normal  size.  It  may  be  further  noted 
that  there  was  but  one  placenta,  that  the  sex  of  both  children  was 
the  same,  female,  and  that,  therefore,  they  were  unioval  twins. 

The.  mother  stood  the  delivery  very  well,  the  only  symptom  to 
any  alarm  being  rather  free  sweating,  and  her  subse- 
quent convalescence  was  entirely  uneventful;  the  cyanosis,  in- 
tensity  of  vessel  thrill,  and  to  some  extent  the  intensity  of  the 
murmurs  rapidly  decreasing,  while  the  albumin  entirely  disap- 
peared from  the  urine  in  a  few  days. 

At  the  time  of  admission  an  examination  of  the  heart  showed 
the  superficial  area  of  cardiac  dulness  to  extend  from  the  second 
rib  and  lefl  Bterna]  border  t<>  the  anterior  axillary  line;  that 
the  nipple  beat  was  in  the  sixth  interspace  one  inch  outside  of  the 
nipple  line;  while  the  deep  cardiac  dulness  extended  from  Lud- 
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wig's  angle  along  the  third  rib  to  the  axillary  line  and  from  the 
second  interspace  on  the  right  of  the  sternum  to  the  fifth  rib 
in  ihc  parasternal  line.  The  area  of  the  apex  beal  was  three 
Inches  broad,  and  a  powerful  impulse  was  noted  over  the  whole 
precordial  region. 

It  was  also  noted  that  there  was  a  distinct  pulsation  in  the 
nails  and  that  the  temporal  arteries  were  tortuous.  The  pulse 
in  the  radial  was  full,  regular,  quite  receding,  and  compressible, 
and  the  artery  itself  was  hard  and  slightly  tortuous. 

By  auscultation  it  was  found  that  the  first  sound  of  the 
heart  was  replaced  by  a  short  and  moderately  loud  presystolic 
murmur,  while  the  second  sound  was  also  replaced  by  a  diastolic 
murmur  of  long  duration  and  of  a  shrill  character,  having  at  its 
commencement  a  decidedly  whistling  character.  At  the  fifth 
interspace  there  was  a  loud  first  sound  accompanied  by  a  mur- 
mur and  also  a  diastolic  murmur.  In  the  fourth  interspace 
there  was  a  booming  first  sound,  together  with  a  short  distinct 
second  sound  with  a  prolonged  diastolic  murmur.  In  the  third 
interspace  there  was  a  short,  harsh  systolic  murmur,  an  accen- 
tuated second  sound,  and  a  prolonged  diastolic  murmur.  At  the 
pulmonic  cartilage  there  was  a  loud,  harsh  systolic  murmur  with 
a  prolonged  diastolic  murmur.  At  the  aortic  cartilage  there 
was  a  harsh,  prolonged  systolic  murmur  and  a  short  diastolic 
murmur.  At  the  tricuspid  cartilage  there  was  a  booming  first 
sound,  in  addition  to  which  both  systolic  and  diastolic  murmurs 
could  be  heard.  Finally,  in  the  axilla  the  stethoscope  showed 
the  presence  of  a  loud,  harsh  murmur  leading  up  to  an  accen- 
tuated first  sound,  with  a  faint  second  sound  which  was  clear 
from  any  murmur. 

The  above  examination  was  made  by  Dr.  Joseph  Sailer,  at  that 
time  the  pathologist  to  the  hospital. 

Case  II. — The  second  case  is  that  of  Mrs.  C,  who  was  re- 
ferred to  me  by  Dr.  Horace  Williams.  The  patient  is  over  40 
years  old,  has  been  married  twenty-two  years,  and  has  had  nine 
children.  She  has  had  no  miscarriages,  and  all  her  labors  were 
normal  until  the  sixth,  which  was  instrumental.  The  seventh 
was  normal,  and  the  eighth  was  terminated  by  version,  the  child 
being  born  dead.  The  ninth — the  present — labor  was  also  ter- 
minated by  version,  with  the  same  result. 

The  patient  has  never  had  rheumatism.  Fourteen  years  ago, 
after  the  birth  of  her  fourth  child,  she  first  noticed  trouble, 
which  she  referred  to  her  heart.     She  thinks  that  it  was  caused 
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by  hard  work  during  her  pregnancy.  During  her  last  three 
pregnancies  she  has  had  increasing  trouble,  suffering  from 
dyspnea,  palpitation,  and  very  great  irritability  of  the  heart. 
During  the  latter  months  of  the  just  completed  pregnancy  there 
was  present  at  the  apex  a  murmur  which  was  systolic  in  time 
and  was  transmitted  to  the  axilla.  The  abdomen  was  decidedly 
larger  than  normal,  and  she  was  so  continuously  dyspneic  that 
she  could  not  lie  down  with  any  comfort. 

Labor  began  at  term,  and  on  examination  it  was  found  that  a 
breech  presentation,  which  had  been  corrected  a  few  days  before, 
had  recurred.  External  version  was  again  performed  with 
ease;  but  almost  immediately  it  was  discovered  that  there  was 
a  prolapse  of  the  funis.  The  patient  was  therefore  chloroformed 
and  podalic  version  was  performed.  On  the  introduction  of  the 
hand  for  the  purpose  of  turning,  the  cord  was  felt  to  be  pul- 
sating vigorously,  and  the  anterior  foot  was  grasped  without 
difficulty ;  but  as  traction  was  commenced  it  was  noticed  that  the 
pulsations  ceased.  Delivery  was  completed  as  quickly  as  pos- 
sible, but  the  child  was  dead.  The  sudden  cessation  of  funic 
pulsations  was  explained  by  a  tight  knot  that  was  found  in  the 
cord.  It  was  evident  that  the  child  had,  in  some  way,  passed 
through  a  loop  in  the  cord  and  that  in  performing  version  this 
was  pulled  taut. 

The  convalescence  was  very  slow,  any  excitement  increasing 
the  rapidity  of  the  heart  action.  The  murmur  became  so  faint 
that  its  presence  was  very  difficult  to  detect,  especially  as  the 
action  was  so  rapid  (134  to  the  minute  March  3,  1902).  The 
condition  became  more  grave,  so  that  it  was  necessary  to  confine 
the  patient  to  her  bed  and  administer  cardiac  tonics,  and  also 
to  use  local  cold,  in  order  to  control  the  heart  action.  Under 
this  treatmenl  she  has  so  far  regained  her  cardiac  equilibrium 
that  the  murmur  can  again  bo  easily  heard,  being  now  diagnosti- 
cated as  a  presystolic  mitral.  The  attacks  of  palpitation  have 
also,  to  a  considerable  extent,  ceased.  Any  exertion,  however, 
at  once  increases  both  heart  action  and  palpitation;  and  the 
tli.it  can  be  hoped  for  is  a  more  or  less  bearable  condition 
of  chronic  invalidism. 

At  my  request  Dr.  D.  L.  Edsall  kindly  examined  this  patient 

with   regard   to  her  cardiac  condition.     His  report  shows  the 

nee  of  distinct    myocardial  trouble,  as  well  as  of  the  en- 

docardial  condition  referred  to  above.     In  brief,  his  report  is 

as  follows: 
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The  area  of  cardiac  dulness  is  very  slightly  enlarged  toward 
the  left  and  upward.     There  is  a  rhythmical  irregularity  in  the 

pulse,  in  the  cardiac  impulse,  and  in  the  heart  sounds.  There 
is  also  a  soft  systolic  murmur  at  the  apex,  which  is  transmitted 
t<>  the  axilla,  without  accentuation  of  the  second  pulmonic 
sound.  The  Irregularity  in  the  cardiac  action,  mentioned  above, 
has  the  following  characteristics :  There  is  a  succession  of  two, 
three,  or  four  normal  beats,  followed  by  an  abnormally  long 
pause,  during  which  there  is  a  weak  contraction,  giving  no  pu! 
This  feeble  contraction  that  occurs  during  the  long  pause  is 
followed  by  a  contraction  stronger  than  any  of  the  preceding. 
This  cycle  is  then  repeated.  The  view  at  present  held  with 
regard  to  this  form  of  irregularity  in  the  cardiac  action  is.  as 
stated  by  Wenckebach,  that  it  is  due  essentially  to  cardiac  mus- 
cle weakness. 

In  a  paper  of  this  character  it  is  evidently  impossible  to  at- 
tempt to  cover  the  whole  subject  of  the  inter-relation  existing 
between  pregnancy  and  heart  disease,  but  there  are  a  few  points 
which  are  so  important  that  a  passing  notice,  at  least,  is  de- 
manded. I  think  that  I  am  justified  in  considering  both  of  the 
cases  to  be  examples  of  the  severe  type  of  uncompensated  cardiac 
disease.  I  believe  that  any  careful  doctor  would  be  very  anx- 
ious were  a  man  to  show  such  a  condition  of  disturbed  com- 
pensation as  both  of  these  women  presented  in  their  pregnancy. 
And  yet  both  of  them  recovered  from  their  confinement,  and, 
indeed,  passed  through  it,  under  careful  watching,  without  any 
great  difficulty.  From  the  obstetrical  standpoint  both  were  dis- 
charged as  cured,  and,  if  they  had  been  the  usual  type  of  hos- 
pital case,  would  have  promptly  disappeared.  It  has  been  ray 
good  fortune,  however,  to  have  been  able  to  follow  these  women 
more  or  less  closely,  in  the  one  case  until  the  present  time,  and 
in  the  other,  the  first  one  reported,  until  she  was  killed  by  a 
street  accident.  It  is  thus  forcibly  impressed  upon  me  that 
though,  as  I  have  said,  they  were  cured  in  the  sense  of  having 
recovered  from  the  childbed,  they  wen-  both  doomed  to  a  life 
of  chronic  invalidism. 

This  question — namely,  the  prognosis  for  the  case  after  it  has 
passed  out  of  the  hands  of  the  obstetrician — is  to  my  mind  the 
most  important  one  demanding  our  consideration.  Ami.  more- 
over, the  outlook  for  these  cases  has  been,  eveu  by  men  who  have 
written  upon  this  subject,  but  too  little  dwelt  upon.  Thus,  in  ■ 
the  series  of  statistics  to  be  reported  below,  it  will  be  found  that 
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in  most  there  is  no  mention  made  as  to  whether  the  strain  .of 
pregnancy  and  labor  had  any  bearing  upon  the  subsequent  life 
of  the  patient.  In  other  words,  it  is  the  man  engaged  in  general 
medicine  who  is  best  fitted  to  speak  of  the  after-results  of  preg- 
nancy in  relation  to  its  effect  on  the  heart.  And  statistics  simply 
reporting  a  series  of  cases  of  more  or  less  severe  cardiac  mani- 
festations during  pregnancy,  labor,  or  the  puerperium  do  not 
mean  that  the  subject  can  be  considered  closed,  by  any  deduc- 
tions which  may  be  drawn  from  them.  Even  in  the  severe 
types  of  loss  of  compensation  it  is  rare  at  the  present  day  to  meet 
with  a  fatality  during  this  period,  but  the  question  of  the  after- 
course  of  the  case  presents  a  problem  of  much  graver  import. 
Jess  dwells  upon  the  importance  of  this  view  and  adduces  a 
number  of  cases  in  its  support ;  and  Schlayer  also  calls  attention 
to  the  rapid  cardiac  degeneration  seen  in  some  cases  in  later 
life,  who  during  their  pregnancy  did  not  show  any  manifesta- 
tions of  increasing  trouble.  Feis,  in  speaking  of  the  slight  in- 
fluence exerted  by  pregnancy  and  labor  upon  compensating  cases 
of  cardiac  trouble,  warns  against  the  false  impression  which  may 
result,  and  believes  that  if  such  cases  be  followed  in  after-life 
a  considerable  number  will  show  resulting  cardiac  weakness. 
With  this  fact  in  mind  he  particularly  urges  that  a  repetition 
of  pregnancy  is,  even  in  these  well-compensating  cases,  to  be 
warned  against. 

Another  question,  of  theoretical  rather  than  practical  impor- 
tance, is  whether  marriage  should  be  permitted  in  the  presence 
of  heart  lesions.  The  practice  of  any  individual  obstetrician, 
no  mailer  how  large,  is  not  a  sufficient  basis  for  any  very  definite 
conclusions  in  this  regard,  since  the  occurrence  of  pregnancy  in 
conjunction  with  heart  lesions  is  fortunately  not  frequent 
enough  to  enable  any  one  man  to  dogmatize  on  the  basis  of  his  in- 
dividual experience.  We  are  thus  forced  to  form  our  opinion 
from  a  study  of  statistics  as  presented  in  literature;  and,  as  is 
usual,  we  find  some  conflicting  testimony.  Thus,  Schlayer  un- 
conditionaUy  advised  againsl  marriage,  as  did  also  Berry  Hart; 
w  bile  others,  as  Wright,  Eandfield-Jones,  and  Vinay,  believe  that 
if  compensation  lias  never  been  broken,  and  if  the  social  condi- 
tion of  the  patient  is  such  that  she  can  have  good  attention 
during  her  pregnancy,  it  may  be  permitted.  With  the  opinion 
of  these  Lasl  mentioned  observers  Peis  likewise  agrees,  especially 
emphasizing  the  importance  of  the  social  condition  as  a  factor 
in  the  prognosis,     -less  and  Leyden  .ire  inclined  to  permit  it  if 
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compensation  is  good  ami  it'  the  circumstances  of  tlic  patienl  are 
such  thai  she  can  have  careful  attention  during  her  pregnancy; 
but  they  particularly  urge  against  repeated  pregnancies. 
This  Bomewhal  conflicting  testimony  is  easily  explained  if  the 

reported  mortality  of  different  series  of  cases  is  considered. 
Thus  Jewett.  in  his  "Obstetrics,"  places  it  at  13  per  cent,  while 
Wessner  reports  ;i  scries  collected  from  the  literature  with  a 
mortality  of  37  per  cent.  Schlayer  states  that  he  has  found  it 
to  be  48  per  cent;  Lublinsky,  50  per  cent;  Leyden,  55  per  cent; 
and  Macdonald.  GO  per  cent.  Berry  Hart  saw  seven  fatalities  in 
a  scries  of  18  cases. 

On  the  other  hand,  Osier  thinks  that  statistics  as  given  are 
likely  to  cause  undue  anxiety  in  the  prognosis;  and  Wright,  in 
commenting  upon  Jewett 's  statistics  and  those  given  in  the 
"American  Text  Book  of  Obstetrics,"  judges  that  they  must 
have  been  compiled  from  a  very  severe  series  of  cases — i.e.,  from 
a  series  of  cases  of  women  in  whom  compensation  was  greatly 
interfered  with.  Moreover,  Muller  believes  that  cardiac  condi- 
tions do  not  badly  influence  childbearing;  and  this  statement 
is  upheld  by  a  series  of  4,000  cases  reported  by  Wessner  from 
the  Berlin  Frauenklinik,  in  which  there  was  but  one  fatality 
due  to  cardiac  conditions.  This  fatality  was  probably  due,  in 
great  part,  to  a  coexistent  pneumonia.  In  this  series  there  were 
24  other  cases  noted  that  presented  diseased  conditions  of  the 
heart:  ikmic  of  them  ended  fatally.  Still  further  evidence  con- 
firmative of  this  view  is  furnished  by  Schneider,  who  is  able  to 
report  2,000  cases  in  the  Marburg  Frauenklinik,  among  which 
there  were  14  cases  showing  pathological  conditions  of  the  heart 
valves,  with  only  one  fatality  as  a  result, 

A  factor  to  be  considered  in  attempting  to  reconcile  these 
statistics  is  the  different  significance  of  the  various  murmurs. 
Thus,  as  would  be  expected,  mitral  stenosis  is  to  be  placed  at  the 
head  of  the  list,  as  being  the  most  serious  form  of  cardiac  com- 
plication; while  aortic  stenosis,  aortic  incompetency,  and  mitral 
regurgitation  follow  in  the  order  given.  We  may  attempt  to 
summarize,  on  the  basis  of  the  above  statistics,  as  follows:  Re- 
garding the  advisability  of  marriage  for  a  woman  that  is  the  sub- 
ject of  some  cardiac  lesion,  it  should  be  stated  that,  no  matter 
what  the  lesion,  there  is  always  some  danger  to  be  apprehended, 
even  in  those  cases  in  which  compensation  is  and  always  has  been 

perfect;    but    that,    <>n    the   other    hand,    since    many    CBSes    under 
good  care,  or  even  without  it,  are  able  to  bear  several  children 
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successfully,  a  conservative  opinion,  while  not  advocating  mar- 
riage, will  nevertheless  be  compelled  to  admit  that,  except  in 
one  form  of  valvular  disease — viz.,  mitral  stenosis — it  is  per- 
missible. On  the  other  hand,  these  same  statistics  teach  us  that 
if  the  case  presents  the  lesion  of  mitral  stenosis,  or  if,  presenting 
any  other  lesion,  there  is,  at  the  time  of  the  examination,  a 
lack  of  compensation  or  a  history  of  one  or  more  failures  in  such 
compensation  in  the  past,  marriage  should  be  strongly  discoun- 
tenanced. It  should  always  be  stated  that  frequent  pregnancies 
are  a  decided  strain  on  a  diseased  heart,  no  matter  what  its  grade 
of  degeneration  or  local  lesion,  and  should,  therefore,  be  avoided. 
In  making  a  prognosis  in  these  cases  it  is  well  to  remember  the 
statement  of  Von  Guerard.  founded  on  the  work  of  Martin's  clinic. 
This  observer  reports  that  heart  lesions  formed  the  most  unlucky 
complication  of  pregnancy,  as  seen  in  that  service ;  and  he  even 
states  that  the  maternal  results  were  worse  than  those  seen  in 
cases  of  eclampsia  or  placenta  previa.  It  is  also  to  be  remem- 
bered that,  in  making  a  prognosis,  it  is  essential  to  consider  not 
only  the  question  as  to  the  chances  that  a  woman  may  have  to  re- 
cover from  the  immediate  effects  of  her  pregnancy,  but  also  the 
results  of  the  strain  of  parturition  upon  her  future  life. 

With  regard  to  the  treatment  of  heart  disease  when  it  occurs 
in  a  pregnant  woman,  there  is  but  one  important  point  to  be  con- 
sidered, namely,  whether  the  termination  of  the  gestation  should 
be  considered  as  a  legitimate  method  of  treatment.  Aside  from 
this  the  conduct  of  the  case  is  essentially  that  of  heart  disease 
complicated  by  the  necessity  for  hard  work. 

Since  1827,  when  Da  Costa,  as  the  result  of  the  great  benefit 
which  he  witnessed  in  a  case  of  his  own  following  a  spontaneous 
abortion,  became  an  advocate  of  the  treatment  of  these  cases  by 
interference,  there  have  always  been  a  considerable  number  of 
physicians  who  have  urged  that  the  indication  thus  given  by  Na- 
ture should  bo  followed  in  handling  this  complication,  whenever 
the  condition  of  the  patient  should  seem  to  demand  it.  On  the 
other  hand,  it  has  been  urged  by  (lusserow  and  others  that  if 
Nature  does  not  see  fit  to  relieve  the  patient  by  such  termination, 
artificial  interference  should  not  be  invoked,  since  if  it  had  been 
indicated  Nature  herself  would  have  brought  it  about  with  better 
results  than  could  be  hoped  for  from  artificial  means.  In  addi- 
tion we  may  note  the  opinions  of  Klein wachter,  Phillips,  and 
IWacdonald,  who  do  not  consider  that  an  abortion  can  ever  do 
good,  and  who  therefore  discourage  its  use;  and  the  diametrically 
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opposite  belief  of  Lusk,  who  would  advise  an  abortion  in  every 
case  of  mitral  stenosis,  and  of  Von  Guerard,  who  would  per- 
form it  in  any  severe  case  of  failing  compensation. 

The  opinions  just  given  represent  the  extreme  forms  of  belief 
on  this  question  and  are  diametrically  opposed.  In  my  opinion 
neither  are  safe  guides  in  this  matter,  as  allegiance  to  the  teach- 
ing of  Macdonald  would,  I  feel  sure,  sacrifice  the  maternal  life 
needlessly,  while  those  who  acted  upon  Von  Guerard 's  precept 
would,  without  fail,  be  responsible  for  uncalled-for  interference 
with  gestation.  Probably  the  safest  position  to  be  held  by  the 
obstetrician  may  be  stated  as  follows:  If  a  case  presents  symp- 
toms of  so  grave  a  character  before  the  third  month  is  ended 
that  life  is  threatened,  and  if  these  symptoms  have,  in  spite  of  all 
medicinal  measures,  steadily  grown  worse,  the  question  of  the 
performance  of  an  abortion  may  be  considered ;  but — and  this  is 
very  important — it  is  always  to  be  remembered  that  the  termina- 
tion of  pregnancy  cannot  be  expected  to  accomplish  a  great  deal 
at  this  time,  as  the  uterus  is  so  small  that  there  can  be  no  me- 
chanical difficulty  produced  by  the  pregnancy,  and  that  the  only 
relief  which  its  termination  can  accomplish  will  be  the  relief 
from  the  slight  increased  heart  work.1  This  is,  in  essentials,  the 
opinion  of  such  men  as  Wright,  Sears,  Leyden,  Schlayer,  Schro- 
der, and  Feis,  and  seems  to  me  to  be  in  addition  that  which  com- 
mon-sense would  advocate. 

We  now  come  to  the  consideration  of  the  question  as  to  whether 
the  induction  of  premature  labor  will  be  of  value  to  meet  the  dis- 
turbances of  compensation  met  with  in  the  latter  part  of  gesta- 
tion. This  problem,  more  important  than  the  preceding  one, 
since,  as  a  rule,  the  severe  symptoms  of  failing  compensation  do 
not  make  their  appearance  until  the  latter  half  of  pregnam-y, 
has  also  had  its  enthusiastic  advocates  and  bitter  opponents.  As 
nearly  as  it  is  possible  to  determine  their  position,  it  may  be 
stated  that  Lohlein,  Roesgar,  Schneider,  Leyden,  and  Sears  are  in 
favor  of  its  production  in  severe  cases,  while  Kleinwachter,  Mac- 

1  While  the  opinion  of  Breisky,  that  innervation  disturbances  conse- 
quent to  pregnancy  explain  these  early  cases  of  compensatory  failure, 
has  been  scouted  by  writers  as  only  giving  a  new  name  to  the  probl'in, 
it  nevertheless  probably  expresses  in  an  imperfect  way  what  the  future 
will  more  fully  explain.  By  exclusion  it  would  seem  as  though  there 
were  no  other  reason  assignable  for  the  sometimes  noted  early  cardiac 
breakdown,  since,  as  has  been  stated,  there  can  be  no  question  of 
either  pressure  difficulties  from  uterine  growth  or  any  appreciable 
increase  of  cardiac  strain  to  explain  the  loss  of  compensation. 
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donald,  Wright,  Von  Guerard,  Feis,  and  Schlayer  must  be  con- 
sidered as  opposed.  The  last-mentioned  authority,  indeed, 
places  it  in  the  same  category  as  a  postmortem  Cesarean  section. 
Zweifel  holds  what  may  be  called  an  intermediate  position,  in 
that  while  he  questions  whether  much  good  results  from  it,  he 
nevertheless  will  not  advise  against  it. 

As  explaining,  at  least  in  part,  the  lack  of  agreement  in  the 
opinions  offered  above,  it  is  to  be  remembered  that  the  opponents 
of  interference  were  necessarily  influenced  by  the  part  played 
by  sepsis  in  the  production  of  the  bad  results  which  they  note; 
and,  moreover,  it  is  undoubtedly  true  that,  as  the  advocates  of  the 
method  insist,  the  induction  of  premature  labor  is  not  to  be  con- 
sidered as  indicated  after  the  patient  has  passed  into  extremis, 
since,  as  they  emphasize,  the  danger  of  a  fatal  issue  is  by  no 
means  past  when  the  child  has  been  delivered. 

Probably,  in  the  light  of  the  more  recent  statistics,  the  earlier 
mortality  was  to  a  certain  extent  due  to  the  delay  in  resorting  to 
the  emptying  of  the  uterus  until  the  proper  time  for  such  a  pro- 
cedure had  long  passed.  Finally,  the  belief,  which  was  very 
prevalent,  that  an  induced  labor  was  much  harder  upon  the  wo- 
man than  the  spontaneously  instituted  process  undoubtedly 
played  a  part  in  producing  the  disfavor  in  which  interference 
was  held.  It  is,  of  course,  hardly  necessary  to  note  that  at  the 
present  time  there  need  be  no  hesitancy  in  the  induction  of  pre- 
mature labor,  if  the  child  is  not  to  be  considered,  since  improved 
methods  of  technique  have  rendered  this  procedure  as  safe  for 
the  woman  as  any  other  surgical  operation.  It  is  also,  however, 
to  be  carefully  noted  that  experience  teaches  the  futility  of  this 
procedure  except  in  properly  selected  cases.  In  other  words,  the 
mere  fact  of  a  loss  of  compensation  in  the  latter  months  of  preg- 
nancy does  not  indicate  the  induction  of  premature  labor,  since 
do  advantage  can  be  hoped  From  its  employment,  unless  there  be 
reason  for  supposing  that  the  cardiac  difficulty  is  caused  by  the 
mechanical  pressure  of  the  uterus  upon  the  heart  and  lungs. 
This  was  the  dictum  insisted  upon  by  Macdonald  and  is  as  true 
to-day  as  when  he  \\  rote  it. 

One  of  the  essentials  to  the  understanding  of  the  effect  pro- 
duced  upon  the  diseased  hearl  by  pregnancy  is  to  realize  that  the 
tion  itself  exerts  no  specific  influence,  but  that  the  heart  acts 
as  i1  would  under  Hie  influence  of  ;niy  severe  strain  of  a  continued 
character.  The  other  important  point  is  to  understand  the  re- 
sult of  this  -train  of  childbearing  upon  the  healthy  heart.   That 
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there  is  a  disiin.'t  effect  produced  upon  the  normal  heart  in  p 
nancy  is  shown,  as  stated  by  Maodonald,  by  the  development  of 
accidental  murmurs,  as  first  noted  by  Lohlein;  by  the  slowing  of 
the  pulse  after  delivery,  to  which  sign  attention  was  firsl  called 

by  Blot  in  1862;  and  by  the,  at  times,  noted  cardiac  muscle  de- 
generation occurring  in  non-septic  cases,  as  well  as  by  the  know- 
Ledge  of  the  increased  mass  of  blood  present  at  this  time  as  a 
physiological  condition. 

For  many  years  it  was  held  thai  there  was  a  decided  hyper- 
trophy of  the  normal  heart  in  pregnancy;  and  while  a  number 
of  investigators,  among  whom  may  be  mentioned  Fritsch,  Loh- 
lein. and  Wessner,  have  denied  this  hypothesis,  first  advocated  by 
Larcher1  in  1825,  there  seems  to  be.  as  stated  by  Macdonald  and 
Peacock,  no  other  supposition  tenable  to  which  the  increased 
power  of  the  heart  can  be  ascribed,  unless  it  be  that,  according  to 
Schlayer,  there  is  a  reserve  force  residenl  in  the  heart  which  en- 
ables it  to  meet  the  demands  of  this  period.  The  decision  of  this 
question  is  an  impossibility  from  clinical  study,  as  the  hyper- 
trophy is  probably  only  resident  in  the  left  ventricle  to  any  ap- 
preciable extent,  and  even  here  is  too  small  in  amount  to  permit 
of  its  detection  by  any  known  clinical  method.  But  at  all  events 
it  can  be  stated  positively  that  there  is  either  an  hypertrophy  of 
the  normal  heart  or  else  a  reserve  force  resident  in  it,  since  in  no 
other  way  can  the  phenomena  of  ordinary  pregnancy  and  labor 
be  explained.  The  balance  between  this  hypertrophy  or  reserve 
force  and  the  work  demanded  is,  in  the  normal  case,  so  beauti- 
fully maintained  that  no  trouble  arises;  but  when  we  study  the 
heart  weakened  by  muscular  disease  we  find  that  such  is  not  the 
ease,  but  that,  as  in  any  case  of  prolonged  exertion,  there  is  a 
period  of  hypertrophy  and  then  the  stage  of  dilatation  is  reached. 
This  dilatation,  together  with  the  fresh  inflammatory  lesions 
which  may  be  engrafted  on  the  diseased  valves,  explains  the  fact 
that  the  mere  delivery  often  does  not  relieve  from  danger,  and 
also  explains  in  large  measure  the  ill  results  which  follow  in  a 
considerable  number  of  heart  cases. 

The  proper  treatment  of  these  cases  during  labor  consists  in  the 

'Larcher's  investigations  were  conducted  upon  cases  which,  as  a  rule, 
had  died  of  puerperal  fever,  which  explains  the  fact  that  he  reports 
an  hypertrophy  of  the  left  ventricle  of  from  one-fourth  to  one-third 
above  its  normal  size.  Lohlein,  on  the  other  hand,  based  his  investi- 
gations only  upon  cases  which  had  perished  from  uterine  rupture. 
The  latter  observer  did  not  believe  that  there  was  any  hypertrophy 
produced  by  pregnancy. 


56  NICHOLSON  :    HEART   LESION    IN   PREGNANCY. 

termination  of  the  process  as  soon  as  possible  by  the  application 
of  the  forceps  as  soon  as  dilatation  permits,  the  use  of  chloro- 
form, the  avoidance  of  ergot,  at  least  in  the  presence  of  an  em- 
barrassed venous  circulation,  and  by  the  application  of  the  sand 
pillow  or  a  binder,  tightened  as  the  child  is  born,  in  order  to  pre- 
vent undue  congestion  of  the  abdominal  vessels.  Aside  from 
these  points,  which  should  be  considered  as  routine,  there  may 
arise  indications  for  the  use  of  oxygen  and  venesection  in  the 
more  severe  cases.  The  use  of  chloroform  has  been  proved  to  be 
of  the  utmost  advantage,  and,  if  given  only  to  the  degree  of 
analgesia,  it  is  without  danger  even  in  those  of  the  severer  type. 

There  is  one  point  which  I  feel  should  be  insisted  upon  more 
vigorously  than  is  usual  in  the  after-treatment  of  these  cases,  and 
that  is  the  importance  of  a  prolongation  of  the  period  of  rest 
much  beyond  that  which  would  be  considered  sufficient  for  the 
case  had  it  presented  no  cardiac  complications.  Not  only  is  such 
prolonged  rest  essential  to  enable  the  heart  to  recover  as  nearly 
as  possible  the  degree  of  compensation  previously  possessed,  but 
also  because  of  the  probable  slowness  of  involution  due  to  the  in- 
terference with  the  venous  circulation.  It  should  also  be  remem- 
bered as  an  additional  reason  for  care  at  this  time  that  the  ma- 
jority of  fatalities  from  cardiac  disease  occur,  not,  as  might  be 
expected,  during  pregnancy  or  labor,  but  considerably  later. 
The  idea,  therefore,  that  when  a  labor  has  been  successfully  com- 
pleted  the  attendant  may  consider  the  worst  danger  as  past  is 
absolutely  unfounded. 

Finally,  it  is  we]]  to  remember,  in  the  management  of  the  puer- 
perium,  that  any  case  whose  condition  after  labor  is  at  all  serious 
had  better  be  prevented  from  the  giving  of  her  breast  to  her  in- 
fant. 

1433  Walnut  street. 
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TREATMENT    OF   GONORRHEA    IN    THE    FEMALE. 


WILLIAM    B.    SMALL,    M.D., 
Philadelphia.   Pa. 


In  the  treatment  of  gonorrhea  many  views  are  held  as  to  the 
different  parts  most  frequently  affected,  but  the  most  logical 
seems  to  be  the  following:  (1)  urethra,  (2)  cervix,  (3)  vagina, 
(4)  vulva,  i  5)  rectum,  (6)  inguinal  glands. 

Urethritis. — Acute  specific  urethritis  in  the  female  is  not 
usually  treated  as  a  distinct  affection.  The  symptoms  for  which 
the  patient  presents  herself — namely,  frequent,  painful,  and 
burning  urination — are  so  often  attributed  to  "cold  in  the  blad- 
der" that,  unless  an  examination  of  the  discharge  is  made,  the 
condition  is  often  overlooked.  If  seen  in  the  first  forty-eight 
hours,  when  a  microscopic  examination  shows  an  abundance  of 
epithelial  cells  and  few  pus  cells,  which  are  not  well  defined  in 
character,  no  cocci  in  the  field,  the  gonococcus  few  in  number  and 
when  seen  are  confined  almost  exclusively  to  the  epithelial  cells, 
the  abortive  form  of  treatment  may  be  tried  with  very  good  re- 
sults :  argyrol  (twenty  per  cent  solution)  used  as  an  injection 
daily  by  the  physician  in  charge  and  allowed  to  remain  in  the 
urethra  for  at  least  five  minutes.  At  the  same  time  the  patient 
should  use  argyrol  (five  per  cent  solution)  as  an  injection  three 
times  daily  after  urination.  This  line  of  treatment,  if  success- 
ful, will  at  the  end  of  from  five  to  seven  days  show  no  change  in 
the  appearance  of  the  discharge,  but  on  microscopic  examination 
will  be  found  an  entire  absence  of  the  gonococcus,  very  few  pus 
cells,  numerous  cocci  and  epithelial  cells.  Following  this  a 
mildly  astringent  injection  of  zinc  and  alum,  of  each  three  grains 
to  the  ounce,  will  dry  up  the  discharge. 

In  eases  seen  after  the  first  forty-eight  hours,  when  the 
discharge  is  purulent  in  character  and.  on  microscopic  examina- 
tion, consists  almost  entirely  of  pus  cells  in  which  numerous 
gonococci  are  found,  few  epithelial  cells,  and  an  absence  of  any 

'Read  before  the  Section  on  Gynecology,  College  of  Physicians  of 
Philadelphia,  November  20.  1902. 
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other  cocci,  the  use  of  a  very  strong  injection  will  not  materially 
diminish  the  discharge  or  number  of  infective  organisms.  A  five 
per  cent  solution  of  argyrol,  used  as  an  injection  four  times 
daily,  in  conjunction  with  internal  administration  of  a  capsule 
containing  oleum  santali  and  balsam  of  copaiba,  of  each  five 
minims,  with  one  of  the  vegetable  digestants,  such  as  caroid  or 
papoid,  is  used.  While  following  this  line  of  treatment,  careful 
note  should  be  made  of  the  urine,  in  relation  especially  to  its  fre- 
quency, for  a  condition  resembling  markedly  the  well-known 
posterior  urethritis  of  the  male  is  likely  to  develop.  In  the 
female  the  urethro-cystitis  includes  more  of  the  bladder  surface, 
as  a  cystoscopic  examination  shows,  than  its  prototype  in  the 
opposite  sex.  This  condition  is  diagnosed  by  the  increased  fre- 
quency of  urination  associated  with  a  previous  urethral  discharge 
and  in  severe  cases  by  terminal  hematuria.  A  good  treatment  in 
this  stage  is  argyrol  (twenty  per  cent  solution),  applied  directly 
to  the  bladder  wall,  while  capsules  of  copaiba  and  sandalwood  are 
administered  internally.  This  line  of  treatment  is  followed  until 
the  symptoms  and  the  urine  show  the  inflammation  to  be  con- 
fined entirely  to  the  urethra.  "When  the  examination  of  the 
discharge  shows  pus  cells,  small  in  size,  few  if  any  epithelial 
cells,  and  the  gonococcus,  when  found,  of  a  not  well-nourished 
variety,  then  a  slightly  astringent  injection  of  zinc  sulphate  and 
pulverized  alum,  of  each  fifteen  grains,  hydrastis  one  fluid  ounce, 
distilled  water  four  fluid  ounces;  or  zinc  sulphate  and  pulver- 
ized alum,  of  each  fifteen  grains,  carbolic  acid  four  drops,  dis- 
tilled water  four  fluid  ounces,  will  help  to  dry  up  the  discharge. 
After  using  this  injection  for  two  or  three  weeks  the  discharge 
will  be  seen  to  consist  of  pus  cells,  not  well  defined  in  character, 
and  a  few  epithelial  cells;  the  gonococcus  is  seldom  seen,  and 
when  apparent  its  well-known  distinctive  features  are  almost 
obliterated.  A  more  astringent  injection  may  now  be  used  to  ad- 
vantage, such  as  zinc  acetate  and  tannic  acid,  of  each  twenty 
grains,  distilled  water  four  fluid  ounces,  which  will,  in  most 
be  followed  by  an  entire  cessation  of  the  discharge.  If, 
after  examination  of  the  urine,  "clap  shreds"  persist,  the  pas- 
•  i  a  Bound,  with  Blight  massage  of  the  urethra  per  vaginam 
— to  iron  out,  so  to  speak,  all  the  mucous  membrane — should 
ede  the  injection.  AVlum  all  tho  Tri}>p<  rfdfh  )i  are  absent 
from  tin-  urine  after  a  discontinuance  of  treatment  for  one  week, 
and  the  patienl  has  been  allowed  to  use  her  own  inclinations  as 
to  stimulants,  and  ;i  menstrual  period  has  passed  with  no  return 
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of  the  discharge,  the  condition  may  be  considered  cured     A 
discharge  continuing  for  eight  weeks  or  more  musl  be  da 
ts  chronic.     This  is  the  most  common  form  of  specific  urethritis 
seen  in  the  female. 

Chronic  urethritis  iu  the  female  may  he  divided  into  three 
classes,  from  the  standpoint  of  treatment  anterior,  middle,  and 
posterior;  the  anterior  embracing  the  "urethritis  of  Guerin," 
namely,  gonorrheal  infection  of  the  follicles,  especially  those 
referred  to  as  Skene's,  and  four  or  five  other  follicles  found  in 
the  vestibule.  Pure  ichthyol,  injected  with  a  hypodermatic 
syringe  having  a  blunt  point,  will  quite  frequently  destroy  the 
infection,  obviate  the  tendency  to  abscess  formation,  and  in 
most  cases  give  permanent  relief.  If  the  above  treatment  is  not 
successful,  pure  nitric  acid  or  a  Paquelin  cautery,  carefully 
applied,  will  entirely  destroy  the  follicle.  Middle  urethritis — 
that  portion  posterior  to  Skene's  follicle  and  extending  to  the 
sphincter — is  the  seat  of  chronic  granular  urethritis.  The  pas- 
of  a  full-sized  sound,  with  massage  per  vaginam,  followed 
by  irrigation  with  argyrol,  beginning  with  a  solution  of  1:400 
and  increasing  in  strength  to  1 :100 ;  or  ichthargen,  1 :2000 ;  or 
silver  nitrate,  1 :4000,  increasing  in  strength  to  1 :1000,  will 
hasten  a  cure.  The  above  treatment,  continued  two  or  three 
times  weekly  for  from  two  to  four  weeks,  followed  by  the  use 
of  a  corrugated  sound  with  Finger's  ointment — potassium  iodide, 
a  drachm  and  a  half:  iodine,  pure,  fifteen  grains;  olive  oil,  a 
drachm  and  a  half;  lanolin,  three  ounces — inserted  into  the 
urethra  and  allowed  to  remain  five  to  ten  minutes,  almost  always 
results  in  a  cure. 

Chronic  posterior  urethritis  is  a  form  of  vesico-urethral  fissure 
characterized  by  frequency  of  urination,  and  is  marked  by  pain, 
with  tenesmus  at  the  close  of  urination.  Kelly's  or  Skene's 
endoscope,  or  a  similarly  constructed  instrument,  gives  the  best 
view  of  the  condition.  The  infected  areas  may  be  hidden  in 
the  folds  of  mucous  membrane,  and  unless  these  are  opened  out 
they  may  escape  detection.  The  treatment  consists  of  dilatation 
of  the  sphincter  by  the  uterine  dilator  and  the  administration  of 
urotropin,  five  grains  every  four  hours,  to  make  the  urine  as 
bland  as  possible.  In  severe  cases  the  establishing  of  a  vesico- 
vaginal fistula  may  be  necessary,  in  order  to  give  as  complete 
rest  as  possible  to  the  sphincter. 

Cervical  Gonorrhea. — The  diagnosis  of  this  form  of  specific 
discharge  can  only  be  made  by  the  microscope.     When  a  patient 
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is  examined  and  urethritis,  virulent  in  character,  is  present,  an 
examination  of  the  cervical  discharge  is  obligatory.  No  symp- 
toms usually  manifest  themselves  at  the  beginning.  After  the 
condition  has  been  determined  the  application  of  a  twenty  per 
cent  solution  of  argyrol  should  be  made  to  the  cervical  canal.  The 
most  useful  syringe  for  the  purpose  resembles  the  deep  urethral 
syringe  of  the  male,  but  having  no  curve.  The  syringe  should 
be  inserted  to  the  internal  os  and  the  liquid  injected  very  slowly 
while  it  is  withdrawn ;  from  five  to  ten  minutes  should  be  con- 
sumed in  the  application.  The  above  treatment  should  be  made 
every  day,  when  possible,  until  the  pus  cells  do  not  show  any 
gonococci  and  the  epithelial  cells  begin  to  predominate  in  the  dis- 
charge. Ichthyol  and  glycerin,  twenty  per  cent  solution,  should 
then  be  used,  taking  five  to  ten  minutes  in  making  the  applica- 
tion, always  following  the  rule  to  inject  only  upon  withdrawal 
of  the  syringe,  and  to  take  great  care  not  to  make  a  forcible 
injection.  After  the  discharge  is  free  from  the  possibility  of 
infection,  treatment  should  be  stopped  and  an  examination  made 
at  the  close  of  the  next  menstruation.  If,  after  repeated  trials, 
no  gonococci  are  found,  the  case  may  be  considered  cured. 
If  a  return  is  apparent  a  solution  of  silver  nitrate,  five  to  ten 
per  cent,  should  be  used.  Ichthargen  in  some  cases  seems  to  act 
well.  If,  after  trial  of  the  above  remedies,  the  virulence  of  the 
infection  still  persists,  pure  carbolic  acid  and  curetting  must  be 
resorted  to.  When  the  gonorrheal  infection  has  extended  to  the 
body  of  the  uterus,  the  sooner  a  thorough  curettement  is  insti- 
tuted the  better,  especially  in  those  cases  where  malposition  of 
the  uterus  precludes  the  possibility  of  free  drainage.  Follow- 
in  l:  the  curettage,  the  entire  uterine  cavity  should  be  swabbed 
out  willi  argyrol,  twenty  per  cent  solution,  in  order,  as  far  as 
possible,  to  reach  any  points  of  infection  not  removed  by  the 
operation  and  to  kill  any  of  the  organisms  which  are  situated 
deeper  in  the  tissues.  The  after-treatment  consists  in  the  fre- 
quent application  of  argyrol  in  different  strengths,  depending 
upon  the  condition  of  the  case,  preferably  by  inserting  gauze 
saturated  with  the  application.  Other  solutions  containing 
ichthyol  and  protargol,  as  well  as  absolute  alcohol,  act  well  in 
some  cases,  Formalin  is  advised  by  Menge  in  chronic  cases,  and 
is  often  followed  by  marked  improvement,  as  is  shown  by  Clark, 
hi  chronic  gonorrheal  endometritis  when  the  uterus  is  some- 
what enlarged,  aoft,  tender,  and  metrorrhagia  is  present,  the 
interna]   administration   of  a   pill  containing  ergotin,  quinine. 
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and  strychnia,  or  electricity  to  the  fondue  of  the  uterus,  often 
expedites  a  cure. 

Specific  Vaginitis. — Specific  vaginitis  is  a  much-disputed  dis- 
ease, many  doubting  its  existence  and  an  equal  number  being  sure 
of  its  presence.  Numerous  experiments  have  l>een  made  with  the 
diplococcus  of  Neisser  in  the  vagina.  If  placed  in  a  perfectly 
healthy  vagina  of  a  married  woman  infection  seldom  occurs. 
In  the  infant  subject  to  infection  by  dirty  towels,  or  those  in- 
fected by  rubbing  the  gonorrheal  penis  over  the  genitalia  of  a 
female  child — a  bestial  habit  resorted  to  by  acertain  superstitious 
class,  in  the  belief  of  curing  the  condition — vaginitis  in  its  most 
virulent  form  occurs.  In  full-developed  women  the  suscepti- 
bility to  inoculation  is  slight,  but  there  is  a  certain  class  of  fe- 
males in  whom  a  chronic  discharge  is  present  from  the  begin- 
ning of  menstruation,  quite  frequently  accompanying  some  form 
of  poor  development  of  the  reproductive  organs — most  com- 
monly congenital  split  of  the  cervix  with  marked  ectropium, 
thus  keeping  the  vagina  bathed  in  a  constant  discharge.  The 
vitality  of  the  mucous  membrane  being  much  reduced,  gonorrhea 
is  sometimes  seen.  Vaginitis  in  the  infant  is  especially  difficult 
to  treat,  particularly  when  the  vaginal  opening  is  very  minute. 
Careful  dilatation  is  necessary,  for  unless  free  drainage  is 
present  any  hope  of  cure  is  out  of  the  question.  The  special  sus- 
ceptibility of  the  almost  embryonic  mucous  membrane  and  its 
poor  recuperative  power  make  it  quite  prone  to  a  chronic  condi- 
tion. Weak  solutions  of  boric  acid,  followed  by  argyrol,  five  per 
cent  solution,  and  keeping  the  urine  as  non-irritating  as  possible, 
should  be  instituted  in  the  acute  stages.  This  treatment,  if  fol- 
lowed carefully  for  two  to  four  weeks,  will  reduce  the  amount 
and  purulent  character  of  the  discharge;  then  a  mildly  astrin- 
gent irrigation  of  zinc  and  alum  will  diminish  the  discharge  so 
that  it  is  almost  imperceptible,  but  if  discontinued  for  a  few  days 
it  will  be  followed  by  a  prompt  return.  Small  suppositories  of 
ichthyol.  inserted  after  touching  up  all  ulcerated  points  with 
silver  nitrate,  one  to  two  per  cent,  depending  on  their  size, 
usually  heal  the  infected  areas.  Gonorrhea  of  the  vagina  in 
older  persons  will  permit  of  frequent  douching  with  potassium 
permanganate,  1 :2000,  followed  by  argyrol,  1 :100  solution,  until 
the  acute  stage  has  somewhat  subsided.  The  careful  exposure  of 
the  vatiina  with  an  especially  constructed  wire  speculum  should  be 
followed  by  swabbing  the  entire  surface  with  argyrol,  twenty  per 
cent  solution,  and  placing  a  small  tampon  containing  a  ten  per 
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cent  solution  of  argyrol  against  the  cervix,  with  a  larger  tampon 
below  to  keep  the  vaginal  Avails  apart.  This  should  not  be  re- 
tained longer  than  six  hours,  followed  by  a  cleansing  douche  of 
at  least  three  gallons  of  hot  water,  then  another  quart  of  argyrol, 
1 :200.  If  the  vagina  becomes  ulcerated,  especially  in  the  pos- 
terior vaginal  vault — a  condition  fostered  by  an  irritating  dis- 
charge from  the  cervix — strong  solutions  of  argentic  nitrate,  pure 
ichthyol,  and  the  removal  of  the  accentuating  feature  will  al- 
most always  give  permanent  relief. 

Gonorrheal  Vulvitis. — This  form  of  specific  infection,  com- 
monly known  as  vulvitis,  reaches  its  most  pronounced  types  in 
the  young.  The  different  modes  of  infection  and  the  age  of  the 
patient  have  a  marked  influence  on  the  method  of  treatment  to 
be  instituted.  In  the  infant,  when  the  infection  is  due  to  dirty 
towels  or  direct  infection,  as  in  the  vaginal  cases  from  a  degen- 
erate idea  of  the  curative  property  in  an  innocent  infant,  boric 
acid  solution  and  liquor  plumbi  subacetatis  diluted,  equal  parts, 
should  be  frequently  used  to  cleanse  the  parts.  A  few  layers  of 
gauze  saturated  with  the  above  solution  may  be  kept  between  the 
labia.  Rest  should  be  instituted  whenever  possible,  to  avoid  the 
tendency  to  bubo  formation.  After  the  acute  stage  has  some- 
what subsided,  careful  painting  of  the  inflamed  surface  with 
argentic  nitrate,  two  per  cent  solution,  may  be  tried,  followed 
by  a  dusting  powder  of  pulverized  boric  acid  and  pulverized  acet- 
anilid,  equal  parts.  In  older  patients  the  most  important  part 
of  the  treatment  consists  in  complete  rest  and  the  induction  of 
free  drainage  by  the  insertion  of  gauze  saturated  with  argyrol, 
twenty  per  cent  solution,  between  the  labia  majora,  followed, 
after  the  acute  symptoms  have  somewhat  diminished,  by  painting 
the  surface  with  argentic  nitrate  and  a  dusting  powder. 

Inflammation  of  the  vulvo-vaginal  duct  usually  accompanies 
this  condition.  The  injection  of  pure  ichthyol  acts  in  two  ways : 
by  keeping  the  duct  patulous,  thus  eliminating  the  predisposing 
tendency  to  abscess  formation,  and  at  the  same  time  has  a  dis- 
tinct germicidal  influence.  If  the  gland  itself  becomes  infected, 
complete  extirpation  is  the  only  procedure  to  be  considered,  as 
the  source  of  numerous  transmissions  of  the  disease  can  be 
traced  directly  to  tin's  point. 

ilmwrrhea  of  the  Rectum. — Rectal  gonorrhea,  which  is  more 
frequently  caused  by  the  backward  flow  of  1  lie  infectious  vaginal 
discharge,  rather  than  through  unnatural  practices,  manifests 
itself  usually  by  pain  and  tenesmus.     In  the  curly  stages  a  ten 
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per  '•'•nt  solution  of  argyrol  combined  with  deodorized  tincture 

of  opium  can  be  used  to  advantage.     Not  more  ilian  one  oui 

of  thia  solution  should  be  injected  at  any  one  time.  The  patient 
should  be  kept  in  a  recumbent  posture,  in  order  thai  the  appli- 
cation may  be  retained  as  Long  as  possible.  After  the  acute  Btage 
has  subsided  an  astringenl  injection  of  zinc  sulphate  and  pul- 
verized alum,  of  each  fifteen  grains,  bismuth  subcarbonate  three 
drachms,  distilled  water  four  ounces,  is  useful.  If  after  thia 
treatment  the  discharge  persists,  the  examination  of  the  rectum 
with  an  illuminated  speculum  will  usually  show  granulating 
areas.  To  these  argentic  nitrate  should  be  carefully  applied, 
followed  by  an  injection  of  alum  and  tannic  acid. 

Gonorrheal  Bubo. — Gonorrheal  bubo  in  the  female  does  not 
seem  to  be  as  frequent  as  in  the  male,  except  in  those  cases  where 
the  vagina  is  infected.  At  the  first  evidence  of  any  swelling  of 
one  of  the  glands  in  the  groin  the  part  should  be,  as  far  as  pos- 
sible, made  immovable.  An  ointment  composed  of  unguentum 
hydrargyri,  unguentum  belladonna1,  ichthyol  (pure),  and  lano- 
lin, equal  parts,  should  be  applied.  This  combination  is  spread 
on  lint  at  least  half  an  inch  thick,  is  covered  with  wax  paper, 
and  over  this  a  well-fitting  pad  of  cotton  is  placed,  and  this  is 
fixed  by  a  moderately  tight  bandage.  On  top  of  the  first  bandage 
another  should  be  placed,  increasing  with  each  turn  the  amount 
of  pressure  until  three  bandages  have  been  used,  each  three 
inches  in  width  and  eight  yards  in  length.  This  dressing  may 
be  removed  every  other  day,  examining  the  gland  every  time  to 
see  what  progress  the  inflammation  is  making.  If  the  above 
treatment  has  been  followed  for  one  week  without  any  distinct 
improvement  in  the  condition,  the  possibility  of  aborting  or 
stopping  suppuration  is  slight.  This  form  of  treatment  has  re- 
sulted in  seventy  per  cent  of  cures  in  simple  gonorrheal  bubo. 
In  tubercular  infection  of  the  glands  removal  is  the  only  form  of 
treatment  to  be  considered.  When  the  glands  fail  to  react  to  the 
above  line  of  treatment,  hot  applications,  frequently  applied, 
will  at  times  cause  abortion,  even  when  fluctuation  can  almost 
be  elicited.  Failing  in  this,  a  clean  dissection  of  the  gland  must 
be  made,  and  the  incision  may  then  be  closed  as  a  clean  wound. 
Tf  the  gland  is  necrotic  and  breaks  down  during  the  attempt  ;it 
dissection,  it  must  be  lightly  curetted  and  swabbed  with  pure 
carbolic  acid. 

1844     Sl'ItrCE    STREET. 
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PUERPERAL  ECLAMPSIA. 


EDWARD    T.    ABRAMS,    A.M.,    M.D., 
Dollar  Bay.  Mich- 


Among  the  many  dangerous  and  disastrous  conditions  that 
may  befall  the  pregnant  woman,  none  can  compare  with  that  of 
eelampsia.  Its  causative  factor  has  as  yet  eluded  our  every 
endeavor  at  discovery.  The  scientific  treatment  of  disease  being 
based  upon  its  etiology,  it  naturally  follows  that  that  of  eclamp- 
sia must  be  more  or  less  empirical.  It  is  now  generally  conced- 
ed, however,  that  the  eclamptic  symptoms  are  dependent  upon 
some  form  of  auto-intoxication,  and  it  seems  quite  certain  that 
this  condition  is  brought  about,  at  least  in  the  first  instance,  by 
insufficient  metabolism  and  subsequently  by  deficient  excretion. 
Statistics  as  to  its  frequency  differ,  but  if  we  place  it  at  one 
to  three  hundred  we  shall  be,  doubtless,  approximately  correct. 
It  is  a  condition  so  rare  that  only  those  of  large  and  extensive 
clinical  experience  can  see  many  cases.  And  yet  it  is  so  uncer- 
tain in  its  appearance  that  any  tyro  may  be  called  upon  to  treat  a 
patient  in  its  throes.  Eclampsia  is  most  common  from  the  seventh 
to  the  ninth  month.  Of  late  very  interesting  and  important 
work  has  been  done  along  the  line  of  observation  on  the  thyroid. 
An  enlargement  of  the  thyroid  appears  about  the  sixth  month 
in  primiparae  and  in  the  fifth  in  multipara.  But  by  far  the 
greater  number  of  eclamptic  attacks  occur  near  or  at  the  end  of 
pregnancy,  when  uterine  metabolism  is  at  its  height.  In  cases 
occurring  post  partum  the  attack  may  be  dependent  upon  the 
very  large  increase  of  cell  products  which  may  be  liberated 
by  involution  or  by  labor  and  thrown  into  the  system  in  large, 
unmanageable  quantities. 

The  function  of  the  thyroid  is  to  regulate  metabolism,  and 
the  product  of  this  increased  activity  is  supposed  in  some  way 
to  neutralize  the  uterine  and  placental  metabolic  products. 
Lange'fl  experiments,  extending  over  a  period  of  four  years, 

1  Read  at  the  meeting  of  the  American  Association  of  Obstetricians 
and  Gynecologists,  Washington.  D.  C,  September  16,  17,  and  18,  1902. 
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have  demonstrated  the  Pad  thai  this  thyroidal  hyperplasia  in 
pregnancy  is  physiological.  En  twenty  out  of  twenty-five  c 
of  pregnancy  in  which  hypertrophy  of  the  thyroid  did  not  occur, 
albuminuria  and  convulsions  developed.  After  a  long:  series  of 
observations  it  has  been  claimed  that  in  eclamptic  patients  this 
normal  enlargement  of  the  thyroid  does  not  occur.  Lange 
found  in  his  experiments  that  pregnanl  cats  required  larger 
thyroids  than  did  non-pregnant  for  the  maintenance  of  good 
health.  In  an  examination  of  some  133  cases  of  pregnant 
women,  decided  enlargement  of  the  thyroid  occurred  in  all  hut 
20,  and  in  18  of  these  cases  that  showed  no  enlargement  the  so- 
called  "pregnancy  kidney"  was  found;  in  all  albuminuria  was 
found,  and  6  terminated  in  eclampsia ;  in  4  all  the  premonitory 
symptoms,  such  as  severe  headache,  dulness  of  vision,  etc..  were 
at,  and  convulsions  were  averted  only  by  prompt  and 
vigorous  treatment. 

Ilerzfeld,  in  his  study  into  the  causation  of  this  disease,  has 
made  some  very  interesting  reports  on  the  influence  of  pressure 
upon  the  ureters  and  upon  it  as  an  etiological  factor.  In  his  81 
fatal  cases  all  showed  pathological  changes  in  the  uropoietic 
tract,  and  in  the  majority  of  cases  edema  of  the  brain,  and  more 
or  less  changes  in  the  spleen,  liver,  and  heart,  were  also  found. 
Chronic  nephritis  was  found  in  38  cases  out  of  the  81,  yet  he 
states  that  the  conditions  found  were  by  far  too  chronic  to  have 
originated  during  the  pregnancy.  In  22  per  cent  there  was 
bilateral  compression  of  both  ureters,  and  he  seems  to  regard 
it  as  a  typical  condition  in  eclampsia.  Howbeit  he  finds  the  con- 
dition only  in  primiparae,  and  in  them  only  when  the  disease 
makes  itself  manifest  at  the  onset  of  labor;  never  in  multipara?, 
or  post  partum,  or  in  primipara  in  whom  the  convulsions  occur 
early  in  pregnancy.  This,  then,  would  leave  a  very  large  per- 
cent ag< •  of  eclamptics  unaccounted  for;  and  should  this  be  the 
cause  of  the  seizures  in  those  cases  mentioned  by  him,  it  would 
certainly  go  to  show  that  in  all  others  there  must  have  been 
some  other  etiological  factor. 

It  is  now  admitted  that  eclampsia  is  duo  to  a  toxemia,  but 
just  the  nature  of  it  has  not  yet  been  determined.  Much  inter- 
esting experimental  work  has  been  done  by  different  observers 
along  the  line  of  the  urine  and  blood,  but  as  yet  no  very  definite 
conclusions  can  be  drawn  from  them;  and  inasmuch  as  most  of 
them  are  absolutely  conflicting,  no  definite  importance  from  -i 
6 
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practical  standpoint  can  at  the  present  time  be  placed  upon 
them.  That  the  kidney  in  pregnancy  is  in  all  cases  an  ex- 
ceedingly engorged  and  oftentimes  overtaxed  organ  is  certainly 
true;  but  that  the  mere  mechanical  cause  in  pregnancy  is  suf- 
ficient to  account  for  eclamptic  convulsion  has  certainly  not  yet 
been  proved.  So  also  has  the  effort  to  identify  eclampsia  with 
uremia  gone  down  as  "not  proved."  Many  eclamptics  die  who 
at  the  postmortem  table  do  not  present  any  of  the  pathological 
changes  of  uremia;  and  again,  on  the  other  hand,  very  many 
uremics  die  without  ever  having  eclampsia.  The  consensus  of 
opinion  to-day,  derived  very  largely  from  clinical  experience, 
is  most  decidedly  in  favor  of  the  toxemic  theory.  This  being 
true,  we  should  naturally  look  with  confidence  to  the  examina- 
tion of  the  urine  and  blood  to  unravel  the  mystery  of  its 
etiology. 

At  first  it  was  a  source  of  erroneous  conclusion  that  the  urine 
of  healthy  individuals  was  more  toxic  when  injected  than  was 
ili.it  of  eclamptics;  but  when  a  thorough  microscopical  examina- 
tion of  the  blood  serum  of  those  eclamptics  was  made  it  was 
found  that  the  organs  of  the  eclamptics  showed,  as  a  constant 
pathological  change,  multiple  emboli.  It  was  then  that  it  be- 
came  apparent  that  the  toxins  caused  convulsions  because  they 
were  in  the  blood  and  Avere  not  excreted  by  the  urine.  In  other 
words,  if  the  urine  were  highly  toxic,  then  the  blood  serum  would 
not  be,  because  the  toxic  material  would  have  been  excreted  and 
not  retained  to  intoxicate  the  patient  with  its  poisonous  effects. 
It  is  very  difficult  for  us,  however,  to  examine  the  blood  serum 
in  each  and  every  patient  that  comes  to  us;  but  we  can  and 
ought  to  make  a  detailed  study  of  the  urine  in  all  cases  that 
come  under  our  care.  AVe  have  in  urea  a  chemical  index  as  to 
the  metabolism  of  the  body,  and  one  which  may  and  ought  to  be 
utilized  in  determining  the  lack  or  the  perfection  of  assimila- 
tion. We  must,  however,  keep  in  mind  that  urea  is  not  in  itself 
a  poison,  for  it  represents  always  the  finished  product  of 
metabolism.  It  is  the  incomplete  urea  in  the  blood  that  (in  the 
form  of  toxins  i  di.iilitless  causes  convulsions.  Therefore  the 
diminution  of  una  excreted  ought  to  be  to  us  an  indication  that 
toxins  are  being  retained. 

When  vvi  have  exhausted  all  means  al  our  command  along 
this  line,  the  liver,  Lungs,  skin,  and  intestines  should  receive 
then-  proper  amount  ol'  attention,  in  order  to  ascertain  whether 
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or  ii.it  they  are  doing  their  full  <|||,,,;|  of  work  aa  executors. 
Jaundice  is  always  a  very  grave  symptom. 

Ii  is  ,i  good  rule  always  to  consider  a  pregnanl  woman  con- 
Btipated   until   proved   otherwise  by  ;i   competent    nurse.     The 

classical  symptoms  of  this  disease  have  long  been  recognized 
in  the  frontal  headache,  dimness  of  vision,  and  hebetude  of 
mind,  all  of  which  are  due  to  the  existing  toxic  condition.  There 
is  no  condition,  perhaps,  in  the  whole  realm  of  obstetrics,  where 
to  be  forewarned  means  to  be  forearmed  as  it  does  in  eclampsia. 

The  experiments  of  Tarnier,  Ludwig  and  Savor  certainly 
show  that  the  toxicity  of  the  blood  serum  is  increased  in  eclamp- 
tics, while,  on  the  other  hand,  those  of  Charrin  and  Volhard 
seem  to  prove  just  as  conclusively  that  it  is  not.  We  must, 
therefore,  look  to  physiological  chemistry;  and  should  it  isolate 
a  definite  toxic  body  or  bodies  from  the  blood  of  patients  in  this 
condition,  it  would  do  more  to  reach  a  definite  and  final  solution 
of  the  etiology  of  this  condition  than  anything  else. 

In  the  treatment  of  this  most  serious  condition  "masterly  in- 
activity" certainly  has  no  place.  Every  man  whose  practice  is 
such  that  he  may  be  called  upon  to  attend  obstetrical  cases 
should  have  in  mind  a  definite  outline  of  the  treatment  he  is 
to  pursue  when  he  meets  such  a  case.  To  be  sure,  no  one  line 
of  treatment  will  be  equally  successful  in  all  cases;  yet  without 
some  well-formed  idea  of  treatment  in  his  mind  he  would  be 
not  unlike  a  mariner  on  a  boisterous  and  unknown  sea  without  a 
chart  or  compass. 

In  the  treatment  prophylaxis  stands  pre-eminent.  A  healthy 
pregnant  woman  should  pass  not  far  from  sixty  ounces  of  urine 
in  twenty-four  hours  with  a  specific  gravity  of  not  far  from 
1016  and  containing  from  iy±  to  2*4  per  cent  of  urea.  The 
diet  should  contain  a  very  decided  minimum  amount  of  nitro- 
genous substances,  and  all  food  should  be  easily  assimilated, 
leaving  a  minimum  of  waste.  Such  articles  as  beef,  pork,  mut- 
ton, veal,  alcoholics,  tea.  and  coffee  should  be  on  the  prohibited 
list.  In  other  words,  the  diet  must  be  easily  digested,  readily 
oxidized,  non-constipating,  and  non-toxic. 

The  Btrictesl  hygienic  life  should  he  enjoined.  Out-of-door 
exercise,  avoidance  of  all  compression  of  the  waist,  frequenl 
bathing,  and  the  wearing  of  proper  underwear  are  certain 
fundamental  principles  that  go  withoul  Baying.  Too  much 
shvss  cannot  he  laid  in  eclampsia   upon  liver  insufficiency,  for 
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many  of  the  complications  of  pregnancy  will  be  found  to  depend 
directly,  we  believe,  upon  faulty  action  of  this  organ,  and  that 
the  kidneys,  while  they  play  an  important  role,  will  neverthe- 
less be  found  to  be  largely  secondary. 

The  emunctories,  then,  must  be  stimulated.  Purge  the  bowels 
with  Epsom  salts  or  calomel,  and  keep  them  free  with  one  or  the 
other  of  the  aperient  waters,  from  time  to  time  varying  with 
some  of  the  different  vegetable  laxatives.  Use  water  freely. 
Let  the  patient  drink  freely  on  arising  and  retiring.  Drink 
plenty  of  buttermilk.  Even  in  summer  woollen  underwear 
should  be  worn  to  avoid  chilling.  See  that  the  skin  is  doing  its 
work,  by  giving  hot  baths.  Injections  of  saline  solutions  are 
indispensable  Avhen  quick  action  of  the  kidneys  and  skin  is  re- 
quired. Fresh  air  and  rest  are  absolutely  necessary  in  the  suc- 
cessful management  of  threatened  eclampsia.  It  is  not  enough 
that  we  examine  the  urine  for  albumin  in  order  that  we  may  be  on 
our  guard,  but  the  percentage  of  urea,  the  specific  gravity,  and 
the  a  mount  of  urine  must  be  determined  in  every  case,  and  when 
all  this  shall  have  been  done  they  will  serve  only  as  a  clinical 
index  of  the  amount  of  waste  products  that  is  being  excreted. 
The  patient's  general  condition  must  be  taken  into  account. 
We  do  not  believe  that  too  much  importance  can  be  attached 
to  the  constipation  attendant  upon  pregnancy. 

In  view  of  the  many  interesting  observations  made  on  the 
thyroid,  one  would  naturally  expect  much  from  the  administra- 
tion of  thyroid  extract.  Our  own  experience  has  been  limited 
with  this  remedy,  having  used  it  only  as  a  prophylactic.  In  this. 
however,  we  have  been  very  much  satisfied  with  the  results.  The 
drug  must  be  fresh  and  absolutely  reliable.  If  exposed  to  air 
and  light,  or  it'  kept  too  long  in  stock,  it  becomes  impaired  in 
its  activity.  The  action  of  the  drug  must  be  carefully  watched. 
though  il  is  ordinarily  not  a  dangerous  drug.  Patients  act  very 
differently,  and  those  suffering  from  goitre  are  very  susceptible 
to  its  effects.  In  an  eclamptic  patient  symptoms  of  thyroidism 
are  ly  induced.      The  effects  of  this  treatment  are  in 

all  probability  due  to  the  circulatory  changes  induced  by  it. 
The  early  and  invariable  action  of  the  drug  is  acceleration  of 
the  pulse,  followed  in  a  day  or  so  by  a  warmth  and  flushing  of 
the  skin.  This  is  due,  no  doubt,  to  the  enlargement  of  the 
arterioles.  This  in  time  is  followed  by  increased  perspiration, 
and  finally  by  greatly  increased  diuresis.     This  is  not  observed 
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as  an  .ally  effect,  however,  ol'  the  treatment.  Whether  tlie 
beneficial  results  of  the  thyroid  treatment  are  attributable  to  its 
effect  on  the  circulation,  or  to  some  more  subtle  action,  we  are 
not  yet  in  ;i  position  to  Btate,  but  that  it  seems  to  be  a  remedy  of 
great  utility  is  certainly  apparent. 

Nevertheless,  the  treatment  of  eclampsia  is  summed  up  in  the 
word  "elimination,''  and  nothing  will  give  such  immediate  re- 
sults as  blood-letting,  followed  by  infusion  or  transfusion  of 
saline  solution.  Venesection  is  to-day  one  of  the  lost  arts.  In 
this  condition  it  relieves  vascular  tension  of  the  brain  and  con- 
gestion of  the  lungs,  subdues  the  laboring  heart,  removes  urea 
from  the  system,  followed  by  infusion  or  transfusion,  which  takes 
the  place,  first,  of  the  amount  of  highly  toxic  blood  that  has 
been  withdrawn,  and,  second,  dilutes  that  which  is  still  retained 
in  the  system.  If  the  patient  be  anemic,  do  not  bleed,  but  use 
the  saline  solution.  The  uterus  should  now  be  emptied.  Too 
many  reverse  the  order  by  emptying  the  uterus  first  and  using 
the  saline  solution  afterward. 

If  the  aforementioned  treatment  has  been  faithfully  carried 
out   the  following  conditions  will  be  observed: 

First.  There  will  be  an  immediate  favorable  change  in  the 
patient's  general  condition. 

Second.  The  cyanosis,  muscular  twitching,  and  rigidity  will 
have  ceased. 

Third.  The  pulse,  which  before  was  hard  and  bounding,  will 
have  lost  its  tenseness,  and  the  attendant  coma,  be  it  ever  so  deep, 
will  slowly  but  surely  be  lifted. 

The  rationale  of  the  condition  thus  induced  would  seem  easy 
of  appreciation.  The  venesection  seems  to  act  as  a  factor  in 
partially  removing  the  cause  of  the  convulsions,  be  that  cause 
urea  or  any  toxin  which  may  be  in  the  circulation.  By  the  ab- 
straction of  a  quantity  of  blood  the  system  will  surely  get  rid 
of  a  quantity  of  the  poison  that  may  be  therein.  It  relieves 
the  congestion  of  the  brain  and  other  organs  which  has  been  in- 
duced  by  the  eclampsia  or  the  condition  existing  previous  to 
the  seizure.  The  saline  solution  will  supply  the  place  of  the 
blood  withdrawn  and  will  certainly  serve  to  dilute  the  remain- 
ing poison  in  the  circulation,  and  its  stimulating  action  upon 
the  kidneys  and  skin  adds  to  its  increased  elimination  by  those 
organs.  We  are  quite  sure  that  if  blood-letting,  together  with 
saline   infusion   or  transfusion,    were  more  generally  employed 
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better  results  would  be  obtained  in  the  treatment  of  eclamp- 
sia. 

During  convalescence  the  excretory  organs  must  be  kept  active, 
the  patient  quiet  and  on  liquid  diet.  All  depressing  influences 
must  be  avoided  and  a  high  saline  enema  should  be  given  once 
daily.  We  have  never  been  able  to  commend  the  free  use  of 
morphine,  chloral,  and  bromide,  that  has  been  so  much  lauded 
by  many  in  the  treatment  of  this  disease.  They  weaken  the 
respiratory  centre,  suppress  the  process  of  oxidation,  and  cer- 
tainly diminish  the  vitality  of  the  cells.  Hot  baths,  except  for 
cleansing  purposes,  have  always  seemed  to  me  to  do  more  harm 
than  good,  for  they  seem  to  increase  the  irritability  of  the 
nervous  system. 

We  must  not  be  misled  in  our  apprehension  of  the  convulsive 
seizure,  however.  We  have  repeatedly  seen  a  primipara  and 
sometimes  a  highly  nervous  multipara  thrown  into  a  violent 
spasm  as  the  head  passed  through  the  os  or  over  the  perineum. 


HERNIA    OF    THE    UTERUS;     BOTH    OVARIES— ONE    OF    THESE 

BEING  CYSTIC— FALLOPIAN  TUBES,  BLADDER,  AND 

RECTUM   IN  A  SAC  FORMED  BY  THE  VAGINA.1 


MANNING  SIMONS,  M.D., 
Charleston,  S.  C. 


C.  B.,  a  colored  woman  of  about  57  years  of  age,  was  referred 
to  me  for  surgical  treatment.  As  is  usual  with  this  class  of 
patients,  the  history  of  her  case,  as  given  by  herself,  was  vague 
and  uncertain.  She  had  two  children,  most  probably  under  the 
care  of  a  midwife  of  her  own  race,  but  poorly  equipped  for  her 
office.  She  is  said  to  have  had  no  trouble  in  her  confinements, 
except  that  the  labor  was  prolonged  with  the  second  child.  In 
l.ss."i  she  sought  the  advice  of  Dr.  Grimke  for  a  tumor  at  the 
vnlv;i  thai  she  could  not  return,  who  discovered  what  he  regard- 
ed a  procideiiti;i  of  the  uterus;  this  he  reduced  and  put  in  a 
support.  There  was  no  history  of  hemorrhage  from  the  growth 
or  discharge  purulenl  or  otherwise.    In  1895  Dr.  Grimke  saw  her 

1  Read  at  the  meeting  of  the  American  Association  of  Obstetricians 
and  Gynecologists,  Washington,  D.  C,  September  16,  17,  and  18,  1902. 
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again  with  a  recurrence  of  the  tumor,  which  he  reduced  and  kepi 
in  place  with  a  pad  a1  the  vulva.  In  L900  she  again  Boughl  ad- 
vice because  of  the  tumor,  thai  had  grown  bo  Large  that  it  could 
not  be  returned. 

In  this  condition  she  was  senl  to  the  City  BospitaJ  on  A.ugus1 
15,  1900,  and  lli«"  case  was  turned  over  to  me.  The  condition  of 
the  woman  at  this  time  had  become  must  distressing  because  of 
the  weighl  and  size  of  the  tumor,  which  had  reached  a  volume 
nearly  as  Large  as  an  adult's  head.  It  hung  from  the  vulva,  be- 
tween her  thighs,  and  reached  midway  to  her  knees.  It  was 
more  or  less  pyriform  in  shape,  with  the  base  directed  down- 
ward, the  upper  part  being  apparently  attached  at  the  inner 
aspect  of  the  vulva.  The  surface  of  the  tumor  was  more  or  less 
smooth,  except  at  certain  points  where  superficial  ulcerations 
had  occurred,  probably  from  the  friction  of  her  clothing  and 
locomotion.  The  outer  surface  had  the  naked-eye  appearance 
of  mucous  membrane  undergoing  transformation  into  skin,  and 
at  points  were  to  be  observed  a  deposit  and  development  of  the 
black  pigment  of  the  rest  of  her  body. 

On  palpation  there  was  a  sensation  imparted  1<>  the  touch  of 
elasticity,  with  indistinct,  deep-seated  fluctuation  of  a  heavy, 
semi-solid  mass.  Traced  upward,  the  growth  faded  away  at  the 
vulvar  orifice,  and  the  finger  could  find  no  entrance  into  the 
vagina.  On  a  careful  examination  of  the  surface  there  was  no 
evidence  of  the  os  uteri,  nor  were  there  indications  of  the  open- 
ings of  the  Fallopian  tubes.  On  the  anterior  surface  of  the  neck 
of  the  growth  the  meatus  of  the  urethra  was  seen  prominent  and 
on  a  plane  somewhat  anterior  to  the  vulva.  By  bimanual  ex- 
amination, with  the  left  hand  upon  the  abdomen  and  the  fingers 
of  the  right  hand  in  the  rectum,  it  was  discovered  that  the  uterus 
was  absent  from  its  proper  position,  and  the  ovaries  could  not  be 
distinguished.  This  examination  was  much  facilitated  by  the 
fact  that  almost  the  whole  hand  could  be  introduced  into  th^ 
rectum,  entering  a  cavity  of  considerable  size.  The  wall  of  the 
rectum  could  be  easily  pushed  forward  in  this  examination,  and 
advantage  was  taken  of  this  to  explore  the  growth  from  above. 
The  fingers  easily  entered  a  well-defined  ring,  and  through  this 
could  be  introduced  into  the  tumor  from  above.  During  this 
manipulation  a  fluctuating  tumor  was  felt  in  the  lower  part  of 
the  abdomen  and  in  the  pelvis,  and,  when  pressed  upon, 
urine  escaped  from  the  meatus.  A  catheter  introduced  into 
the   urethra    did   not   follow    the    usual    direction   of    that    tube. 
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but  passed  downward  into  the  tumor,  its  point  being  easily  dis- 
tinguished through  the  anterior  wall  of  the  tumor,  midway  from 
above  downward.  With  these  facts,  elicited  by  careful  and  re- 
peated examinations,  a  correct  diagnosis  of  the  condition  of 
Things  seemed  almost  impossible.  The  failure  to  discover  the 
cervix  or  os  uteri  negatived  the  idea  that  it  was  a  procidentia  of 
the  uterus  that  had  drawn  down  the  vagina  with  it.  The  ab- 
sence of  the  history  of  hemorrhages,  and  the  failure  to  discover 
the  orifices  of  the  Fallopian  tubes,  seemed  to  render  inversion 
of  the  uterus  improbable.  Under  these  circumstances  it  was  de- 
termined to  do  a  laparatomy,  exploratory  in  character,  to  dis- 
cover  the  nature  of  the  contents  of  the  sac,  the  opening  of  which 
communicating  with  the  abdomen  had  been  satisfactorily  made 
out  by  the  hand  in  the  rectum.  When  the  patient  had  been  an- 
esthetized  and  placed  upon  the  table,  another  careful  and  final 
investigation  was  made.  On  this  examination  the  sensation  of 
deep-seated  fluctuation  at  the  lower  and  posterior  aspect  of  the 
tumor  was  so  positive  that  it  was  determined  to  make  an  ex- 
ploration with  an  aspirator.  The  result  of  this  puncture  was  to 
obtain  a  thick  mucous  fluid.  I  was  satisfied  that  I  had  a  cyst  of 
some  kind  to  deal  with,  and  the  plan  of  my  operation  and  attack 
on  the  tumor  was  changed.  I  determined  to  lay  open  the  sac 
and  explore  its  contents. 

Operation.— A  catheter  was  introduced  into  the  bladder,  or 
rather  into  that  portion  of  it  that  was  contained  in  the  tumor. 
This  was  done  to  mark  the  lowest  point  to  which  the  viscus  ex- 
tended, in  order  that  it  might  not  be  reached  by  the  incision. 
A  similar  precaution  was  taken  to  protect  the  rectum,  which,  I 
felt  certain,  was  included  to  a  considerable  extent  in  the  tumor. 
Ati  incision  about  four  inches  long  was  made  in  the  median  line 
nn  the  anterior  surface  of  the  tumor;  at  a  depth  of  about  three- 
fourths  of  an  inch  the  cavity  of  the  sac  was  reached.  This  sac, 
which  developed  itself  on  our  incision,  contained  little  or  no  free 
fluid.  The  contents  of  the  sac  consisted  of  the  bladder,  in  front 
and  above,  the  lower  level  of  which,  easily  outlined  by  the 
catheter,  was  first  distinguished,  uninjured  by  the  incision.  Be- 
low the  bladder  was  the  uterus,  of  normal  size,  on  the  ri<j:ht  side 

of  which    were  easily   1  r; d    ihe  broad    ligament    and    Fallopian 

tube,  with  the  corresponding  ovary  in  a  healthy  condition.  To 
ihe  left  of  the  uterus,  extending  to  the  bottom  of  the  sac  and 

Upward  toward  the  abdomen,  upOE  which  it  encroached,  was  the 

hit   ovary,  that   had  degenerated   into  a  cyst  of  the  size  of  a 
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eocoanut.  The  tube  of  the  lefl  Bide  was  also  recognized.  The 
rectum,  greatly  dilated,  was  Pound  al  the  back  of  the  Bac.  The 
broad  ligamenl  and  tube  were  tied  off  first  on  the  right  side,  the 
eysl  on  the  left  side  was  emptied  of  its  contents,  the  attachments 

tied,  and  the  uterus  with  its  adnexa  removed.  A  coil  of  small 
intestine  escaped  during  tins  procedure,  but  was  returned  with- 
out damage.        The  redundant  portion  of  the  Bac  wa 

il dges  brought  together  vertically  and  sutured  with  chromi- 

cized  catgut,  an  opening  being  loft  at  the  centre  for  drainage. 

Into  this  opening  a  gauze  drain  was  introdu 1.    ^o  much  of  the 

vagina  as  remained  was  returned  and  a  tampon  pla 1  to  keep 

the  parts  in  position  and  prevent  the  downward  pressure  of  the 
intestines.  The  patient  recovered  from  the  operation  and  is 
now  performing  the  duties  of  a  house  servant,  her  disability 
having  been   removed. 

T  believe  the  first  step  in  the  product  ion  of  the  remarkable 
condition  found  in  this  case  was  a  lacerated  perineum,  resulting 
in  tin'  formation  of  cystoeele  and  rectocele.  The  vagina  became 
more  and  more  everted,  the  cystoeele  and  rectocele  progressively 
protruding  in  the  ereel  position  incident  to  the  occupation  of 
this  laboring  woman.  By  constant  attrition  of  the  surface  of 
the  mucous  membrane  of  the  cystoeele  and  rectocele,  always  in 
contact  in  their  protruded  condition,  two  approximated  abraded 
surfaces  grew  together,  and  in  this  way  the  vagina  formed  a 
veritable  sac.  It  was  only  a  question  of  time,  under  the  exist- 
ing conditions,  for  the  uterus  to  descend. 

"Complete  prolapse  of  the  uterus  is  usually  associated  with 
complete  prolapse  o\'  the  anterior  and  posterior  vaginal  walls, 
together  with  corresponding  portions  of  the  bladder  and  rectum. 
When  only  one  vaginal  wall  is  prolapsed,  it  is  usually  the 
anterior,  with  corresponding  portion  of  bladder,  and  in  the  lartre 
majority  of  cases  tin's  is  the  way  in  which  uterine  prolapse  first 
begins:  viz..  prolapse  of  the  anterior  vagina]  wall  and  bladder; 
second,  dragging  down  of  the  heavy  uterus,  and  then  prolapse 
of  the  post,. lioi-  vaginal  wall  and  rectum."  There  are  a  few 
on  record  in  which  an  antetlexed  or  retroflexed  uterus  of 
perfectly  normal  size  was  found  prolapsed  outside  of  the  vagina] 
orifice,  surrounded  by  the  completely  prolapsed  vagina]  walls 
with  bladder  and  rectum.  These  latter  cases  are  very  rare  and 
can  only  be  explained  on  the  principle  that  a  very  small  uterus. 
whether  cither  anteflexed  or  retroflexed.  was  gradually  or  for- 
cibly drawn  down  by  the  prolapsing  vaginal  walls    Keating  ami 
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Coe).  All  the  viscera  except  the  pancreas  (even  the  gravid 
uterus)  have  occasionally  been  found  protruded  partially  or  en- 
tirely, especially  in  cases  of  congenital  deficiency  of  the  ab- 
dominal parietes. 

Hernia  of  the  ovary,  alone  or  with  the  tube,  cannot  be  said 
to  be  very  uncommon,  but  of  hernia  of  the  uterus  the  number  of 
recorded  cases  is  very  small.  Reference  to  treatises  on  gyne- 
cology develops  the  fact  that  this  condition  is  not  even  mentioned 
by  the  great  majority  of  authorities.  The  author  of  the  article 
on  uterine  displacement  in  "Clinical  Gynecology,"  by  Keating 
and  Coe,  makes  the  following  remarks:  "Merely  as  a  matter 
of  completeness.  I  will  refer  to  a  very  rare  accident  which  must 
be  logically  classed  under  the  head  of  uterine  displacements, 
namely,  a  displacement  of  the  uterus  into  the  sac  of  an  inguinal 
hernia.  There  arc  five  such  cases  on  record,  one  of  which  it  was 
my  fortune  to  see  when  assistant  to  Prof.  Scanzoni  at  Wiirzburg 
in  1868;  an  additional  interest  was  added  to  the  case  by  the 
fact  that  the  woman  was  four  months  pregnant,  having  probably 
become  so  before  the  uterus  was  thus  displaced." 

Gould  and  Pyle,  in  "Anomalies  and  Curiosities  in  Medicine." 
record  19  cases  of  hernia  of  the  uterus  quoted  from  Debierre. 
These  19  cases  are  found  in  C.  Debierre 's  "Les  Vices  de  Con- 
formation des  Organes  Genitaux  et  Urinaires  de  la  Femme, " 
twelvemo,  Paris,  1892. 

Hernies  de  I'uterus. — Of  19  cases  of  hernia  of  the  uterus,  13 
have  been  observed  in  the  inguinal  region,  5  on  the  right,  7  on 
the  left  side.  In  a  case  by  Roux  (of  Lausanne),  which  up  to  the 
present  stands  alone,  the  hernia  existed  on  both  sides  at  the  same 
time  The  uterus  has  been  found  twice  in  femoral  hernia,  only 
once  in  an  obturator  hernia,  three  times  in  umbilical  hernia. 

Generally  the  uterus  is  altered  in  its  form  and  its  situation  is 
modified.  Frequently  it  is  accompanied  by  the  ovary  and 
Fallopian  tube,  and  in  cases  where  it  enters  an  inguinal  sac  the 
intestine  and  Hie  epiploon  are  often  found  with  it.  Doring, 
Ledesma,  Rektorzic,  Scanzoni  have  seen  the  pregnant  uterus  in 
an  inguinal  hernial  sac;  Leoland,  Murray,  Ilagner,  in  an  um- 
bilical hernia. 

In  the  c;iscs  of   .Maret    and    Roux,   the   hernia   of  the  uterus, 

manifestly    congenital,   seems   t<»   have   been    produced   by  the 

shortness  of   the   round   Ligament.     Bui   in  the  most  common 

it  seems  thai   this  organ  is  carried  along  by  a  previous 
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hernia  of  the  ovary,  or  by  the  growth  of  the  hernial  Bac  a1  the 
expense  of  the  peritoneum  of  the  greal  ligament. 

Tii  a  search  of  the  whole  medical  literature  to  which  I  have 
been  able  to  have  access  I  can  find  only  one  case  somewhal  sim- 
ilar to  that  I  have  reported  in  this  paper.    It  is  reported  by  Dr. 

J.    W.    Cousins   in    ,-m    address   on    ovarian    hernia    and    the    pro 

trusion  of  the  appendages  through  rupture  of  the  vaginal  wall.1 
Prolapse  of  the  abdominal  or  pelvic  viscera  through  a  rupture 
of  the  vagina]  wall  is  a  very  uncommon  accidenl  and  is  scarcely 
referred  to  by  any  English  writers.  I  am  indebted  to  Mr.  Albau 
Doran  Eor  this  reference  and  to  Dr.  Brunton  for  the  Eollowing 
notes:  "L.  B..  aged  50,  a  tall,  cachectic-looking  woman,  and  the 
mother  of  several  children,  was  admitted  to  the  Portsmouth 
Asylum  under  the  care  of  Dr.  Bland  in  October,  1893,  suffering 
from  melancholia.  Shortly  after  admission  she  was  found  to  be 
laboring  under  severe  prolapse  of  the  uterus  and  rectum;  the 
uterus  was  completely  prolapsed  and  appeared  externally  like 
a  large,  sausage-shaped  body  covered  by  the  vaginal  wall.  The 
rugffi  were  all  effaced  and  some  abrasions  existed  on  the  surface. 
The  rectum  protruded  about  four  inches  and  was  marked  by 
many  superficial  ulcerations.  Both  organs  were  reduced  by  man- 
ipulation, but  no  amount  of  mechanical  support  was  sufficient  to 
retain  them  in  position  for  any  length  of  time  in  consequence  of 
the  persistent  straining  of  the  patient.  A  few  weeks  after  ad- 
mission the  attention  of  Dr.  Bland  was  called  by  the  nurse  to  a 
Large  swelling  that  had  come  down  during  the  night.  On  ex- 
amination a  fleshy  and  irregular  mass  was  discovered  protruding 
from  the  vulva  directly  behind  the  prolapsed  uterus.  On  De- 
cember 29  I  was  called  to  examine  the  case.  The  protrusion  was 
found  to  be  an  ovary  and  tube  in  a  condition  of  acute  strangula- 
tion, which  had  escaped  through  laceration  of  the  vaginal  wall. 
The  patient  was  in  a  state  of  great  depression  and  her  pulse 
was  quick  and  feeble.  She  complained  of  great  pain,  and  oc- 
casionally vomited.  The  protruding  organs  were  returned  at 
once,  the  mass  was  pulled  down,  secured  at  the  neck  by  a  liga- 
ture,  and  then  cut  off.  The  vagina  was  wiped  dry.  dusted  with 
iodoform,  and  a  gauze  plug  inserted  into  it.  .  .  .  The  protruding 
organs  gave  very  little  trouble.  ...  By  the  end  <<\'  February 
the  patient  had  made  ;i  <_rood  recovery.  .  .  .  Neither  organ  has 
been  protruded  externally  I'm-  many  months." 

'British  Medical  Journal,  1895.  vol.  ii.,  p.  185. 
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I  am  induced  to  make  a  report  of  this  case  because  of  its  ex- 
ceeding  rarity.  In  fact,  the  case  seems  to  be  unique,  as,  after 
an  exhaustive  and  painstaking  search  of  the  National  Medical 
Library,  I  have  been  unable  to  find  any  like  reports. 


ETIOLOGY  AND  PROPHYLAXIS  OF  LESIONS  OF  THE  FEMALE 
PELVIC  TRACT  FOLLOWING  LABOR.1 


EDWARD    J.    ILL,    M.D., 
Newark,   N.   J. 


Years  ago,  when  a  student  in  attendance  upon  the  lectures  and 
clinics  of  Gaillard  Thomas,  I  was  much  impressed  by  the  remark 
that  many  cases  presenting  themselves  at  the  clinic  dated  their 
illness  from  a  certain  labor.  I  am  unable  to  say  in  what  pro- 
portion of  all  cases  this  is  true,  but  the  last  five  hundred  records 
of  my  case  book  show  it  to  be  about  twenty-five  per  cent.  It 
seems  to  me  that  this  is  an  extraordinarily  large  number  of  acci- 
dents  to  result  from  a  physiological  act.  In  my  earlier  days  I 
used  to  wonder  whether  women  living  in  less  civilized  communi- 
ties suffered  in  the  same  way.  Later  while  living  among  the 
.Mexican  Indians  I  found  them  with  the  same  injuries. 

In  considering  the  subject  we  will  ask  ourselves : 

1.  What  are  these  accidents? 

2.  What  predisposes  the  women  to  them? 

3.  Bow  are  they  produced? 

4.  How  can  we  avoid  them  .' 

5.  What   is  the  result? 

W'Ikh  we  speak  of  traumatism  following  labor  most  of  us  will 
think  of  two  sets  of  injuries,  namely,  the  cervical  and  perineal 
lacerations.  While  ihese  are  the  ordinary  and  by  far  the  most 
frequent,  interesting,  and  avoidable,  we  have  various  degrees  of 
laceration  of  the  vagina,  the  labia  minora  and  majora,  the  vesti- 
bule. ih«'  bladder,  the  rectum,  the  ureter,  and  the  urethra,  besides 
rapture  of  the  uterus  and  sloughing  of  the  cellular  tissue  in 
various  parts  of  the  tract.     Next  to  ihese  we  must  think  of  the 

'Read  at  the  meeting  of  u><  American  Association  of  Obstetricians 
aiel  Gynecologists,  Washington,  D.  C,  September  16,  17,  and  18,  1902. 
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bony  structure  of  ili«'  pelvis  and  its  ligaments.  Then  we  have 
also  injuries  produced  by  ignorance,  wanl  of  skill,  or  misappre- 
hension, such  ,-is  inversion  of  the  uterus,  removal  of  the  intestine, 
etc. 

Perinea]  Laceration,  commonly  railed  relaxation  of  the  vaginal 
outlet,  occurs,  in  the  vast  majority  of  cases,  to  one  or  other  side 
of  the  median  line.  The  injury  begins  at  the  frenulum  and  forks 
upward,  backward,  and  outward.  ^losi  frequently  we  find  it  in 
the  right  posterior  wall,  more  rarely  to  the  left  in  the  vagina 
This  is  often  combined  with  slighter  laceration  on  the  left  and 
right,  anterior  portion,  usually  following  in  the  passage  of  the 
greater  diameter  of  the  head.  In  considering  this  subject  we 
must  not  forget  the  submucous  laceration.  The  levator  ani,  the 
transver.sus  perinei,  and  the  deep  pelvic  fascia  suffer  most  fre- 
quently from  this  source.  At  times  we  find  no  scar  in  the  vagina 
at  all. 

One  of  the  most  serious  conditions  is  when  the  neck  of  the 
bladder  has  been  separated  from  its  attachments  to  the  pubes, 
thus  predisposing  to  its  prolapse. 

When  the  laceration  extends  into  the  rectum  we  have  the  so- 
called  complete  perineal  laceration.  Fortunately  this  is  a  con- 
dition that  can  be  remedied  by  one  of  the  nicest  operations  in 
plastic  surgery. 

There  are  some  forms  of  perineal  lacerations  accompanied  by 
so  much  atrophy  of  the  tissue  that  their  restoration  proves  an 
impossibility.  In  these  cases  sloughs  have  formed  as  a  result  of 
labor. 

Laceration  of  the  vagina  into  the  rectum  above  the  perineum 
is  rare.  I  have  seen  but  one  case,  where  the  laceration  began  two 
centimetres  below  the  cervix  and  ended  just  above  the  perineum. 
The  patient  was  40  years  old  and  a  primipara.  Neither  the  cer- 
vix nor  the  perineum  was  injured. 

Time  does  not  permit  me  to  speak  of  injuries  to  the  bladder, 
ureter,  and  urethra. 

Rupture  of  the  uterus  should  occupy  our  attention  for  a 
moment.  It  occurs  more  frequently  than  is  ordinarily  supposed, 
and  should  be  spoken  of  when  we  discuss  the  question,  "  How  are 
Ihese  injuries  produced?" 

Lastly  we  should  speak  of  the  injuries  to  the  bony  structure 
and  ligaments  of  the  pelvis.  While  fracture  of  the  pelvis  has 
been  recorded,  it  is  most  likely  due  to  ;i  <1jm';is,',1  condition  of 
the  bone  and  very  unskilful  handling.    The  same  can  be  said  of 
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the  ligaments.  When  an  exceptionally  large  head  is  dragged 
through  the  pelvis  we  may  have  a  separation  of  the  pubic  bones 
at  their  junction. 

Predisposing  Causes. — Predisposing  causes  are  not  always 
easily  made  out,  but  their  study  is  of  the  greatest  importance, 
and  a  knowledge  of  them  will  at  least  foretell  the  danger,  even  if 
it  does  not  succeed  in  preventing  the  injury.  At  times  these  acci- 
dents occur  in  women  in  whom  we  least  expect  trouble.  At  other 
times  we  look  forward  to  their  occurrence  with  certainty  and  then 
only  <head  the  extent.  While  women  in  good  health,  who  have 
been  directed  to  a  proper  exercise  of  their  muscular,  urinary,  in- 
testinal,  and  cutaneous  functions,  will  rarely  be  subjects  for  ex- 
tensive injuries,  such  may  occur  as  unlooked-for  accidents.  The 
sluggish  woman  with  poorly  nourished  body  and  poorly  developed 
muscular  and  osseous  system  is  more  apt  to  suffer. 

(a)  The  condition  of  the  soft  parts  of  the  mother  must  be 
studied,  as  they  suffer  from  diseases  previous  to  impregnation 
and  from  conditions  as  produced  during  labor.  Among  the 
former  we  must  class  those  cases  that  have  suffered  for  years 
from  chronic  catarrhal  endocervicitis  with  ectropium,  causing  an 
induration  of  the  cervix.  They  are  usually  of  a  scrofulous  habit, 
have  been  raised  on  pies,  biscuits,  bread,  and  tea.  Physically 
they  have  always  been  of  a  sluggish  habit,  great  readers  of  sensa- 
tional novels,  and  of  excited  temperament.  Now  and  then  we 
find  an  abnormally  small  vagina,  either  congenital  or  caused  by 
previous  trauma.  Scars  of  such  character  become  serious  ob- 
stacles to  the  expulsion  of  the  fetus  and  cause  further  injuries. 
We  must  also  consider  the  result  of  operations  on  the  soft  parts — 
i.  i ..  the  cervix,  vagina,  and  perineum.  As  a  rule  no  difficulty  is 
experienced  if  there  is  a  normal  amount  of  scar  tissue.  This  is 
quite  different  when  such  scar  tissue  is  produced  by  tightening 
the  sutures  1o  such  a  degree  that  they  have  cut  into  or  through 
the  tissue.  Varicosities  and  condylomata  should  not  be  over- 
ed.  Narrow,  high,  and  non-elastic  perineum  should  be 
thoughl  of  in  this  respect,  especially  in  the  old  primipara. 

The  conditions  produced  during  labor  are  mainly  dryness  of 
the  parts,  occasioned  by  premature  rupture  of  the  membranes. 
and  tedious  Labor. 

(6)  Conditions  of  thi  bony  pelvis  should  next  occupy  our 
attention.  The  woman  with  a  deformed  pelvis  is  the  subject  of 
mosl  unavoidable  accidents.  Such  conditions  are  often  not 
Looked  for  until  Labor  has  progressed.    Eere  we  most  frequently 
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Bee  the  pelvis  too  small  in  all  of  its  diameters.  The  rachitic 
pelvis  predisposes  to  severe  injuries  because  of  the  alowness  with 
which  the  head  enters  the  inlel  and  the  rapidity  with  which  it  is 
forced  through  the  outlet,  not  giving  the  parts  ;i  chance  to  relax. 
The  Hat  sacrum  is  often  the  cause  of  as  much  injury  as  is  a  high, 
narrow  symphysis.  It  would  lead  me  too  far  to  speak  of  the 
various  other  deformities  and  the  abnormal  inclinations  of  th< 
pelvis. 

Of  ili<  abnormal  conditions  af  ih<  fetus  the  relatively 
Large  head  should  occupy  our  attention  first.  We  frequently 
find  that  small  women  have  large  children  with  large  and  hard 
In  ads.  The  relative  proportions  of  the  fetal  head  and  the  bony 
pelvis  cannot  be  too  closely  observed  wherever  there  is  the  slight- 
est danger.  In  fact,  one  at  tent  ion  should  be  drawn  to  this  at  our 
first  visit  in  a  confinement  case.  Not  inf  requently  severe  injuries 
,nc  caused  by  excessive  size  of  the  fetal  shoulder.  You  have  all. 
no  doubt,  congratulated  yourselves  upon  the  successful  delivery 
of  the  head  when  severe  injuries  followed  the  exit  of  the 
shoulder. 

(d)  We  must  furthermore  speak  of  the  abnormal  presentation 
of  the  fetus!  It  is  well  to  know  that  normal  presentations,  when 
they  produce  lacerations,  do  so,  as  a  rule,  in  the  greatest  diameter 
of  the  head  or  shoulder.  A  possible  cause  may  be  the  pass;!-,  of 
the  greatest  diameter  of  the  child's  head.  Of  the  abnormal  pre- 
sentations, the  occipito-posterior,  tin1  face,  brow.  arm.  and 
shoulder  are  of  the  greatest  importance.  This  becomes  the  more 
so  if  the  patient  is  a  primipara  and  the  birth  a  dry  one. 

It  only  remains  for  me  to  draw  your  attention,  under  this  head, 
to  the  injuries  produced  by  the  transverse  exit  of  the  head  from 
the  vulva  as  a  possible  cause  of  injury. 

(e)  Under  abnormalities  occurring  during  the  progress  of 
labor,  the  most  common  is  the  early  rupture  of  the  membranes. 
The  obstetrician  is  often  to  blame.  While  early  rupture  at  timet 
speeds  the  birth  of  the  child,  it  is  often  the  cause  of  a  very  serious 
tedious  labor.  Our  examinations  should  be  conducted  so  as  not 
to  injure  the  membrane,  [mperfeci  flexions  and  extensions  are 
causes  not  so  often  recognized  as  they  should  be. 

Tonic  contraction  of  the  uterus  and  precipitate  labor  are  fruit- 
ful sources  of  injury  in  ihe  soft  parts. 

(f)  Operativi  interferena  causes  the  most  frequenl  and  by 
far  the  most  serious  injuries.  Premature  interference,  whether 
necessarv  to  save  the  life  of  the  mother  or  when  unnecessary 
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that  is,  for  the  convenience  of  the  doctor — produces  the  most  ex- 
tensive injuries. 

(g)  Lastly,  we  have  the  'position  of  the  mother  during  the  birth 
of  the  child.  Children  born  while  the  mother  is  in  a  standing 
position  are  sure  to  produce  injuries,  most  likely  because  of  the 
great  contraction  of  the  uterus,  the  rapid  expulsion  of  the  child, 
and  the  slight  inclination  of  the  pelvis  in  that  position. 

How  the  injuries  are  produced  will  be  best  understood  by 
what  has  just  been  said.  Additional  explanation  will  serve  to 
elucidate  this  matter.  If  we  know  what  produces  these  we  can 
easily  avoid  many. 

The  severe  injuries  are  those  produced  by : 

(a)  Too  rapid  extraction  of  the  fetus.  When  the  soft  parts  are 
in  normal  condition  this  error  in  technique  will  produce  com- 
paratively little  injury.  When  the  soft  parts  are  not  properly 
prepared,  or  when  dry  labor  has  supervened,  the  injuries  are 
most  severe. 

The  indications  for  instrumental  or  forced  delivery  must  be 
very  closely  drawn  before  one  should  attempt  the  extraction  of 
the  fetus  before  the  cervix  has  retracted  over  the  head.  A  dilat- 
able cervix  alone  is  not  sufficient.  There  is  rarely  enough  stress 
laid  upon  this  very  important  consideration. 

While  laceration  of  the  cervix  most  frequently  occurs  in  the 
location  of  the  greatest  diameter  of  the  head,  instrumental  de- 
livery in  a  cervix  not  retracted  will  produce  a  laceration  in  almost 
any  direction.  The  same  can  be  said  of  manual  dilatation  of 
the  cervix.  Both  operations  should  be  avoided  and  considered 
dangerous.  Though  cases  occur  when  they  become  a  necessity  to 
save  life,  I  can  only  repeat  what  I  have  already  said,  that  the 
indications  should  be  closely  drawn.  When  we  come  to  speak  of 
the  results  of  these  injuries  we  will  understand  the  importance  of 
what  has  been  said. 

(b)  PodaUc  version  is  no  infrequent  cause  of  injuries.  Many 
limes  we  hear  of  version  being  accomplished  when  the  forceps 
was  used  in  vain  and  death  resulted  in  two  or  three  days.  If 
autopsies  were  more  frequent  the  obstetrician  would  find  fre- 
quenl  lacerations  of  the  lower  segment  of  the  uterus,  reaching 
into  the  broad  ligamenl  under  iho  peritoneum  or  even  into  the 
peritonea]  cavity,  which  were  never  suspected  at  the  time  of  the 
operation.  Usually  the  head  has  been  pushed  out  through  the 
lent  into  the  peritoneal  cavity. 

How  Can  We  Avoid  These  Injuries? — There  is  probably  no 
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subject    in   the  whole  line  Of  Obstetrics   upon   which  BO  much  has 

been  written,  so  little  accomplished,  and  where  there  is  bo  much 
tn  learn  as  on  the  prevention  of  perineal  lacerations.  Old  and 
discarded  methods  have  hern  reinvented  and  rediscarded.  Thus 
I  have  in  my  possession  some  sixty  articles  on  the  prevention  of 
perineal  Lacerations.  Some  of  the  injuries  spoken  of  are  un- 
avoidable and  we  must  therefore  beware  of  slurring  a  fellow- 
practitioner,  for  what  lias  happened  to  him  to-day  will  occur  in 
our  own  hands  to-morrow. 

In  the  occipitoanterior  position  it  is  of  the  very  greatest  im- 
portance that  the  nape  of  the  neck  be  well  under  the  pubes  before 
the  forehead  is  allowed  to  glide  over  the  perineum.  To  insure 
this  I  have  often  made  pressure  on  the  perineum  between  the 
anus  and  coccyx.  T  would  abstain  from  all  rectal  manipulations 
for  this  purpose,  as  I  should  not  only  fear  injury  to  this  organ, 
but  also  septic  infection.  At  times  I  would  advise  to  push  the 
soft  parts  of  the  mother,  anterior  to  the  head,  under  the  pubes 
and  thus  favor  the  birth  of  the  occiput.  The  patient  should  be 
directed  to  cease  all  voluntary  efforts  at  expulsion.  This  is  much 
helped  by  talking  sharply  to  the  patient  and  by  delivery  in  the 
lateral-prone  position,  as  the  activity  of  the  abdominal  muscles  is 
thereby  lessened  to  a  marked  degree.  Elevation  of  the  lumbar 
region,  when  the  patient  is  on  her  back,  so  as  to  increase  the  in- 
clination of  the  pelvis,  is  strongly  recommended  by  that  master 
of  obstetrics.  Prof.  Schultze,  of  Jena.  The  occipito-posterior 
position  presents  almost  unlimited  chances  for  destruction  of  the 
soft  parts  at  the  outlet.  The  careful  obstetrician  can,  in  a 
majority  of  cases,  avoid  this  position  by  early  assistance,  rotating 
the  head  so  that  the  occiput  will  turn  forward.  Some  fifteen 
years  ago  I  presented  this  particular  subject  to  the  Essex  County 
Society  of  New  Jersey  and  advised  rotating  by  pressure  with  two 
fingers,  or,  if  that  proves  unsuccessful,  with  the  forceps.  Slow 
dilatation  is  of  immense  importance  in  avoiding  perineal  as  well 
as  cervical  lacerations. 

As  many  perineal  lacerations  are  produced  by  the  shoulder,  it 
is  important  to  guard  that  structure  by  lifting  the  head  forward 
the  pubes  and  delivering  the  posterior  arm  first,  while  the 
anterior  shoulder  rests  behind  and  above  the  pubes.  If  this  can- 
not be  done  it  will  be  wise  to  give  the  shoulder  a  more  transverse 
position,  so  as  to  prevent  the  sharp  edee  of  the  shoulder  from 
plowing  up  the  perineum.  In  exceptional  cases  where  it  is  found 
that  the  anterior  shoulder  is  born  first,  it  will  be  wise  to  retard 
6 


82  ILL:    PELVIC   LESIONS   FOLLOWING   LABOR. 

the  posterior  shoulder  until  the  anterior  arm  has  been  born,  thus 
reducing  to  a  marked  degree  the  diameter  of  this  part  of  the 
fetus  as  it  dilates  the  vulva. 

When  I  spoke  of  separating  the  neck  of  the  bladder  from  its 
attachments  to  the  pubes,  I  had  in  mind  the  frequency  with 
which  the  head  is  dragged  against  the  pubes  instead  of  in  a 
downward  and  backward  direction.  As  a  rule  I  find  that  too 
many  physicians  pull  at  the  forceps  in  a  direction  horizontal  to 
the  patient  during  the  early  stage  of  a  forceps  delivery.  The 
dragging  forceps  should  be  directed  backward,  to  be  lifted  for- 
ward as  the  curve  of  the  pubes  indicates  and  as  the  occiput  slides 
over  the  pubes. 

I  now  wish  to  speak  of  the  avoidance  of  those  injuries  which 
have  prompted  the  preparation  of  this  paper.  I  have  reference 
to  those  extensive  lacerations  of  the  cervix,  base  of  the  broad 
ligament,  vagina,  and  perineum  which  have  already  been  touched 
upon  when  I  spoke  of  the  application  of  the  forceps  in  an 
undiluted  and  non-retracted  cervix.  "We  must  first  bear  in  mind 
that  the  operation  is  an  exceedingly  serious  one,  and  that  the 
avoidance  of  the  injury  lies  in  the  fact  that  it  must  never  be 
undertaken  unless  the  indication  is  a  most  important  one.  When 
we  are  forced  to  it  the  prognosis  should  be  a  guarded  one  and 
every  means  exhausted  at  a  normal  dilatation  and  retraction.  At 
times  it  will  be  wise  to  incise  the  anterior  or  lateral  lips  of  the 
cervix.  If  we  can  assure  ourselves  of  the  death  of  the  child, 
craniotomy  should  be  the  choice.  It  will  be  wiser  to  do  a  Cesarean 
section  than  to  force  the  forceps  through  an  undilated  cervix. 
The  chances  for  the  mother  and  child  are  better;  especially  is 
this  the  case  when  we  consider  the  mother's  future  health. 
Manual  dilatation  often  means  nothing  more  than  many  and  deep 
lacerations  of  the  tissue.  Podalic  version  has  rarely,  in  my  ex- 
perience improved  the  condition,  and  the  likelihood  of  a  dead 
child  is  much  greater. 

Lastly,  we  come  to  speak  of  the  results  op  these  injuries. 
We  must  divide  this  subjed  into  two  parts,  ihe  immediate  and  the 
remote.  The  immediate  is  summed  up  by  the  likelihood  of 
Bepsis.  The  remote  results  ;ire  of  the  greatest  importance  and 
deserve  our  closes!  study.  They  are  keeping  the  gynecologist 
busy.  Too  much  stress  cannot  bo  laid  upon  the  seriousness  of 
some  of  these  injuries,  especially  those  produced  by  the  forceps 
on  (lie  unretrat  ted  cervix.  Some  of  the  patients  remain  invalids 
for  years.  <>il  i  r  regain  their  health.    The  latter  cases  are 
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those  whore  there  is  great  destruction  of  the  cellular  tissue  in  th" 
base  of  the  broad  ligament  and  beneath  the  vagina.  I  can  assure 
you  that  this  condition  is  much  more  frequent  than  is  ordinarily 
supposed  and  very  serious  to  the  well-being  of  the  individual. 
Those  who  have  been  visitors  at  my  clinics  know  how  easily  I 
can  foretell  from  the  injuries  the  character  of  the  labor  the 
patient  has  undergone.  When  we  examine  the  woman  months 
afterward  we  find  in  the  severe  cases  such  a  condition  as  this: 
The  vulva  gaps.  There  is  hard,  sclerosed  tissue  about  the  peri- 
iieum  and  on  both  sides  of  the  posterior  wall  of  the  vagina.  The 
vagina  seems  short  and  small,  its  walls  hard,  rigid,  and  fixed,  and 
the  mucous  membrane  thin  and  atrophied.  A  scar  extends  from 
the  lacerated  perineum  up  along  one  or  the  other  side  of  the 
vagina  to  the  cervix.  This  scar  often  fixes  the  vagina  to  the  pelvic 
bones.  It  extends  into  the  cervix,  which  is  drawn  far  to  the  side 
affected  by  the  atrophic  cellular  tissue  at  the  base  of  the  broad 
ligament.  The  cervix  itself  will  be  found  gaping.  The  lacera- 
tion extends  high  up  into  the  cervix,  on  one  or  both  sides,  so  much 
so  that  no  uterine  tissue  is  felt  in  the  angle  of  the  gap. 

The  history  of  such  a  case  is  usually  as  follows :  The  patient 
is  a  primipara ;  was  in  labor  but  a  few  hours,  possibly  eighteen 
or  twenty  hours;  the  membranes  have  been  ruptured  early  or 
ruptured  spontaneously.  Contractile  pains  have  not  been  severe, 
but  it  was  thought  wise  to  terminate  labor  and  forceps  was 
applied  with  difficulty.  It  is  now  discovered  by  the  accoucheur 
that  he  had  a  very  severe  case  on  hand  and  he  calls  in  a  friend 
to  help  him  out.  There  was  an  early,  abundant  flow  of  blood 
from  the  vagina.  Vigorous  and  alternate  activity  on  the  part  of 
the  obstetricians  results  in  delivery  of  what  is  found  to  be  a 
stillbirth.  If  the  mother  avoids  sepsis  she  is  fortunate.  She  is 
never  well  again.  No  operation  or  set  of  operations  will  help 
her.     After  years  of  suffering  some  few  regain  fair  health. 

"With  the  woman  who  has  been  so  unfortunate  as  to  have  a 
separation  of  bones  at  the  symphysis  pubis,  loss  of  the  power  of 
locomotion  for  want  of  fixation  of  the  pelvis  is  the  predominant 
symptom.  It  has  been  my  good  fortune  to  see  several  such  cases, 
and  I.  always  considered  it  quite  pathognomonic  to  find  the 
patient  supporting  her  trunk  with  the  hands  resting  on  the 
thighs.  This  has  invariably  led  me  to  look  for  the  depression  in 
the  symphysis.  The  women  have  all  eventually  regained  their 
health.  The  old  authors  have  recognized  this  difficulty  and  con- 
sidered it  a  serious  injury. 
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The  object  of  my  paper  has  been  to  draw  your  attention  to  the 
one  particular  and  most  mischievous  injury,  and  if  that  has  been 
accomplished  my  endeavor  has  been  of  some  use  to  you.  It  is  the 
danger  of  applying  the  forceps  to  the  head  before  retraction  of 
the  cervix. 


RUPTURE  OF  THE  URINARY  BLADDER. 


JOHN  W.  KEEFE,  M.D., 
Providence,  R.   I. 


Rupture  of  the  bladder  may  involve  one  or  all  three  walls  of 
the  viscus.  A  rupture  is  either  intraperitoneal,  involving  the 
peritoneal  covering;  extraperitoneal,  involving  a  portion  of  the 
bladder  not  covered  with  peritoneum;  or  subperitoneal,  the 
mucous  and  muscular  walls  being  ruptured,  leaving  the  perito- 
neal covering  intact ;  this  latter  variety  is  very  uncommon. 

The  most  frequent  location  of  rupture  is  in  the  upper  and 
posterior  portion  of  the  bladder,  and  this  may  be  accounted  for 
by  the  distended  bladder  lying  in  contact  with  the  promontory 
of  the  sacrum,  force  applied  in  front  pressing  the  viscus  against 
this  bony  point.  The  bladder  wall  is  also  thinnest  at  this 
location.  Most  of  the  ruptures  located  anteriorly  are  compli- 
cated with  fracture  of  the  pelvic  bones.  The  rent  is  usually 
linear,  with  ragged  and  everted  edges.  There  is  usually  but 
one  wound  of  the  bladder;  yet  cases  are  on  record  where  several 
rents  have  been  found.  There  is  greater  liability  of  rupture 
when  the  bladder  is  distended,  often  a  comparatively  slight  trau- 
matism causing  this  lesion. 

A  tuny,  sacculation,  and  ulceration  of  vesical  walls  are  predis- 
posing causes.  Several  cases  of  rupture  are  reported  where 
the  bladder  wall  was  found  hypertrophied.  In  about  half  the 
cases  reported  the  bladder  wall  was  normal.  The  direct  cause 
of  rupture  is  usually  some  form  of  external  violence  applied 
over  the  region  of  the  bladder.  Rupture  by  contre-coup  has 
occurred  by  the  patient  falling  from  a  height  and  striking  on 
the  feet  or  buttocks,  even  with  a  comparatively  empty  bladder. 

'Read  by  title  before  the  American  Association  of  Obstetricians  and 
Gynecologists,  September  17,  1902. 
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Violent  straining  during  defecation,  micturition,  and  parturition 
has  been  known  to  produce  rupture  of  the  bladder.  The  lesion 
is  more  common  in  men  than  in  women  in  a  ratio  of  ten  to  one. 
Rupture  has  occurred  in  over-distension  from  injection  of  fluid 
preparatory  to  a  suprapubic  operation,  and  during  etherization 
with  the  bladder  already  distended. 

The  symptoms  of  bladder  rupture  are:  shock,  pain  over  hypo- 
gastrium,  desire  to  frequently  micturate,  inability  to  void  urine 
or  possibly  a  few  drops  mixed  with  blood.  The  face  is  pale  and 
anxious,  pulse  rapid  and  feeble;  clammy  perspiration;  abdomen 
becomes  distended;  temperature  rises;  delirium;  coma  and  con- 
vulsions may  ensue.  If  the  patient  rallies  from  shock,  perito- 
nitis or  septicemia  may  follow.  Infiltration  of  urine  may  be- 
come  very  extensive,  involving  the  scrotum,  thighs,  abdomen, 
and  back  as  high  as  the  scapular  region.     The  patient  frequently 

he  "  felt  something  give  way  inside  the  belly,"  or  that  he 
suddenly  felt  relief  from  a  previously  over-distended  bladder. 

< '.itheterization  is  of  special  value.  If,  when  a  catheter  is; 
passed,  no  urine  or  a  very  small  amount  is  collected,  when  we 
know  the  patient  has  not  micturated  for  several  hours,  we  may 
suspect  rupture.  Injection  of  fluid  into  the  bladder  which  does 
not  return,  or  if  a  greater  amount  returns  than  was  injected, 
are  also  diagnostic  signs  of  rupture.  Keen  recommends  the  in- 
jection of  air;  if  a  rupture  be  present  the  abdominal  cavity  be- 
comes distended.  There  is  rarely  any  external  evidence  of  con- 
tusion found  over  the  abdomen.  In  some  cases  the  patient  has 
been  able  to  void  a  considerable  quantity  of  water,  even  after 
the  first  catheterization.  One  should  bear  in  mind  that  the 
abdominal  cavity  may  contain  considerable  urine  and  that  com- 

on  of  the  abdominal  muscles  may  force  urine  through  the 
bladder  and  urethra.  Coils  of  intestine  have  occluded  the  rent 
in  the  vesical  walls  in  some  instances,  and  symptoms  of  strangu- 
lation of  the  intestine  have  been  most  prominent.  Adhesions 
about  the  rupture  have  protected  the  general  abdominal  cavity 
>ne  cases. 
The  histories  of  a  number  of  cases  show  that  the  presence 
of  clear  urine  in  the  bladder  is  not  evidence  that  the  viscus  has 
not  been  ruptured.  A  case  in  point  occurred  at  the  Rhode 
Island  Hospital  some  years  ago.  Clear  urine  was  drawn  by 
catheter  at  frequent  intervals  and  there  seemed  to  be  consid- 
erable force  to  the  stream.  The  sudden  event  of  blood  in  the 
urine  after  an  injury  may  lead  one  to  suspect  the  presence  of 
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rupture  of  the  bladder  wall.  Yet  the  urine  may  be  tinged  with 
blood  when  we  have  merely  a  contusion  without  laceration  of 
the  bladder  wall. 

Early  diagnosis  is  most  important;  then  comes  the  determina- 
tion of  whether  the  rent  is  extra-  or  intraperitoneal,  and,  if 
extraperitoneal,  the  extent  of  infiltration.  Digital  examination 
of  the  bladder  wall  by  a  small  median  incision  has  been  prac- 
tised by  some  surgeons.  In  a  series  of  315  cases,  only  16  per 
cent  recovered;  of  21  laparatomies  for  intraperitoneal  ruptures, 
10  were  successful.  I  should  advocate  early  laparatomy  in  ob- 
scure cases,  whether  I  thought  they  might  be  intra-  or  extraperi- 
toneal, so  as  to  determine  the  location  of  the  rent  or  the  extent 
and  position  of  infiltrations,  that  the  rent  may  be  sutured  or 
suitable  drainage  employed.  The  rent  should  be  closed  with 
interrupted,  fine  silk  sutures,  the  ends  cut  short.  The  edge  of 
the  mucous  coat  should  be  inverted  and  stitches  should  include 
only  peritoneal  and  muscular  coats.  The  sutures  should  not  be 
more  than  a  quarter  of  an  inch  apart,  beginning  and  ending  some 
distance  from  the  ends  of  the  wound,  as  it  is  at  these  ends  leak- 
age usually  takes  place.  The  bladder  should  be  moderately  dis- 
tended with  fluid  after  closing  the  wound,  and  additional  sutures 
introduced  if  the  wound  leaks.  An  air  bag  in  the  rectum  may 
aid  in  pushing  the  bladder  forward  and  expedite  the  introduction 
of  the  sutures.  A  soft,  velvet-eyed  catheter  is  introduced  just 
within  the  bladder;  a  rubber  tube  attached  to  the  catheter,  the 
other  end  being  dropped  into  a  bottle,  partially  filled  with  car- 
bolized  solution,  placed  under  the  bed,  thus  siphoning  the  con^ 
tents  of  the  bladder.  The  abdominal  cavity  should  be  washed 
ou1  with  a  normal  salt  solution,  one-tenth  of  one  per  cent.  The 
vesical  and  abdominal  walls  may  be  stitched  together  as  a  last 
resort,  where  the  rent  cannot  be  sutured. 

Thorough  drainage  of  extravasated  urine  in  extraperitoneal 
rupture  should  be  resorted  to,  besides  drainage  of  the  bladder 
by  a  retained  catheter  or  perineal  wound.  Kraske's  operation 
Eor  removal  of  the  coccyx  has  been  done  to  more  thoroughly  drain 
the  posterior  portion  of  the  pelvis.  Cabot  advocates  abdominal 
section  in  both  intra-  and  extraperitoneal  ruptures,  that  a  better 
knowledge  may  be  obtained  of  the  location  of  the  rent  and  of  the 
best  position  for  drainage. 

Early  laparatomy,  which  in  itself  has  a  mortality  of  from  1 
in  3  per  cent,  should  he  practised  in  not  only  every  known  case 
of  rupture  of  the  bladder,  hut  in  the  doubtful  cases. 
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The  following  ease  may  be  of  interesl  :  Mr.  J.  P.  MeC,  aged 
44.  entered  my  service  at  the  Rhode  Island  Hospital  March  21, 
1901.  During  Hie  past  year  he  has  been  treated  by  his  family 
physician  for  chronic  nephritis;  albumin,  hyaline  and  granular 
easts  being  present  in  the  urine,  which  has  been  frequently  ex- 
amined. One  week  ago,  while  attending  a  dinner  with  some  con- 
genial friends,  he  sat  on  the  arm  of  a  Morris  chair.  The  arm 
gave  way,  allowing  one  of  the  rungs  to  pass  through  the  perineum 
a  little  to  the  left  of  the  median  line,  penetrating  the  bladder. 
On  rising  he  withdrew  the  rung,  which  he  found  projecting  from 
the  perineum.  He  bled  profusely  and  was  taken  in  a  carriage  to 
his  family  physician,  who  checked  the  hemorrhage  with  ice  and 
pressure.     He  was  then  treated  at  home  for  one  week. 

On  entering  the  hospital  his  pulse  was  elevated,  he  was  de- 
lirious and  suffered  a  great  deal  from  vesical  tenesmus.  Under 
0x3  uen-chloroform  anesthesia  a  perineal  section  was  performed. 
The  bladder  was  found  distended  and  filled  with  putrid  clots  of 
blood  mixed  with  urine.  A  remnant  of  his  trousers,  which  had 
been  pushed  into  the  wound  by  the  rung,  was  removed.  Vesical 
irrigation  and  drainage  was  carried  out,  and  a  solution  of 
formalin  followed  by  normal  saline  proved  to  be  the  best  solution 
for  irrigation.  Urotropin  was  freely  given  and  it  seemed  to  be  of 
great  benefit. 

May  1,  1901,  he  was  discharged  to  return  home.  He  now  looks 
the  picture  of  health,  but  examination  of  urine  shows  a  small 
amount  of  albumin  and  casts. 

259  Benefit  street. 
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Stated  Meeting,  November  20,  1902. 
The  President,  George  Erety  Shoemaker,  M.D.,  in  the  Chair. 

PATHOLOGICAL  LESIONS  IN  GONORRII  EA. 

Dr.  John  G.  Clark. — When  I  received  the  invitation  to  say 
something  upon  this  subject  my  understanding  was  that  my 
remarks  should  take  more  the  form  of  general  discussion. 

In  the  more  recent  literature  relative  to  the  pathology  of 
gonorrhea  there  is  little  that  is  novel,  and  the  classical  work 
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of  Bumni.  Wertheim,  Neisser,  and  others  stands  practically  un- 
changed, although  in  some  respects  not  altogether  unchallenged. 

One  marked  peculiarity  of  the  gonococcus  is  that,  notwith- 
standing the  fact  that  it  is  the  most  difficult  of  organisms  to- 
cultivate  in  artificial  media,  it  is  nevertheless  one  of  the  most 
tenacious,  long-lived,  and  luxuriant  growers  in  its  favorite  hab- 
itat, the  mucous  membrane  of  the  genito-urinary  tract.  The 
ordinary  pyogenic  organisms  have  a  self-limitation,  in  that  their 
own  toxins  tend  to  destroy  them  after  their  growth  has  reached 
a  certain  stage.  This  peculiarity,  however,  does  not  apply  to  the 
gonococcus,  for  it  will  either  grow  abundantly  or  remain  latent 
in  the  tissues  almost  indefinitely.  Another  peculiarity  of  the 
gonococcus  is  that  it  is  not.  as  a  rule,  a  general  pyogenic  or- 
ganism :  it  is  specific,  in  that  it  produces  its  lesions  chiefly  in  the 
genito-urinary  tract  and,  except  in  rare  instances,  appears  harm- 
less when  it  is  deposited  upon  ordinary  skin  or  peritoneal  sur- 
face. The  streptococcus,  Avhen  rubbed  into  the  tissues  in  any 
part  of  the  body,  will  usually  produce  infection  with  its  charac- 
teristic train  of  symptoms ;  the  gonococcus,  however,  although 
rubbed  into  the  skin  surface  very  vigorously,  in  the  absence  of 
moisture  will  produce  no  lesions  other  than  slight  irritation.  Its 
favorite  site  for  growth,  therefore,  is  a  mucous  membrane  cov- 
ered with  cuboidal  or  columnar  epithelium ;  it  does  not  pene- 
trate, except  under  the  most  favoring  conditions,  pavement 
epithelium. 

Another  theory  which  one  might  deduce  from  the  culture  pecu- 
liarities of  the  gonococcus  is  that,  therapeutically,  it  should  be 
easily  managed ;  to  the  contrary,  however,  it  is  most  difficult  to 
eradicate  when  it  once  becomes  fixed  as  a  chronic  process  in  a 
mucous  membrane.  In  the  external  genito-urinary  tract,  the 
urethra,  vulva,  vagina,  and  cervix,  it  may  be  readily  dealt  with 
by  hygienic  and  therapeutic  measures;  when,  however,  it  once 
reaches  Bartholin's  glands,  the  uterine  mucosa,  or  the  Fallopian 
tubes,  it  is  well-nigh  impossible  to  cure  by  other  than  radical 
operative  measures. 

One  <»f  the  points  which  are  at  present  in  contention  concerns 
especially  the  penetrating  power  of  the  gonococcus.  By  I'm-  the 
largest  number  of  observers  claim  that  it  is  always  superficial  in 
its  growth,  merely  insinuating  ilself  underneath  the  superficial 
layers  of  epithelium,  and  seldom,  or  never,  penetrates  the  under- 
lying connective  tissue  and  muscular  structures.  Wertheim,  of 
Vienna,  however,  is  inclined  to  take  issue  upon  this  point.  In 
a  recent  report  by  one  of  his  assistants,  uonococci  were  found  in 
the  depths  of  the  muscular  structure  of  t lie  Fallopian  tube.  It 
must  l»c  said,  however,  thai  even  Wertheim  has  only  found  this 
in  comparatively  few  eases,  notwithstanding  he  ventures  the 
opinion  thai  iliis  penetration  of  the  organisms  into  the  deeper- 
lying  tissues  occurs  more  frequently  than  is  detected  on  micro- 
Bcopic  section.  Bumm,  who  has  been  the  chief  ehampion  of  the 
other  side  of  the  question,  claims  thai  the  gonoeoeeus  is  always 
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niperficia]  in  its  growth;  thai  the  individual  organism  multiplies, 
forming  a  colony  on  top  of  the  Buperfieial  epithelium,  and  that 
then  they  work  their  way  down  between  the  epithelium  and  be- 
eome  hidden  underneath  the  superficial  layers.  There  is  a  ten- 
dency  for  the  overlyine  epithelium  to  lie  desl  roved  .nid  cast  off, 
and  for  the  character  of  the  cells  which  subsequently  grow  over 
these  diseased  areas  to  be  changed,  the  columnar  becoming  more 
of  the  flat  or  pavemenl  type.  If  tins  latter  theory  is  to  be  ac- 
cepted,  it  would  seem  to  be  one  of  the  easiesl  therapeutic  tasks 
to  so  apply  remedies  to  the  diseased  endometrium  as  completely 
to  eradicate  the  disease.  On  the  contrary,  every  man  who  has 
dealt  with  these  cases  knows  that  it  is  almost  a  hopeless  task  to 
attempt,  to  cure  gonorrheal  endometritis  by  therapeutic  meas- 
ures. Tn  the  urethra,  vagina,  and  cervix  the  disease  is  self-lim- 
iting  and  tends  to  gel  well  of  itself.  These,  therefore,  are  the 
cases  which  give  little  or  no  trouble  and  many  times  do  not  even 
come  under  the  observation  of  a  physician. 

Another  peculiarity  of  the  gonococcus  is  that,  notwithstand- 
ing the  fact  that  it  may  be  carried  back  from  culture  to  culture 
until  it  is  almost  entirely  robbed  of  its  specific  action,  yet  when 
planted  upon  a  mucous  membrane  it  will  at  once  develop  the 
most  virulent  specificity,  producing  intense  inflammation  of  the 
purely  gonorrheal  type.  If,  therefore,  I  were  to  summarize  the 
chief  peculiarities  of  the  ponococcus  I  would  say : 

1.  That  it  requires  a  very  carefully  prepared  artificial  medium 
for  its  growth  and  can  only  be  cultivated  by  observing  the  great- 
est care,  whereas  upon  its  favorite  sites  it  grows  luxuriantly. 

2.  That  it  does  not  tend  to  produce  general  but  local  infection. 

3.  That  it  is  superficial  in  its  growth  and  does  not  tend  to 
penetrate  the  underlying  submucous  tissues. 

These  facts  stand  in  opposition  to  the  clinical  observations  of 
these  cases,  viz.,  that  gonorrhea,  when  it  once  reaches  the  hidden 
mucous  surfaces,  is  the  most  intractable  of  diseases  so  far  as  its 
ultimate  cure  is  concerned;  indeed,  the  sweeping  statement  of 
Noegerrath.  that  "once  infected,  always  infected,"  seems  to  hold 
good  so  far  as  the  mucous  membrane  of  the  uterus  and  the 
epithelial  lining  of  the  Fallopian  tube  are  concerned. 

Dr.  William  B.  Small,  by  invitation,  read  a  paper  on 

THE   TREATMENT   OF   GONORRHEA   IN   WOMEN.1 

Dr.  John  "B.  Shober. — T  was  much  interested  in  Dr.  Clark's 
remarks  in  regard  to  the  pathology  of  gonorrhea,  and  have  no- 
thing to  add  except  in  the  way  of  suggestion.  We  all  recognize  the 

difficulty  in  curing  ironorrheal  affections.  This  difficulty  seem»s 
hard  to  explain,  when  we  consider  that  the  <_ronococci  have  an 
apparently  superficial  habitat.  But  it  has  been  shown  that  the 
gonococci  penetrate  to  the  membrana  propria,  and  not  only  in- 
filtrate it  and  occasionally  penetrate  to  the  underlying  muscu- 
laris.  but  they  also  migrate  between  the  membrana  propria  and 
'See  original  article,  p.  57. 
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the  overlying  epithelium.  This  overlying  epithelium  is  not  im- 
mediately destroyed,  but  retains  its  normal  power  of  resistance 
to  the  action  of  the  mild  germicidal  fluids  we  are  in  the  habit 
of  using.  The  epithelium  thus  acts  as  a  shield  for  the  under- 
lying gonococci,  and  not  until  they  have  caused  sufficient  reac- 
tive inflammation  to  cause  a  destruction  and  shedding  of  the 
epithelium  do  the  gonococci  become  really  superficial  and  cap- 
able of  being  destroyed  by  the  ordinary  topical  applications. 
Sometimes  the  tissues  are  able  to  resist  the  toxins  of  the  gonococci 
and  they  become  encapsulated  and  lie  dormant  until,  liberated  by 
a  subsequent  traumatism  or  inflammation,  they  at  once  light  up 
another  attack  of  gonorrhea.  This  is  the  explanation  of  the  say- 
ing, "Once  infected,  always  infected." 

The  treatment  advocated  by  Dr.  Small  is  excellent  and,  when 
capable  of  being  faithfully  carried  out,  will  doubtless  rapidly 
cure  the  majority  of  cases.  I  would  question,  however,  the  pro- 
priety of  allowing  these  patients  to  inject  their  urethras,  on  ac- 
count of  the  danger  of  infecting  the  bladder.  It  has  been  my 
experience  that  in  the  absence  of  bladder  infection  the  urethra 
will  take  care  of  itself  and  needs  no  topical  treatment,  providing 
the  proper  internal  remedies  are  being  taken.  When  the  blad- 
der, usually  the  trigone,  becomes  infected,  I  depend  upon  instil- 
lations of  the  various  silver  salts.  Inasmuch  as  gonococci  can- 
not live  in  an  alkaline  medium,  as  a  preliminary  measure  I  al- 
ways cleanse  the  vagina,  the  vaginal  vault,  and  the  cervical  canal 
with  a  strong  alkaline  wash.  Lime  water  has  given  me  satisfac- 
tion. I  would  like  to  ask  Dr.  Small  whether  he  has  found  the 
local  use  of  methylene  blue  of  value  in  these  cases.  There  is  one 
important  point  which  I  think  has  not  been  referred  to  to-night. 
In  chronic  cases  the  vulvo-vaginal  glands  are  usually  infected. 
This  may  be  recognized  by  the  so-called  gonorrheal  macula  which 
surrounds  the  orifice  of  each  duct,  and  by  the  possibility  of 
squeezing  a  drop  of  pus  from  each  orifice.  It  is  important  in 
these  cases  to  split  the  glands  open  and  thoroughly  cauterize 
them. 

Dr.  R.  C.  Norkis. — I  have  nothing  to  add  to  the  discussion 
based  on  bacteriological  studies  of  this  subject,  but  I  should  like 
to  cite  my  experience  with  some  of  the  methods  of  treatment. 
Some  years  ago,  when  I  had  a  large  dispensary  service  and  my 
private  patients  were  not  of  the  same  class  as  at  present,  I  saw 
a  great  deal  of  gonorrhea  among  women.  I  have  had  consid- 
erable and  satisfactory  experience  with  the  relatively  recent 
silver  preparations,  and  use  now  in  my  routine  office  work,  even 
in  private  practice,  ichthargen  with  glycerin  for  the  tampons, 
qo  matter  wli.it  the  patient's  station  in  life.  The  newer  silver 
preparations  I  have  found  of  considerable  value.  I  have  tried 
five  and  ten  per  cent  solutions  of  protargol  instead  of  nitrate  of 
silver  for  the  prevention  of  ophthalmia.  My  conviction  is  that  it 
is  not  as  efficient  ;;s  the  two  per  cent  solution  of  silver  nitrate 
originally  recommended  by  Crede. 
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Regarding  the  question  of  curettage  for  acute  gonorrheal  en- 
dometritis, I  have  given  that  up.  While  on  theoretical  grounds  it 
seems  to  I"'  good,  in  my  own  experience  it  has  failed  to  do 

and   in   many  cases  it    has  (lone  harm.      Within   B   month    I    have 

operated  on  two  cases  which  had  been  curetted  in  the  acute 
Btage  of  infection,  and  T  had  to  remove  pus  tubes  in  both  in  spite 
of  curettage.  The  individual's  power  of  resisting  the  gonorrheal 
organisms,  and  the  difference  in  virulence  of  gonococci.  play  an 
important  part  in  the  results  of  any  treatment.  Some  cases  are 
so  virulent  and  Borne  people  so  vulnerable  that  curettage  and  ap- 
plications will  not  destroy  all  the  infection. 

To  split  open  and  cauterize  Bartholin's  glands  is  a  proper  thing 
to  do.  Such  a  wound  will  be  completely  disinfected  and  Nature 
will  promptly  repair  it.  Scraping  away  the  endometrium  lessens 
its  power  of  resistance  against  the  organisms  not  removed  from 
the  deeper  tissues  and  the  depths  of  the  utricular  glands,  and 
makes  tlie  entire  cavity  oi'  the  wound  more  vulnerable;  and  if  our 
drugs  applied  after  thorough  curettage  can  be  efficient  destroy- 
ing agents,  which  I  doubt,  we  can  use  solutions  sufficiently  strong 
not  to  destroy  the  epithelium,  hut  which  will  reach  the  germs 
almost  as  thoroughly  and  without  the  dangers  of  the  curette. 
If  we  leave  one  or  two  germs  that  our  curettage  and  cauteriza- 
tion have  failed,  and  of  necessity  will  fail,  to  reach,  we  have 
not  achieved  perfect  results  from  both  treatments.  Theoretically 
I  cannot  believe  in  the  curette  for  these  cases.  Practically  I  have 
found  it  of  little  value  and  sometimes  very  harmful.  The  appli- 
cation of  the  silver  preparations,  with  moderate  dilatation  of  the 
cervix  to  insure  thorough  application,  seems  to  be  less  harmful, 
quite  as  efficient,  and  the  after-effects  are  not  so  grave  as  after 
curettement.  Certain  areas,  such  as  Skene's  urethrae  and  Bar- 
tholin's glands,  are  best  treated  surgically.  The  endometrium, 
from  the  viewpoint  of  our  discussion,  should  not  be  so  roughly 
treated.  I  know  of  no  surgeon  who  would  curette  the  male 
urethra  and  expect  to  improve  gonorrheal  urethritis. 

Dr.  Clark. — Dr.  Norris  has  largely  voiced  my  sentiments  rela- 
tive to  the  curette.  I  have  felt  for  a  long  time  that  no  treatment 
is  more  often  misapplied  and  does  more  harm  than  the  use  of 
the  curette  in  gonorrheal  cases.  When  gonorrhea  lias  become 
fundal — returning  to  Xnerrerrath's  statement — I  might  say  that 
"once  infected,  always  infected."  A  case  showing  how  difficult 
it  is  to  eradicate  the  diseased  endometrium  with  the  curette  comes 
to  my  mind.  About  a  year  ago,  in  a  patient  with  gonorrheal 
pus  tubes,  I  excised  the  Fallopian  tubes  by  wedge-shaped  in- 
cisions into  the  fundus.  Through  these  openings  I  curetted  thor- 
oughly and  applied  formalin  solution.  The  patient's  discharge 
subsequent  to  the  operation  was  lessened  materially.  Since  then 
it  has  recurred  in  even  a  more  profuse  form,  and  only  three 
weeks  ago  gonococci  were  again  abundantly  obtained  in  the  pus. 
So  far  as  the  curette  is  concerned,  I  feel  that  only  in  the  most 
eli ionic  type  of  cases  with  the  tubes  already  infected,  as  a  final 


92  TRANSACTIONS   OF 

resort  and  not  with  great  hope  of  cure,  we  may  perhaps  use  the 
curette.  The  results  claimed  by  Kronig  and  Menge  from  the 
direct  application  of  formalin  are  remarkably  good. 

Dr.  Stricker  Coles. — I  have  nothing  to  add,  except  that  I 
would  like  to  mention  the  occurrence  of  gonorrhea  in  pregnancy. 
Last  year  I  had  three  severe  cases  along  in  the  latter  months  of 
pregnancy.  I  used  nitrate  of  silver  and  ichthyol,  and  then  af- 
terward Churchill's  tincture  of  iodine.  In  all  of  the  cases  the 
result  was  good.  All  of  the  children  were  born  without  any 
ophthalmia.  I  did  not  use  Crede's  method,  but  simply  washed 
the  child's  eye  out  with  boracic  acid  solution.  In  one  case  I  was 
very  much  worried  because  the  discharge  did  not  stop.  A  douche 
w;is  given  before  labor  and  the  child  was  born  without  ophthal- 
mia. The  gonorrhea  had  no  effect  upon  the  puerperium  or  on 
the  child. 

Dr.  John  C.  Da  Costa. — If  the  gonococcus  is  confined  en- 
tirely to  the  mucous  membrane,  how  is  it  that  Ave  have  stricture  in 
old  cases? 

In  regard  to  Dr.  Small's  statement  that  "we  don't  see  many 
acute  cases  of  gonorrhea  except  in  the  hospital, ' '  my  experience  is 
that  most  of  the  hospital  cases  are  chronic.     In  the  acute  casea 
I  have  found  the  older  treatment  of  value,  viz.,  to  treat  inflamma- 
tion <»f  the  mucous  membrane  in  the  urethra  just  as  we  treat  in- 
flammation of  any  other  mucous  membrane,  in  the  beginning  by 
very  mild  applications.     The  one  I  like  best  is  the  acetate  of 
zinc,  not  more  than  two  or  three  grains  to  the  ounce.     I  think 
you  can  prevent  the  infection  going  into  the  bladder  by  using 
either  methylene  blue  or  urotropin.  and  do  not  remember  any 
cases  of  the  infection  extending  to  the  bladder  in  which  those 
drugs  were  given.     The  objection  to  methylene  blue  is  that  it 
discolors  the  urine  for  ten  days  or  two  weeks  and  exposes  the 
patient   to   criticism.     When    the   case   is   chronic   I   swab   the 
urethra  out  with  a  solution  of  hydrastis.     It  hurts,  but  it  cures. 
Thai  is  for  urethritis.     For  specific  vaginitis  I  use  sixty  grains 
to  the  ounce  of  nitrate  of  silver  solution.     This  can  be  neutral- 
ized  by  afterward  using  ;i  s!  rung  salt  solution.     Ordinarily  in  old 
chronic  cases  our  or  two  applications  at  intervals  of  a  couple  of 
•  lays  will  cure.     Where  the  gonorrhea  has  extended  to  the  cer- 
vix 1  do  not  agree  with  Dr.  Norris.     I  do  believe  in  using  the 
curette  in  the  cervix.     When  it  gets  to  the  body  of  the  uterus  I 
do  not  us,,  it.     I  have  found  it  better  to  dilate  and  swab  out  the 
entire  interior  of  thai  uterus.     I  have  used  various  applications, 
but  have  noi  been  so  fortunate  ;is  \>v.  Small  with  the  silver  prep- 
arations.    T  have  gone  bach  to  the  old   preparations.     Another 
remedy   not    mentioned    is  the   bichloride  of   mercury — the  old 
ive  sublimate.     If  yon  have  urethritis  you  can  prevent  in- 
volvement of  the  vagina  by  the  use  of  the  bichloride  of  mercury, 
1:2000,  but  eare  must  be  exercised  in  its  use.     In  two  unfortu- 
nate e.-ises  in  which  T  used   1  :2000  birliloride  the  whole  mucous 
membrane  of  the  vaguv   sloughed  off.     if  ;i  strong  preparation 
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of  the  bichloride  is  used,  something  must  also  be  used  to  neutral- 
ize or  modify  it  as.  Eor  instance,  following  the  bichloride  douche 
by  one  of  boric  acid  or  common  Bait. 

Dr.  John  EL  Gibvin. — 1  wanl  to  mention  one  practice  I  have 
mad."  in  the  treatmenl  of  these  cases  thai  of  using  some  mild  sol- 
vent solution  first     In  the  early  stages  I  have  round  a  weakened 

Dobell's  solution  useful  either  as  a  BWab  "r  spray;  and  in  llie 
later  stages,  after  using  the  mild  solvent.  I  use  very  Btrong  solu- 
tions of  nitrate  of  silver  or  pure  carbolic  acid.  But  I  believe  if 
we  use  these  solutions  we  must  use  them  ourselves  and  at  fre- 
quent intervals  and  persistently.  Also  in  chronic  eases  I  have 
seen  benefit  result  from  the  use  of  tampons  covered  with  zinc  or 
boric  acid  ointment. 

Dr.  Small  (closing). — In  answer  to  Dr.  Shoemaker.  [  men- 
tioned the  use  of  the  argyrol  as  a  douche  in  strengths  from  1  :200 
to  1  :400.  The  usual  injection  is  a  twenty  per  eenl  solution  of 
about  half  a  drachm.  1  have  not  used  the  methylene  blue  in  late 
years  on  account  of  the  coloration  of  the  urine.  I  think  in  every 
ease  posterior  urethritis  is  one  of  the  most  marked  symptoms. 
I  believe  it  is  held  by  a  good  many  authorities  that  the  whole 
bladder  is  not  infected  by  the  gonococcus.  I  advise  the  use  of 
hydrastis  in  injections  in  the  later  stages.  I  use  argyrol  in  prefer- 
ence to  nitrate  of  silver  because  it  is  an  albuminate  of  silver 
containing  twenty  per  cent  of  free  silver,  much  less  irritating 
than  silver.  Dobell's  solution  I  have  found  very  useful.  Curet- 
tage has  been  so  thoroughly  spoken  of  by  Dr.  Clark  that  it  needs 
no  further  consideration. 

Dr.  Clark  (closing). — In  answer  to  Dr.  Da  Costa's  question 
relative  to  stricture.  I  would  say  that  this  sequel  of  gonorrhea 
seldom  occurs  in  women,  although  rather  frequent  in  men.  In 
fact,  I  have  never  seen  more  than  three  cases  of  urethral  stric- 
ture of  gonorrheal  origin  in  women.  As  to  the  cause  of  the 
stricture,  it  is  not  necessary  to  assume  that  the  gonococcus  ac- 
tually invades  the  connective  tissue  underlying  the  mucous  mem- 
brane of  the  urethra.  Around  every  point  of  local  irritation 
there  will  be  a  marked  infiltration  of  the  underlying  tissues  with 
round  cells  and  leucocytes.  This  is  always  the  case  when  there 
is  a  local  nidus  of  chronic  gonorrheal  infection.  The  gonococcus 
does  not  actually  invade  the  underlying  tissue,  but  sets  up  an 
underlying  inflammatory  zone,  which  leads  ultimately  to  the 
production  of  new  connective  tissue,  and  this  in  turn  shrinks 
sufficiently  to  produce  a  stricture.  AVhile.  as  I  have  stated,  the 
general  opinion  is  that  the  gonococci  do  not  penetrate  the  deep 
underlying  tissue,  out  of  deference  to  the  careful  work  id'  Wert- 
heim.  who  has  reported  instances  to  the  contrary,  the  subject 
must  In'  carefully  reviewed  in  the  future.  I  udy  by  making  ac- 
curate serial  sections  of  the  diseased  areas,  which  must  1 art- 
fully stained  for  bacteria,  will  it  be  possible  to  definitely  settle 
this  question. 
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Dr.  William  R.  Nicholson  presented  a  paper  on 

PREGNANCY    COMPLICATED   BY   SEVERE    HEART   LESION.1 

Dr.  R.  C.  Norris. — Dr.  Nicholson  has  brought  out  all  the  points 
practically  that  we  are  familiar  with  at  the  present  time.  Aside 
from  the  mechanical  pressure,  which  reacts  unfavorably  upon  the 
heart.  I  think  a  pregnant  woman  with  heart  disease  should  be 
closely  watched  from  the  standpoint  of  toxemia.  That  the  heart 
can  be  the  organ  to  bear  the  strain  of  a  toxemia  was  impressed 
upon  me  in  one  of  the  fatal  cases  I  have  had  at  the  Preston  Re- 
treat. The  woman  entered  the  hospital  in  labor  with  no  history 
nor  signs  of  any  heart  lesion.  She  had  a  spontaneous  labor  of 
normal  duration.  Immediately  after  the  birth  of  the  child  signs 
of  heart  failure  appeared.  The  symptoms  suggested  at  first  a 
rapidly  fatal  internal  hemorrhage,  such  as  one  of  those  rare 
cases  of  ruptured  varicose  vein  in  the  broad  ligament.  The  signs 
of  bleeding,  however,  did  not  continue,  and  in  spite  of  active 
stimulation  the  woman  died.  The  autopsy  was  made  by  Dr. 
Edsall.  A  microscopic  study  of  the  heart  showed  degeneration 
of  heart  muscle  as  the  result  of  toxemia.  The  brunt  of  this 
toxemia  had  not  been  upon  the  kidneys  or  liver,  but  upon  the 
heart,  and  she  died  as  a  direct  result  of  the  toxic  condition  which 
resulted  in  fragmentation,  so-called,  of  the  cardiac  muscle. 
When  toxemia  makes  its  appearance  even  in  the  mildest  grade 
of  organic  heart  disease  complicating  pregnancy,  it  is  of  evil 
prognostication.  Dr.  Nicholson's  very  excellent  paper  agrees 
entirely  with  the  experience  of  all  men  who  see  these  cases. 
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Meeting  of  November  11,  1902. 
The  President,  Egbert  H.  Grandin,  M.D.,  in  the  Chair. 

SPECIMEN   OF  A  RESECTION   OF  SEVEN  INCHES  OF  SMALL  INTESTINE 

WITH   THE  O'HARA   FORCEPS  FOR  CONSTRICTION  AND  INJURY 

TO    THE    GUT    COMPLICATING    THE    REMOVAL    OF    AN    OLD 

TUBO-OVARIAN    ABSCESS    WITH     APPENDICITIS; 

UNCOMPLICATED     RECOVERY. 

Dr.  George  Gray  Ward,  Jr. — Mrs.  A.  S.,  aged  26  years,  mar- 
ried seven  years,  was  perfectly  healthy  until  the  birth  of  her 
child  five  years  ago.  The  delivery  necessitated  a  difficult  for- 
ceps operation,  which  was  followed  by  sepsis.  From  the  time 
of  the  Labor  she  suffered  from  constant  pain  on  the  right  side  of 
the  uterus,  with  exacerbations  of  fever.  She  was  treated  with 
local  applications  for  two  years  and  then  operated  upon  three 
'See  original  article,  p.  44. 
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years  ago  for  an  abscess  in  the  right  inguinal  region.  Tins 
abscess  was  incised  and  thoroughly  evacuated,  bu1  ii  had  never 
healed  in  spite  of  every  effort  to  close  it  by  Local  treatment. 
When  the  patienl  was  firsi  seen  she  had  ;i  sinus  in  the  right  groin 
which  was  discharging  thick  pus  very  profusely.  She  had  con- 
st.-mt  pelvic  pain,  worse  on  the  righl  side,  and  occasionally  a 
profuse  leucorrhea,  and  at  times  the  pus  has  discharged  Crom 
the  rectum.  Examination  under  anesthesia  revealed  a  Large  muss 
in  the  right  broad  Ligament,  and  a  probe  passed  into  the  inguinal 
sinus  for  a  distance  of  seven  or  eight  inches  into  the  mass  in  the 
pelvis.  The  general  health  of  the  patient  was  greatly  impaired 
by  the  constant  discharge  and  pain. 

On  July  30.  1902,  the  patient  was  operated  upon  by  mo  in  the 
Pnst-(  Iraduate  Hospital.  A  vairinal  incision  into  the  cul-de-sac 
was  first  made  for  purposes  of  exploration  and  diagnosis  and 
drainage,  as  it  was  thought  thai  possibly  the  abscess  cavity 
could  be  removed  by  that  method  and  thus  avoid  opening  the 
abdomen  with  a  discharging  sinus  so  close  to  the  field  of  opera- 
tion. The  extensive  intestinal  adhesions  made  a  laparatomy  im- 
perative, so  that  the  inguinal  sinus  was  covered  with  gauze  and 
then  sealed  with  collodion  to  avoid  contamination  of  the  abdom- 
inal wound.  An  incision  into  the  median  line  was  made,  and 
the  densely  adherent  omentum  was  ligated  in  sections  and  freed 
from  the  bladder  and  uterus.  The  vermiform  appendix  and 
two  loops  of  the  ileum  were  densely  adherent  to  the  walls  of  a 
tubo-ovarian  abscess.  The  appendix  was  first  removed,  liber- 
ating the  caput  coli,  and  with  great  difficulty  the  two  loops  of 
the  bowel  were  separated;  one  loop  contained  an  opening,  one 
inch  in  length,  communicating  with  the  abscess  cavity,  and  thus 
accounting  for  the  occasional  discharge  of  pus  per  rectum.  This 
opening  was  closed  by  inverting  the  edges  with  silk  mattress 
sutures.  The  other  loop  of  the  bowel  was  constricted  in  its  centre, 
and  the  coats  were  much  damaged  and  contained  several  small  per- 
forations, so  that  it  was  not  deemed  safe  to  leave  it.  The  O'Hara 
forceps — which  I  had  obtained  after  seeing  them  presented  and 
demonstrated  by  Dr.  Brooks  H.  Wells  last  winter  at  this  Society 
•were  used  in  making  the  resection  of  the  seven  inches  of  dam- 
aged bowel,  and  an  end-to-end  anastomosis  made  with  surprising 

accuracy,  and  cleanliness,  so  much  so  that  T  wish  to  pre- 
sent them  again  to  the  Fellows  with  the  article  by  Dr.  O'Hara 

' ptivo  of  their  use  in  Tin:  AMERICAN  JOURNAL  OF  <  >BSTETRIC8 
for  July.  1000.  Silk  mattress  sutures  were  used  after  the 
method  of  Halsted.     The  walls  of  the  tubo-ovarian  abscess  were 

■led  out  in  the  usual  way  and  the  opening  of  the  inguinal 
sinus  closed  with  a  stitch.  Vaginal  drainage  with  gauze  was  em- 
ployed. 

The  patienl  made  an  uninterrupted  recovery,  the  temperature 
and   pub,,  were  normal  on  the  fourteenth  day,  and  she  was  out 

of  bed  on  the  t wen t y-sevi  ii t h  day.  She  has  since  gained  fifteen 
pounds  and  is  perfectly  well. 
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The  O'Hara  forceps  have  such  decided  advantages  over  the 
other  aids  to  intestinal  anastomosis  that  I  believe  their  virtues 
need  but  be  emphasized  to  insure  their  being  given  a  trial.  I 
have  been  surprised  to  find  how  many  men,  prominent  as  ab- 
dominal surgeons,  have  never  heard  of  them.  Among  their  ad- 
vantages may  be  mentioned  the  following: 

1.  One  pair  of  the  O'Hara  forceps  is  required  for  any  size  of 
intestine,  while  different  sizes  of  Murphy  buttons  or  La  Place 
forceps  are  needed. 

2.  It  is  not  necessary  to  ligate  or  clamp  the  bowel  as  with 
the  button  or  other  methods,  as  the  O'Hara  forceps  keep  the 
intestine  closed  at  the  site  of  resection  throughout  the  operation. 

3.  No  manipulation  or  work  inside  the  bowel  is  done,  so  that 
the  advantage  of  cleanliness  is  one  of  the  strongest  points  in  their 
favor. 

4.  Perfect  control  of  the  work,  the  slippery  intestines  being 
held  with  great  ease  and  allowing  accuracy  of  suturing. 

5.  Simplicity. 

I  have  received  a  letter  from  Dr.  0  'Hara  in  which  he  sends  me 
the  report  of  four  cases  where  they  have  been  used,  three  suc- 
cessfully, and  one  died  in  eighteen  hours  from  shock  of  a  very 
severe  laparatomy  for  adhesions.  Dr.  Brooks  H.  Wells  reports 
their  successful  use  in  a  case  of  ileo-colostomy  for  carcinoma. 

MULTIPLE     FIBROMATOUS     UTERUS,     SUPPURATIVE     IN     CHARACTER, 

I  !<  IMPLICATED  WITH  AN  ELONGATED  CERVIX  AND  COMPLETE 

PROLAPSUS  OF  THE  VAGINAL  WALLS  IN  A  VIRGIN. 

Dr.  George  Gray  Ward,  Jr. — The  patient,  aged  50  years  and 
unmarried  and  a  virgin,  came  to  me  with  a  diagnosis  already 
made  of  complete  prolapsus  uteri,  and  complaining  of  nothing 
other  than  the  inconvenience  in  walking.  The  menopause  had 
occurred  without  trouble  five  years  before,  and  the  condition 
of  the  prolapsus  had  existed  for  the  past  two  years.  Examina- 
tion revealed  the  usual  condition  present  in  complete  prolapsus 
of  the  vaginal  walls  and  uterus.  A  sound  entered  the  cervix  and 
apparently  reached  the  fundus  at  a  depth  of  two  and  a  half 
inches.  The  vaginal  walls  were  easily  replaced;  and  although 
the  abdominal  walls  were  very  fat,  the  fundus  of  the  uterus,  of 
Dorma]  size,  was  supposed  to  have  been  felt,  but  which  after- 
ward  proved  to  be  the  pedunculated  fibroid  attached  to  the  speci- 
men. The  growth,  which  completely  blocked  the  pelvic  cavity 
below  the  brim,  was  not  recognized  until  the  patient  was  under 
ether  and  ready  for  the  operation  of  ventral  fixation  with  silk 
sutures  and  posterior  colporrhaphy  and  perineorrhaphy,  which  I 
proposed  to  do  for  a  cure  of  the  condition.  On  opening  the  ab- 
domen a  great,  thickened  peritoneum  was  found,  giving  evidence 
of  the  existence  of  a  chronic  peritonitis  due  to  the  suppurative 
character  of  the  growth.  The  pedunculated  portion  of  the 
fibroid  \v;is  of  a  yellow  color  and  much  softened  and  degene- 
rated.    A   supravaginal   hysterectomy  was  performed,  and  the 
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stump  of  the  cervix  was  easily  broughl  ap  to  the  abdominal  wall 
and  fastened  by  passing  two  Btrong  braided  silk  Butures  through 
the  cervical  tissue  and  abdominal  wall,  including  the  fascia  of 
the  rectus  muscle.  Two  weeks  later  a  posterior  colporrhaphy 
and  perineorrhaphy  was  done  to  close  the  relaxed  vaginal  out- 
Lei  and  support  the  suspended  vaginal  walls.  The  patienl  made 
a  rapid  and  complete  recovery. 

rOMA;   TWISTED   PEDIC1  l..    WITH    IMPACTION    IN    001  GLAS'   I  I  I 
DE-SAC,  SIMULATING  PELVIC  ABSCESS  OF  PUERPERAL  ORIGIN. 

Dr.  Hiram  N.  Vlneberg-  I  was  called  in  consultation  to 
Mrs.  S.  on  October  21,  l!'ir_».  for  supposed  puerperal  sepsis.  The 
patienl  was  '■'<"  years  of  age,  married  six  years,  and  had  three 
children,  being  delivered  of  the  last  child  four  weeks  prior. 
The  labor  seemed  to  be  uormal,  and  the  only  unusual  feature  ob- 
served  by  the  attending  physician  was  severe  pain  along  the  an- 
terior  part  of  the  righl  thigh  during  each  labor  pain.  This  symp- 
tom was  presenl  also  during  the  labor  preceding  the  present 
one.  She  made  an  apparently  good  recovery  and  was  up  and 
about  at  the  end  of  two  weeks.  Four  days  before  1  saw  her  she 
had  been  seized  with  pain  in  the  lower  part  of  the  abdomen,  ac- 
eompanied  by  a  temperature  of  103°.  The  attending  physician, 
finding  what  he  took  to  be  an  enlargement  of  the  uterus  from 
subinvolution,  superficially  curetted  the  uterus  and  gave  an 
intrauterine  irrigation,  washing  away  considerable  debris.  This 
was  followed  by  reduction  of  the  fever,  but  on  the  following  day 
the  temperature  rose  again,  the  pain  persisted,  and  the  patient 
Buffered  from  painful  defecation  and  at  times  from  retention  of 
mine.  These  symptoms  continued  until  the  time  of  my  visit.  I 
found  the  patient  in  bed  with  a  temperature  of  103°,  pulse  120, 
a  coated  tongue,  abdomen  moderately  distended  and  markedly 
tender  over  the  hypogastrium.  On  vaginal  examination  the  pos- 
terior part  of  the  pelvic  cavity  was  found  filled  by  a  spherical 
mass  which  was  encroaching  upon  the  rectum.  It  was  fluctuat- 
ing and  Beemed  to  be  intimately  connected  with  the  uterus,  which 
lay  in  front  and  appeared  to  be  considerably  enlarged.  A  diag- 
nosis of  pelvic  abscess  due  in  puerperal  infection  was  made  and 
vagina]  incision  and  drainage  were  advised.  ( )n  the  afternoon  of 
the  same  day,  at  the  patient's  house,  I  made  a  posterior  vaginal 
incision,  but  to  my  surprise  no  pus  appeared.  On  introducing 
two  fingers  into  the  incision  I  found  that  the  cystic  mass  was 
about  one  inch  above  the  incision.  I  made  an  opening  into  the 
mas-  with  seivsnfs.  guiding  them  with  my  fingers.  Some  puri- 
toi-m  fluid  escaped,  then  a  mass  of  hairs  and  debris,  showing  we 
had  to  deal  with  a  Buppurating  tumor  of  the  ovary  of  a  dermoid 
nature.  After  irrigating  the  interior  of  the  cysl  with  sterile 
water,  I  passed  my  fingers  within  the  cyst  and  found  that  there 
i  -.>iid  body  attached  to  it-  upper  wall.  The  cyst  being 
firmly  fixed  in  the  pelvis,  and  not  being  prepared  In  open  the 
abdomen,  1  packed  the  interior  of  the  cyst  with  iodoform  gauze 
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and  had  the  patient  transported  to  St.  Mark's  Hospital.  The 
fever  promptly  fell  and  the  patient  was  fairly  comfortable.  Two 
days  later  I  performed  a  laparatomy.  I  found  the  omentum 
and  intestines  adherent  to  the  upper  border  of  the  pelvic  tumor. 
After  liberating  these  I  could  see  that  the  tumor  was  one  of  the 
right  ovary  and  that  the  pedicle  had  undergone  two  complete 
twists.  The  tube  was  edematous,  almost  black  in  color,  as  were 
also  the  walls  of  the  cyst.  The  pedicle  was  ligated  and  the  tumor 
ablated.  The  abdominal  incision  was  closed  with  sutures.  The 
patient  is  making  an  uneventful  recovery,  the  abdominal  wound 
healing  by  primary  intention.  You  see  that  the  solid  body  at- 
tached to  the  interior  of  the  cyst  is  about  the  size  of  a  turkey's 
egg  and  bears  the  shape  of  the  trunk  of  a  human  fetus.  On 
either  side  at  its  inferior  part  is  a  rudimentary  leg  with  five  rudi- 
mentary toes.  In  the  centre  is  a  penile-like  projection  of  almost 
a  black  color  from  effusion  of  blood  due  to  the  twisted  pedicle.  I 
have  not  cut  into  the  mass  to  determine  what  internal  organs  are 
represented,  but  have  no  doubt  it  consists  of  the  usual  aberration 
of  organs  usually  found  in  such  growths. 

Apart  from  the  rarity  of  such  specimens,  the  case  is  of  interest 
from  a  clinical  standpoint.  The  history  and  the  physical  signs 
pointed  unmistakably  to  a  pelvic  abscess  of  septic  origin.  Here 
was  a  woman,  in  whom  I  was  assured  by  her  physician  there  had 
been  no  pelvic  tumor  at  time  of  delivery,  taken  suddenly  ill  with 
fever  and  pain  after  she  had  been  allowed  to  get  up  and  go  about. 
I  find  the  general  conditions  of  sepsis,  fever,  rapid  pulse,  and  a 
coated  tongue.  On  examination  a  large,  fixed,  fluctuating  mass 
is  found  behind  the  uterus,  and  evidence  that  the  uterus  had  not 
undergone  proper  involution.  Any  other  diagnosis  than  the  one 
made  could  not  reasonably  have  been  entertained.  Although  not 
premeditated,  the  course  pursued  is  one  which,  to  my  mind,  was 
the  safest,  even  had  I  known  the  true  nature  of  the  existing  con- 
dition. By  evacuating  the  liquid  contents  of  the  tumor,  which 
was  decidedly  septic,  from  below,  the  removal  of  the  tumor  after- 
ward through  an  incision  from  above  was  attended  with  no  risk 
of  infection  of  the  general  peritoneal  cavity.  Of  course,  or- 
dinarily the  operation  can  be  completed  at  one  sitting,  particu- 
larly if  the  precaution  be  taken  to  use  rubber  gloves  during  the 
first  step.  As  I  am  always  in  the  habit  of  using  rubber  gloves 
when  T  suspect  pus  or  a  septic  condition,  a  surprise  of  that  kind 
would  not  find  me  unprepared  to  finish  the  operation,  were  I 
provided  with  the  necessary  instruments  and  assistants. 

TUBERCULOSIS    OF    VAGINAL    PORTION    OF    THE    CERVIX   AND    OF    THE 

ENDOMETRIUM,    ASSOCIATED     WITH     TUBERCULAR     DISEASE 

OF  THE  ADNEXA;   HYSTERECTOMY;   DEATH. 

Dr.  Hiram  N.  Vineberg. — Mrs.  G.  F.,  aged  37  years,  married 
nineteen  years,  had  nine  children  and  no  miscarriages.  Menses 
set  in  at  the  age  of  12  years,  were  regular,  moderate  in  amount, 
and    not  attended   with   pain.     She   was   admitted   to  the   Mt. 
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Sinai  Hospital  July  29,  L902.  Ber  family  history  \v;ts  m >ga- 
livc  Two  years  and  a  hall  ago  she  had  had  pleurisy  and  effu- 
sion, for  which  she  was  tapped.  This  was  her  only  illness  until 
tlic  present  one,  which  began  aboul  three  weeks  ago  with  pain  in 
the  lower  part  of  the  abdomen  and  with  fever.  She  has  been 
confined  to  bed  all  the  time.  The  menses  have  not  recurred  for 
two  months,  and  she  has  had  no  chills,  no  night  sweats,  no 
cough,  no  hemoptysis,  no  dyspnea,  no  edema  of  legs.  She  has 
lost  considerable  flesh  and  strength.  Upon  admission  she  showed 
B  sallow  complexion  and  was  very  much  emaciated.  Tempera- 
ture was  99°  F.  in  the  morning  and  102°  F.  in  the  afternoon. 
Her  tongue  was  coated  with  a  white  fur.  There  was  retraction 
above  and  below  the  clavicles  on  both  sides.  There  was  some 
dulness  over  both  apices  behind.  No  cough.  No  sputum. 
There  was  a  systolic  murmur  in  the  third  interspace  near  the 
sternum,  probably  hemic.  On  vaginal  examination  the  uterus  is 
found  enlarged  to  the  size  of  a  gravid  uterus  at  the  sixth  or 
seventh  week.  There  is  a  mass  to  the  left  and  behind  the  uterus, 
the  size  of  a  hen's  egg,  which  is  very  firmly  fixed  to  the  uterus. 
The  right  tube  is  about  the  thickness  of  the  thumb. 

Upon  ocular  inspection  the  cervix  is  considerably  enlarged, 
the  hypertrophy  being  most  marked  in  the  anterior  lip,  which 
presents  three  large  ulcerations.  The  ulcers  are  irregular  in 
outline,  moderately  deep,  and  covered  with  a  dirty-grayish  exu- 
date. They  are  separated  from  one  another  by  a  very  narrow 
strip  of  mucous  membrane  of  a  rather  bright-red  color.  There 
is  no  marked  induration  of  the  lip,  no  friability  of  the  tissues, 
and  no  tendency  to  bleed  on  being  touched.  There  is  a  thick, 
tenacious,  grayish-yellow  discharge  from  the  external  os.  I 
made  the  diagnosis  of  tubercular  ulceration  of  the  vaginal  por- 
tion, with  probable  tubercular  disease  of  the  adnexa.  The  ab- 
sence of  menstruation  for  two  months,  associated  with  enlarge- 
ment of  the  uterus,  gave  rise  to  the  suspicion  of  pregnancy. 
Repeated  examination  of  the  discharge  from  the  surface  of  the 
ulcers  and  from  the  cervix  did  not  show  any  tubercle  bacilli. 
Although  I  had  never  seen  a  case  of  tubercular  ulceration  of  the 
cervix,  I  adhered  to  my  diagnosis,  which  I  had  reached  by  a  pro- 
cess of  exclusion,  in  spite  of  the  negative  results  of  the  bacterio- 
logical examinations.  The  pathologist,  however,  was  enabled 
to  report,  in  the  course  of  a  few  days,  that  the  lesion  was  tuber- 
culous, from  a  fragmenl  of  tissue  which  I  had  gouged  out  with 
Hi'-  sharp  spoon  from  the  surface  of  one  of  the  ulcers.  For  tin- 
four  days  prior  to  the  operation  the  temperature  ranged  from 
100°  to  103  P.,  the  pulse  from  110  to  130.  The  ulceration  ex- 
tended slowly  to  the  posterior  lip  during  the  four  days  the 
patient  was  under  observation  in  the  hospital. 

The  operation  proved  to  be  very  difficult,  owing  to  the  firm  ad- 
hesions of  the  left  tubo-ovarian  mass  to  the  pelvic  wall.  When 
the  mass  was  finally  enucleated  it  was  very  difficult  to  stop  the 
oozing,   even   after   the    uterine    vessels   were   secured   and    the 
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uterus  was  removed.  The  loss  of  blood  and  the  severity  of  the 
operation  proved  to  be  too  much  for  the  patient,  who  was  cachec- 
tic and  emaciated,  and  she  died  six  hours  after  the  operation 
from  cardiac  weakness. 

No  autopsy  was  permitted.  On  bisecting  the  uterus  a  perfect 
specimen  of  tuberculosis  of  the  endometrium  was  obtained.  The 
mucosa  was  double  the  normal  thickness.  It  had  a  soft,  velvety 
appearance  and  was  thrown  into  numerous  longitudinal  folds. 
On  very  close  inspection  small,  fresh  tubercles  could  be  seen  on 
the  summit  of  the  folds.  The  mucosa  of  the  cervix  was  equally 
involved.  Tubercle  bacilli  were  readily  found  in  the  endome- 
trium. The  right  adnexa  were  indistinguishable  as  such,  form- 
ing an  abscess  sac,  the  pus  of  which  contained  tubercle  bacilli 
in  abundance.  The  left  tube  was  enlarged  the  size  of  the  index 
finger  and  was  filled  with  pus  which  contained  the  tubercle 
bacilli. 

It  is  the  intention  of  the  reporter  to  publish  this  very  rare  and 
interesting  case  more  at  length  at  some  future  period,  when  he 
hopes  to  give  a  resume  of  the  literature  of  tuberculosis  of  the 
vaginal  portion  of  the  cervix. 

Dr.  William  R.  Pryor. — How  did  the  tuberculosis  originate? 

Dr.  H.  N.  Vineberg. — I  am  inclined  to  think  that  the  woman 
may  have  had  a  healed  tuberculosis  in  the  lung,  although  no 
evidence  of  this  kind  was  given  in  the  hospital.  She  had  had 
two  attacks  of  pleurisy,  one  two  and  a  half  years  before  and  the 
other  six  months  before  entering  the  hospital.  The  most 
thorough  examination  at  the  time  she  was  in  the  hospital  did  not 
detect  any  hmg  lesion.  We  were  not  able  to  get  a  postmortem. 
Nothing  abnormal  was  found  with  regard  to  the  husband,  ex- 
eept  that  he  had  a  hypospadias. 

Dr.  I  J.  Wvui;. — Was  the  operation  done  per  vaginam? 

Dr.  Vineberg. — N<>.  but  by  way  of  the  abdomen. 

Dr.  I\.  Wylik. — Was  there  any  secondary  infection  of  the 
lymphatic  glands  .' 

Dr.  Vixkbkrg.— No.  The  operation  was  a  very  severe  one 
and  tin-  patient  died  from  shock.  The  omentum  and  peritoneum 
were  no1    involved   in   the  lubercular  process. 

Dr.  R.  Wyi.ik. — Were  the  retroperitoneal  glands  involved? 

Dr.  Vineberg. — That  I  cannot  tell  you.  as  the  adnexa  were 
-i  extensively  adherent  to  the  floor  and  walls  of  the  pelvis. 

Dr.  WilliAm  R.  Prtor. — This  is  an  exceedingly  rare  speci- 
men. Tin-  Americaii  Gynecological  Society  will  ask  Dr.  Yine- 
berg  i"  reporl  to  it  this  specimen,  in  order  that  ii  may  be  placed 
•  11  record  with  ii. 

Tin:  Chairman.  It  is  fair  to  assume  thai  we  should  regard 
this  as  a  specimen  of  probable  tuberculosis  of  the  cervix. 

Dr.  Henry  C.  Coe.  I  showed  ;!  specimen  two  years  ago  of 
tuberculosis  of  the  cervix;  a  diagnosis  of  carcinoma  was  made. 
The  specimen  was  examined  by  Dr.  Dunham  and  there  can  be 
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do  question  aboul  the  diagnosis.     I  have  it  still.     The  specimen 
was  examined  pal bologically. 

OPERATION  TO  PREVENT  PREGNANCY. 

Dr.  Douoal  Bissell. — I  wish  t<>  nut  on  the  records  of  this 
Society  ;i  brief  accounl  of  an  operative  procedure  during  the 
performance  of  a  Cesarean  section  by  me,  October  17,  19<>:j.  for 
the  purpose  of  insuring  sterility. 

The  Cesarean  section  was  the  second  performed  on  the  same 
woman  during  the  course  of  sixteen  months,  and  it  was  her  wish 
that  some  surgical  and  positive  procedure  be  adopted,  at  the 
time  the  child  was  removed,  to  prevent  future  conception.  I 
was  unwilling  to  sacrifice  her  ovaries  or  uterus,  and.  as  Ligating 
the  tubes  at  the  uterine  ends  had  proved  in  the  hands  of  others 
an  uncertain  method.  I  though!  it  advisable  to  apply  the  plan 
adopted  by  certain  operators,  notably  by  Dr.  J.  \".  West,  in 
ease  of  pyosalpins  when  Iho  collection  of  pus  in  tube  extended 
close  to  the  uterus.  The  tidies  were,  therefore,  dissected  out  of 
each  uterine  horn  and  the  remaining  raw  surfaces  of  the  uterus 
broughl  together  with  catgut  sutures.  In  this  way  the  uterus 
was  converted  into  a  closed  sac.  The  free  ends  of  the  tubes  were 
u' gated  aboul  one-quarter  of  an  inch  from  the  uterus  and  the 
portions  which  formed  part  of  the  uterine  wall  were  cut  away. 
The  broaddigament  surfaces  were  spread  open  and  the  ligated 
ends  of  the  t nlies  anchored  at  the  bottom  of  these  raw  spaces, 
and  ilc  edges  of  the  broad  ligaments  stitched  together. 

!  ERSISTENT    MENTO-POSTERIOR    POSITION    AND    PERSISTENT   OCCIPITO- 

POSTERIOB     POSITION     TREATED     EXPECTANTLY     WITH 

REST    AND    STRYCHNIA. 

Dr.  J.  Clifton  Edgar. — These  two  cases  are  of  interest,  first. 
because  of  the  Eetal  dystocia  caused  by  a  faulty  position  and 
tardy  rotation:  second,  the  expectant  treatment  used  in  each  in- 
stance: third,  the  action  of  strychnia  in  secondary  inertia; 
fourth,  the  mechanical  phenomena  of  head  moulding. 

Ca&i  /..  of  persistent  mento-posterior  position,  was  brought 
into  the  Emergency  Hospital  in  April.  1!»i>l'.  The  position  was 
righl  mento-posterior,  and  the  diagnosis  of  a  macerated  fetus 
was  made.  Secondary  inertia  developed  and  strychnia  to  the 
physiological  degree  \\;is  administered  subcutaneously.  An- 
terior rotation  of  this  child  aboul  the  righl  side  of  the  pelvis 
occurred  and  spontaneous  delivery  of  the  bead  by  flexion  took 
place.  I  herewith  present  to  the  Society  ;i  tracing  of  the  mould- 
ing of  the  bead,  and  also  five  photographs,  selected  from  sev- 
eral, of  the  emergence  of  the  head  ;it  the  vagino-vulval  outlet. 

Cctsi  II.  [para,  aged  L8;  German,  and  unmarried,  testa- 
tion end  of  seven  months.  She  was  broughl  by  ambulance  into 
the  hospital  with  a  persistent  occipito-posterior  position  of  if.' 
righl  occipito-posterior  type.  Secondary  inertia  developed. 
Strychnia    was   administered    to   the   physiological   decree,   and 
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spontaneous  labor  resulted,  the  occiput  rotating  about  the  right 
side  of  the  pelvis.  I  show  for  inspection  a  lead-tape  tracing  of 
the  moulding  of  the  fetal  head,  taken  a  few  minutes  after  birth. 

Dr.  Andrew  F.  Currier. — I  saw  a  case  a  few  weeks  ago  which 
showed  the  value  of  the  expectant  treatment  in  occipito-posterior 
positions.  The  woman,  two  years  previous,  had  had  a  premature 
labor,  quite  a  rapid  one,  and  it  was  supposed  that  this  time,  too, 
she  would  have  a  rapid  one.  The  labor,  however,  proved  to  be 
a  very  slow  one,  and,  after  she  had  been  in  labor  twelve  hours, 
it  was  clear  that  we  had  to  deal  with  a  case  of  occipito-posterior 
position,  to  the  right  I  think;  but  the  pelvis  seemed  sufficiently 
ample  and  so  we  decided  to  wait.  Within  twelve  hours  it  was 
clear  that  the  head  had  rotated,  delivery  following  naturally. 

In  another  case  of  occipito-posterior  position,  seen  a  few 
months  ago,  there  was  shown  the  possibility  of  correcting  the 
presentation  with  the  forceps,  although  I  believe  this  is  not 
generally  looked  upon  as  a  desirable  procedure  after  the  head  has 
engaged.  The  woman  had  been  in  labor  twelve  hours,  there  was 
uterine  inertia,  and  the  patient  was  exhausted.  Her  doctor 
had  been  with  her  all  night,  during  which  time  she  had  had 
active  pains,  but  with  little  progress.  I  advised  the  applica- 
tion of  the  forceps,  believing  that  I  could  rotate  the  head.  I 
not  only  succeeded,  but  also  drew  the  attending  physician's  at- 
tention to  the  ease  with  which  it  was  accomplished. 

Dr.  G.  T.  Harrison. — I  bave  nothing  to  say  with  regard  to 
the  statements  made  about  the  occipito-mental  positions;  but 
with  regard  to  the  method  of  treatment  of  occipito-posterior  po- 
sitions, I  certainly  am  opposed  to  the  expectant  plan  of  treat- 
incut.  Dr.  Brodhead  has  already  read  a  paper  on  this  subject 
before  us  which  was  of  great  value.  I  am  not  prepared  to  fol- 
low what  has  been  said  with  regard  to  the  application  of  for- 
ceps. When  I  am  called  to  see  a  patient,  the  time  has  often 
passed  when  the  conditions  necessary  can  be  fulfilled  with  re- 
gard to  the  facility  with  which  the  position  may  be  rectified.  A 
method  of  treatment  which  overrides  all  others,  and  one  with 
which  I  have  never  failed,  is  by  podalic  version.  That  is  the 
treatment  for  these  cases.  While  we  may  be  able  to  correct  the 
position  with  the  head  at  the  brim,  we  cannot  correct  it  with  the 
head  down  in  the  pelvis.  It  is  then  too  late  to  fiddle  around 
with  the  forceps  and  endeavor  to  correct  this  position  of  the 
head ;  while  others  are  endeavoring  to  do  this  my  baby  is  born 
and  dressed  and  the  mother  out  of  the  ether. 

Dr.  Charles  Jewett. — Dr.  Edgar's  experiment  is  of  a  good 
deal  of  interest.  In  one  of  his  cases  the  fetal  head  was  macer- 
ated, in  the  other  it  was  small — conditions  favorable  to  rota- 
tion. The  fact  that  rotation  occurred  in  both  speaks  strongly 
for  the  possibilities  of  expectant  treatment  with  a  normal  head, 
when  conditions  are  such  as  to  permit.  Strychnia  I  believe  to 
be  of  very  great  value  for  the  purpose  mentioned,  but  I  seldom 
rely  upon  it  alone. 
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Dr.  Henky  C.  Cob.  1  do  think  thai  Dr.  Harrison  has  missed 
the  point  made  by  the  reporter.  Reference  was  made  to  the 
impacted  head,  in  which  case  version  would  of  course  certainly 
not  be  indicated.  Dr.  Edgar  did  do1  mean  to  have  us  infer 
that  in  the  case  of  a  prhnipara  with  a  Large  fetal  head  we  should 
trust  too  long  to  the  unaided  power  of  Nature. 

Dr.  Simon  Marx. — I  think  it  is  best  to  wait,  in  these  cases, 
until  the  time  arrives  when  something  should  be  done.  In  the 
case  Dr.  Edgar  presented,  that  of  uterine  inertia,  the  patient 
should  have  been  delivered  at  once.  The  secret  of  success  in  all 
eases  of  oecipito-mental  positions  consists  in  the  early  recogni- 
tion  of  them  and  determining  whether  there  was  the  first  or  sec- 
ond position  of  the  head.  The  secret  of  success  lies  in  the  timely 
and  early  recognition  of  the  malposition.  If  we  tried  to  correct 
it  with  direct  or  indifferent  measures,  then  the  expectant  treat- 
ment would  hold  good.  I  feel  that  I  can  do  more  in  occipito- 
posterior  than  in  occipitoanterior  positions  because  they  are 
recognized  earlier.  When  the  position  is  recognized  rotation 
should  be  attempted,  but  not.  as  Dr.  Brodhead  has  advised  in  his 
paper,  by  forcible  rotation,  but  we  should  attempt  to  correct  it 
through  the  application  of  pressure;  axis  trad  ion.  and  not  the 
forceps,  will  deliver  these  cases  without  trouble.  I  think  that 
the  use  of  strychnia  is  all  right  when  employed  in  the  hospitals 
with  a  premature  fetus;  but  in  private  practice  it  will  not  do. 
We  should  not  procrastinate  in  giving  strychnia ;  it  should  not 
be  given  unless  secondary  uterine  inertia  calls  for  it. 

Dr.  J.  C.  Edgar. — I  hope  I  may  be  allowed  to  criticise  my  own 
treatment,  and  also  to  disagree  with  what  has  been  stated  to- 
night regarding  the  treatment  of  a  persistent  mento-posterior 
position  in  the  case  of  a  dead  fetus.  In  these  cases  one  should 
deliver  after  perforation,  and  the  latter  should  be  performed  as 
soon  as  possible.  One  should  never  hesitate  to  mutilate  a  dead 
fetus  when  by  so  doing  the  dangers  of  delivery  are  lessened  for 
the  mother.  In  the  case  cited  the  hospital  house  staff  was 
greatly  interested  in  the  delivery  and  desirous  of  witnessing  the 
mechanism  of  labor  in  a  mento-posterior  position,  and  asked  that 
spontaneous  labor  without  interference  be  allowed  to  continue. 

MODIFICATION    OF    VOORIIIS'    RUBBER    BAG. 

Dr.  H.  C.  Coe.— I  wish  to  show  a  rubber  bag  which  I  have 
found  of  value  in  dilating  the  cervix  during  the  induction  of 
premature  labor.  When  distended  it  has  the  form  of  two  cones, 
with  T*heir  apices  connected  by  a  tube  two  inches  long  and  one 
inch  in  diameter.  The  diameter  of  the  Larger  (intrauterine)  cone 
at  the  base  is  three  inches;  of  the  smaller  (intravaginal),  two 
inches.  The  advantages  of  the  bag  are  threefold,  viz.:  1.  Tho- 
rough dilatation  of  the  lower  uterine  segment  without  rupture 
of  the  membranes.  2.  Accompanying  dilatation  of  the  cervical 
canal  and  os  externum.  3.  Immobility  of  the  bag,  which  can- 
not slip  out  of  or  into  the  uterus. 
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I  wish  to  refer  to  a  recent  case  in  which  I  secured  so  much 
expansion  that  the  Lower  segment  was  completely  dilated  man- 
ually in  five  minutes  and  a  difficult  extraction  was  successfully 
effected.  I  wish  to  call  attention  to  the  fact  that  both  the  gauze 
tamponades  and  the  largest  rubber  bags  might  be  left  in  situ 
for  many  hours  without  producing  labor  pains.  In  the  case 
cited  the  patient  was  absolutely  without  uterine  contraction  be- 
fore or  during  delivery.  This  is  not  an  unusual  experience, 
provided  the  membranes  are  kept  intact. 

SOME    CASKS    OF    PCKRPERAL    SEPSIS    AND    THEIR    TREATMENT. 

Dr.  W.  S.  Stone  read  the  paper  of  the  evening.  An  experi- 
ence with  27  cases  in  the  septic  service  of  the  New  York  Lying-in 
Hospital  formed  the  basis  of  the  paper.  The  histories  of  9  were 
related  in  detail,  together  with  the  pathological  and  bacteriolog- 
ical reports  of  3  autopsies.  There  were  16  examples  of  septic  in- 
toxication. 8  of  septicemia,  1  of  pyemia,  2  of  doubtful  origin. 
The  important  features  of  these  cases  were  as  follows:  With  the 
exception  of  putrid  uterine  contents,  appreciable  lesions  of  the 
pelvis  were  frequently  absent.  Distinct  evidences  of  the  effect  of 
septic  poisons  upon  the  kidneys  were  very  constant.  A  similar- 
ity of  some  cases  of  eclampsia  to  those  of  septic  intoxication  was 
noted.  Lesions  in  the  lungs  were  a  frequent  manifestation, 
the  chief  characteristic  of  which  was  their  variability  in  kind 
and  degree.  Destruction  of  the  red  cells  and  hemoglobin  was 
present  to  such  a  marked  extent  in  some  cases  that  treatment  of 
the  blood  required  the  chief  consideration. 

As  a  measure  for  preventive  treatment,  the  more  general  use 
of  rubber  gloves  in  obstetrics  was  recommended.  Aseptic  rather 
than  antiseptic  methods  in  local  treatment  are  preferred.  An 
intrauterine  exploration,  usually  under  anesthesia,  and  the  clean- 
ing out  of  the  uterus  with  fingers  or  instruments,  was  urged  in 
every  case  ;M  the  beginning  of  treatment,  unless  there  are  in- 
fected wounds  of  the  vagina  or  cervix  which  are  presumably  the 
cause.  Subsequent  intrauterine  douching  was  rarely  necessary. 
Special  attention  was  directed  toward  such  general  measures  as 
forced  feeding,  stimulation,  use  of  iron,  and  abundance  of  fresh 
air. 

The  successful  outcome  of  many  apparently  hopeless  cases, 
treated  by  such  means,  should  make  one  carefully  deliberate 
before  adopting  operative  procedures;  although  the  result  of  the 
autopsies  in  two  of  the  writer's  cases  showed  that  a  hysterec- 
tomy would  have  been  indicated  if  ilwiv  had  lven  an  early  ap- 
preciation of  the  pathological  condition. 

Dr.  Charles  Jewett.-  I  have  used  gloves  constantly  in  ob- 
Btetric  work  I'm-  three  or  four  years.  That  my  results  have 
been  better  with  them  I  am  not  prepared  to  say  without  com- 
paring the  morbidity  before  and  since.     In  my  own  cases  in 

private  practice  I  have  had  uo  mortality  in  at   least   fifteen  years, 

with  or  without   gloves.     The. Helically  the  value  of  gloves  is 
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\rr\  great,  bul  c;nv  iii  examining  internally  must  do1  be  re- 
laxed and  pains  must  be  taken  to  Bee  thai  all  parts  of  the  gloves, 
inside  and  nut.  are  well  we1  during  the  boiling.  Rubber  gloves, 
I  am  sure,  find  their  besl  use  in  obstetric  practice. 

Dr.  Ralph  Waldo. — I  would  like  to  make  one  statemenl  with 
regard  to  the  variety  of  treatments  advocated,  is  order  to  lay 
as  much  stress  as  possible  upon  the  method,  and  thai  is,  ilm 
interior  of  the  uterus  should   be   thoroughly  cleaned   and   do 

intrauterine    douches    should    be    used    thereafter.      The    plan    of 

repeating  intrauterine  douches  of  antiseptics  or  sterilized  water, 
or  anything  else,  as  a  rule  does  more  harm  than  good. 

Dr.  George  L.  Brodhead. — T  think  thai  the  most  importanl 
point  in  the  discussion  is  thai  winch  deals  with  the  prevention 
of  sepsis.     We  have  Been   Erom   Dr.  Stone's  paper,  and   know 

from  our  own  experience,  that  the  majority  of  e;ises  of  sepsis  oc- 
cur in  women  who  have  been  subjected  t<>  operative  procedures 
of  various  kinds,  or  who  have  had  eclampsia,  placenta  previa, 
etc..  which  tend  to  lessen  the  power  of  resistance  in  each  ease.  T 
believe  that  we  can  perform  very  severe  operations  upon  our 
patients  if  we  hut  protect  them  from  septie  infection,  first,  hy 
the  proper  care  of  our  hands,  and.  secondly,  by  thorough  cleans- 
ing of  the  field  id'  operation.  There  is  one  little  point  in  regard 
to  the  prevention  of  sepsis  which  T  believe  to  he  very  important 
and  which  is  not  carried  out  as  a  rule  either  hy  the  general 
practitioner  or  by  many  who  specialize  in  obstetrics,  and  that  is 
the  little  point  id'  removing  all  the  hair  from  the  vulva  in  every 
obstetric  case,  dust  why  this  should  he  done  preparatory  to 
gynecological  operations,  and  not  in  obstetric  practice.  T  cannot 
see,  for  the  danger  of  infection  from  the  hair  is  certainly  far 
greater  in  obstetric  cases,  owing  to  manual  manipulation  and  the 
extensive  field  with  which  infection  may  be  brought  into  contact. 
Tt  is  my  invariable  rule  in  all  confinement  cases  to  cut  the  hair 
off  as  close  ;i^  possible  to  the  skin,  thereby  giving  a  clean  field  of 
operation,  and  decreasing,  as  I  helieve  it  does  to  a  greal  extent, 
the  possibility  of  infection. 

Xow  in  regard  to  the  use  of  rubber  gloves  in  obstetric  work-. 
In  my  opinion  gloves  should  always  be  worn  in  all  examinations, 
ami  in  all  operations  upon  patients  who  are  septie  or  who  may 
possibly  be  septic.  In  this  w;iy  only  can  the  hands  be  kept  \'v<>^ 
from  contact  with  septic  material.  Furthermore,  gloves  should 
he  worn  in  all  c;isrS  of  confinemenl  immediately  following  oper- 
ations or  examinations  of  ;i  septic  nature,  or  whenever,  in  gen- 
eral  practice,  a   physician  has  conic  in  contact   with  infection  id' 

any  kind  in  dressing  wounds,  etc  Puerperal  sepsis  is  ;i  pre- 
ventable disease,  and  snowing,  as  we  do.  the  usual  Bource  of 
septic  infection  is  to  be  found  in  the  fingers  of  the  attending  phy- 
sician of  aurse,  a  most   important  step  in  the  righl  direction  has 

I ti  taken   in  providing  a   means  by  which   manipulation  and 

operative  procedures  can  be  carried  out.  the  rubber  gloves  act- 
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iug  as  a  sterile  medium  between  the  hands  of  the  operator  and 
the  maternal  tissues. 

Dr.  William  R.  Pryor.— The  subject  which  Dr.  Stone  dis- 
cusses is  certainly  a  most  important  one.  The  great  confusion 
which  exists  in  the  minds  of  the  profession  at  large  is  well  il- 
lustrated by  the  conflicting  views  expressed  in  our  medical 
bodies,  even  the  one  I  am  now  attending.  Dr.  Stone  speaks  of 
these  cases  as  septic,  but  apparently  has  made  no  attempt  to 
get  cultures  from  inside  the  uterus.  It  may  be  possible  that  it 
makes  no  difference  whether  the  cases  are  septic  or  putrid  so  far 
as  treatment  is  concerned.  Of  course  I  do  not  believe  that  such 
is  the  case;  and  if  it  does  make  a  difference,  the  matter,  it 
seems  to  me,  is  of  sufficient  importance  to  warrant  precise 
diagnosis  and  not  one  based  upon  symptoms.  I  believe  the 
treatment  for  diphtheria  is  different  from  the  treatment  of 
ordinary  tonsillitis,  and  I  also  believe  that  the  treatment  is 
based  usually  upon  the  positive  demonstration  of  the  existence 
or  absence  of  the  diphtheria  bacillus.  So  it  is  with  these  cases 
under  discussion ;  they  are  not  septic  unless  septic  germs  be 
shown  to  be  present,  and  any  treatment  applied  to  them  which 
seeks  to  control  sepsis  when  sepsis  does  not  exist  is  wrong,  and 
any  treatment  applied  to  these  cases  when  they  are  septic  and 
which  will  not  control  the  sepsis  is  equally  wrong. 

The  method  of  examining  the  uterine  contents  in  a  case  of 
puerperal  fever  is  pretty  well  established  and  of  very  general 
adoption.  If  this  method  of  securing  the  contents  of  the  uterus 
for  examination  is  properly  carried  out,  in  only  very  rare  in- 
stances will  the  pus-producing  organisms  be  found  to  be  absent 
if  the  case  is  septic;  and  in  the  rarest  of  instances  will  they  be 
found  if  the  case  be  not  septic.  These  precise  methods  of  arriv- 
ing at  a  proper  diagnosis  it  does  not  seem  that  the  author  has 
adopted,  and  we  must  throw  out  as  septic  cases  all  those  that  the 
bacteriological  examination  has  not  shown  to  be  septic.  To  illus- 
trate the  importance  of  a  proper  diagnosis  in  these  cases  as 
bearing  upon  the  treatment,  I  have  analyzed  the  entire  litera- 
ture of  the  world.  We  all  admit  that  retained  products  of  con- 
ception which  are  undergoing  putrefactive  changes  and  which 
are  producing  sapremia  should  be  removed  mechanically.  About 
that  I  believe  there  is  no  discussion.  But  suppose  a  mistaken 
diagnosis  is  made,  and  this  treatment  for  sapremia  be  applied 
to  a  case  of  sepsis,  what  is  the  result?  I  have  found  that  the 
mortality  from  curettage  in  sepsis  is  22  per  cent,  and  one  gentle- 
man even  had  59  per  cent  mortality.  The  normal  mortality  from 
neglected  streptococcic  sapremia  is  at  most  15  per  cent,  and 
generally  less  than  that;  so  we  see  that  where  the  diagnosis  is  not 
correct  and  the  incorrect  treatment  is  applied  the  mortality  is 
nearly  doulilc 

I  <lo  not  wish  to  offer  this  as  a  personal  criticism  on  Dr.  Stone; 
but  inasmuch  as  these  findings  are  from  so  influential  an  insti- 
tution, they  should  not  be  allowed  to  go  out  as  an  indorsement 
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of  the  haphazard  method  adopted  by  the  confused  general  prac- 
titioner in  arriving  at  his  diagnosis.     All  of  these  women  can 

he  saved  if  treated  upon  lines  laid  down,  bu1  the  proper  treat- 
ment can  only  be  applied  after  a  proper  diagnosis. 

Dr.  George  T.  Harrison.  — I  would  like  to  say  one  word  with 
regard  to  the  statement  made  by  Dr.  Stone  about  the  m 
the  curette.  I  do  not  think  thai  we  OUghl  to  make  use  of  the 
curette  whether  the  case  be  one  of  simple  sapremia  or  one  of  sep- 
sis. With  regard  to  Dr.  Pryor's  criticism,  T  want  to  say  that 
we  do  make  a  discrimination,  properly  speaking,  between  sapre- 
mia and  sepsis.  Most  writers,  however,  include  under  sepsis 
both  sapremia  and  streptococcic  infection.  In  the  ordinary  ac- 
ceptation of  the  term  used  by  surgeons  and  obstetricians,  we  do 
make  a  distinction  between  intoxication,  or  sapremia,  and  sepsis 
proper.  We  may  have  a  staphylococcus  infection,  which  is 
wit  rare.  In  neither  class  of  cases,  sapremic  or  septic,  do  I 
believe  that  we  ouirht  to  use  the  curette.  Very  properly,  in  the 
cases  which  Dr.  Stone  has  related,  he  advised  the  use  of  the 
intrauterine  douches,  and  he  very  properly  insisted  that  we 
should  not  use  very  strong  antiseptics  in  our  irrigations.  When 
I  hear  of  obstetricians  treating  so-called  septic  cases  with  irri- 
gations of  bichloride  of  mercury,  it  makes  my  hair  stand  on  end. 
It  is  horrible  to  think  that  many  medical  journals  are  filled  with 
any  quantity  of  cases  where  death  has  ensued  from  such  a  pro- 
cedure; not  only  is  it  dangerous,  but  it  does  no  good.  The 
bacteriological  examination,  as  Dr.  Stone  has  shown,  reveals 
that  such  a  method  has  only  a  temporary  effect. 

The  Chairman. — How  would  you  treat  those  cases  of  strep- 
tococcic infection? 

Dr.  Harrison.— On  general  principles,  not  by  local  measures. 

Dr.  W.  G.  Wylie. — The  paper  is  certainly  a  very  interesting 
one  and  well  prepared,  and  gives  a  very  clear  history  of  a  cer- 
tain class  of  cases  that  I  have  been  familiar  wTith  for  twenty 
years.  Bellevue  Hospital  is  a  receptacle  for  just  that  class  of 
cases.  I  began  the  study  of  obstetrics  at  Bellevue  in  the  spring 
of  1872,  and  I  took  charge  of  the  lying-in  wards  and  delivered 
4<>  women,  and  not  one  died,  although  many  of  them  had  Blight 
temperatures.  No  attempt  was  made  at  washing  out  the  uterus 
in  these  cases.  We  had  success  then,  as  now,  by  keeping  every- 
thing clean  and  throwing  away  the  sponges  and  oiled  cloths 
that  were  used.  I  believe  in  the  use  of  antiseptics  and  I  prac- 
tise cleanliness.  I  left  Bellevue  and  entered  the  Woman's  Hos- 
pital and  there  delivered  quite  a  number  of  women  each  year. 
T  have  been  in  practice  more  than  twenty-seven  years  without 
losing  a  single  case.  I  have  had  only  one  ease  in  practice  m 
which  I  resorted  to  local  treatment  for  septic  infection  of  the 
uterus,  and  this  woman  lived.  It  was.  too.  a  desperate  case.  At 
thai  time  the  best  men  in  America  and  the  greatest  men  in  New 
York  had  case  after  case,  even  four  or  five  cases  under  treat- 
ment at  one  time;  they  did  not  practise  cleanliness  and   went 
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from  one  case  to  another.  I  know  it  could  be  prevented,  and 
without  gloves,  hut  with  cleanliness.  They  were  intelligent  men, 
but  they  did  not  practise  cleanliness.  Of  course,  if  men  have 
dirty  hands  and  cannot  get  them  clean,  gloves  are  all  right.  I 
began  to  practise  the  local  treatment  of  septic  cases,  those  cases 
that  I  considered  puerperal,  when  they  gave  the  following  his- 
tory: A  woman,  who  was  delivered  in  a  normal  condition  ap- 
parently, in  two  or  three  days  had  a  chill  and  a  rise  in  the  tem- 
perature: in  many  cases  death  would  ensue  unless  treatment  was 
given.  In  Bellevue,  in  1882,  a  woman  with  such  a  history  and 
with  a  temperature  of  103°  or  104°  F..  with  profuse  sweating, 
would  cause  the  house  staff  to  get  ready  to  sign  the  death  cer- 
tificate. This  is  a  fact.  I  took  charge  of  the  cases  then  that 
were  sent  to  our  service  for  treatment,  and  by  local  treatment 
1  succeeded  in  curing  eight  out  of  ten  cases ;  I  personally  directed 
the  treatment.  To-day  I  treat  these  cases  in  the  same  way.  I 
believe  that  sepsis  begins  in  the  uterus,  although  it  can  begin 
externally.  Those  cases  I  considered  very  dangerous  in  the- 
past.  I  followed  it  up  in  Bellevue  with  success.  If  I  get  a  case 
in  Bellevue — and  every  case  sent  there  is  a  desperate  one— I  im- 
mediately empty  the  uterus,  with  my  fingers  by  preference. 
Then  I  judge  of  the  condition  of  the  tissues.  I  believe  that  a 
curette  introduced  into  a  septic  uterus  will  find  it  in  a  condition 
which  can  be  compared  to  a  wet  blotting  paper,  and  I  think  the 
use  of  this  instrument  is  very  dangerous.  We  do  not  believe  in 
the  bichloride  or  irritating  injections.  Carbolic  acid  can  be  in- 
troduced on  cotton,  to  which  a  little  glycerin  has  been  added, 
after  we  have  cleaned  out  that  organ.  Wash  it  out  with  a  weak 
solution  of  carbolic  acid  or  sterile  salt  solution.  This  poisoning 
must  start  on  the  surface,  and  if  you  wash  and  drain  you  do  not 
necessarily  kill  the  germs,  hut  you  prevent  their  growth.  If 
you  drain  an  open  wound  the  tissues  can  protect  themselves ;  it  is 
the  closed  wound  that  does  qo1  protect  itself.  Therefore  if  you 
drain  the  uterus  thoroughly  you  are  doing  right,  and  that  is  the 
reason  why  I  never  advocate  stuffing  with  gauze.  If  you  will 
empty  such  ;i  uterus  without  damaging  it.  and  wash  it  out  with 
a  weak  solution,  like  carbolic  acid,  you  will  probably  check  the 
reproduction  of  germs.  Thai  should  be  done  once  every  hour 
or  once  every  six  hours,  and  I  believe  that  nine  eases  ou1  of  ten 
will  he  cured.  This  kind  of  treatment  can  do  no  damage,  bu1  it 
must  he  done  by  an  artisl  with  an  educated  sense  of  touch.  I 
have  repeatedly  attended  such  cases  with  success  that   had  been 

given  up  by  the  besl  men.  I  have  taken  hold  of  and  succeeded 
in  curing  such  cases,  provided  the  disease  has  not  gotten  into  the 
circulation  and  been  carried  ou1  of  reach.  T  am  not  willing  to 
wait  because  we  can  explain  so  many  things  by  the  microscope;  I 

will  not  sit  down  and  allow  the  condition  of  affairs  to  progress 

and   not    use  this  line  of  treatment    I    have   mentioned.      If.   after 

washing  out  the  uterus.  I  find  the  temperature  does  not  go  down 

to  normal,  then  f  am  'jnimj  to  look  for  pus.  opening  the  uterus  or 
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the  abdomen  and  look  for  it.     Whether  gangrenous  or  a  Beptic 
peritonitis,  with  a  temperature  of  1<>4    or  L05    P.,  I  have 
such  patients  gel  well;  in  three  distincl  cases  have  I  Been  it. 

Dr.  R.  II.  Wylie.-  Ii  Beems  to  me  thai  in  this  paper  the  au- 
thor  is  swinging  the  pendulum  t  < >< >  far  againsl  antiseptics.  The 
doctor  Bays  thai  he  washes  his  hands  with  s<>;ip  and  then  soaks 
them  iii  bichloride  before  putting  <>u  the  rubber  gloves;  and  yel 
when  he  washes  off  the  vulva,  which  is  more  difficull  to  clean,  ho 
only  washes  and  does  not  use  an  antiseptic.  I  can  Bee  ao  reason 
why  we  should  not  use  an  antiseptic  on  the  vulva  to  help  disin- 
Eec1  it. 

With  regard  to  the  ose  of  gloves,  I  do  not  follow  the  lasl 
speaker.  ITe  lias  had  good  results  without  the  use  of  gloves, 
hut  there  are  times  when  you  cannot  disinfect  the  hands;  there- 
fore I  believe  in  the  use  of  gloves,  though  T  recognize  that  in 
some  operations  they  arc  a  great  handicap  in  manipulation. 
We  must  not  forget,  however,  thai  gloves  are  difficull  to  clean 
and  render  aseptic  unless  due  care  is  taken.  I  agree  with  the 
last  speaker  in  regard  to  the  importance  of  cleaning  out  the 
uterus  and  establishing  free  drainage  from  the  same.  I  also  be- 
lieve that  washing  out  the  uterus  helps  this  drainage,  if  it  is 
done  without  traumatism. 
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Meeting  of  October  28,  1902. 
The  President,  Le  Roy  Broux,  M.D.,  in  th<  Chair. 
Dr.  Herman  Grad  exhibited  a  specimen  of 

LIPOMA   OF    Tin:   VULVA. 

This  specimen  of  lipoma  of  the  vulva  is  presented  because  the 
condition  is  considered  to  he  a  rare  one.  Dr.  Carmalt  reported 
l  ease  in  February.  1902,  before  this  Society  and  reviewed  the 
literature  on  tin-  subject.  He  finds  fourteen  cases  in  Literature 
and  twenty-one  eases  collected  by  Howard  Kelly  in  his  "Oper- 
ative I  'vn  cology." 

Mrs.  /..  aged  23,  married,  had  one  child  eight  months  ago. 
The  patienl  says  thai  when  three  months  pregnanl  she  noticed  a 
lump  in  tlw  Id'!  labium  majus.  It  was  QOl  painful.  The  skin 
was  movable  over   it    ami   was  sn th.     The  attention   of   her 

medical   attendant    was   called    in   it.    who   thoughl    ii    was   an   en- 
largement due  to  varicose  veins.     During  the  period  of  gestation 

the  tumor  grew   very    rapidly.     Since  tl mfinement,   which 

was  eight  mhs  ago,  the  tumor  has  only  Blightly  enlarged. 
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Physical  Examination. — Chest  and  abdomen  negative.  At 
the  left  labium  majus  there  is  an  enlargement  five  inches  in 
length  and  three  inches  broad.  The  tumor  is  soft,  almost  im- 
parting a  sense  of  fluctuation ;  perfectly  movable ;  painless ;  skin 
moves  freely  over  the  tumor.  The  tumor  can  be  made  to  slide 
under  the  skin  toward  the  inguinal  opening,  but  cannot  be  made 
to  enter  it.  There  is  no  impulse  on  coughing.  The  tumor  has 
no  pedicle.  No  other  enlargements  of  similar  nature  are  found 
in  any  part  of  her  body.  Patient  is  well  in  every  other  way. 
The  tumor  interferes  greatly  with  locomotion. 

On  May  14,  1902,  patient  was  anesthetized  and  placed  in  the 
lithotomy  position.  Under  proper  aseptic  precautions  the  base 
of  the  tumor  was  incised  and  shelled  out  with  great  ease.  After 
tying  a  few  bleeding  points  the  wound  was  closed  without  drain- 
age, fully  restoring  the  normal  appearance  of  the  labium.  The 
wound  healed  by  primary  union. 

He  also  narrated  the  history  of  a  case  of 

ACUTE   PURULENT   GENERAL   PERITONITIS  FOLLOWING   LABOR. 

The  case  here  reported  is  of  interest  from  a  pathological  rather 
than  a  clinical  point.  It  is  one  of  puerperal  septicemia  termin- 
ating fatally,  where  the  pathological  findings  were  different  than 
is  usually  encountered  in  puerperal  sepsis.  The  patient,  Mrs. 
S.,  aged  23,  primipara,  was  first  seen  forty-eight  hours  after 
delivery.  She  had  been  in  labor  thirty-six  hours  when  it  was 
terminated  by  forceps.  In  the  twenty-four  hours  following  de- 
livery the  patient  was  doing  well  when  abdominal  pain  and 
headache  set  in.  During  the  next  twelve  hours  the  patient  had 
three  chills,  the  first  of  which  was  a  very  severe  one.  The  pa- 
tient had  a  temperature  of  105°  F.,  pulse  120,  respiration  23. 
She  was  lying  on  her  back,  thighs  flexed,  respiration  costal,  anx- 
ious facial  expression,  suffering  intensely. 

Examination  showed  a  markedly  enlarged  abdomen.  On  per- 
cussion the  abdomen  was  tympanitic  above  the  umbilicus,  but  flat 
below  this  point.  A  catheter  introduced  into  the  bladder  was  fol- 
lowed by  the  evacuation  of  thirty-six  ounces  of  clear,  normal 
urine;  but,  in  spite  of  the  quantity  of  fluid  withdrawn,  the  flat- 
ness on  percussion  did  not  disappear,  nor  was  the  abdominal 
distension  diminished.  Inspection  revealed  a  laceration  of  the 
perineal  body  and  two  deep  lacerations  of  the  vagina.  There 
was  a  tear  in  the  cervix  uteri,  the  laceration  extending  up  to- 
ward the  cul-de-sac  as  far  as  the  finger  could  reach.  All  the 
wounds  in  the  vagina  had  a  dark,  gangrenous  appearance,  and 
manipulations  were  exceedingly  painful  to  the  patient.  The 
bowels  had  not  moved  since  the  patient  went  into  labor.  She 
was  continually  retching  and  vomiting.  The  lochial  discharge 
was  offensive  and  scanty.  Abdominal  palpation  revealed  nothing 
definite,  nor  could  sounds  of  peristalsis  be  heard  on  auscultation 
with  the  stethoscope.  Leucocytosis  was  20,000.  A  hypodermatic 
of  morphia  was  given  to  relieve  the  excruciating  pain,  and  the 
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vaginal  wounds  touched  up  with  pure  peroxide,  followed  by 
uterine  and  vaginal  irrigation  of  saline  solution.  Attempts  were 
now  made  to  obtain  a  movement  of  the  bowels,  bul  without  result 

The  licxi  morning,  finding  no  improvement  in  the  symptoms, 
and  the  abdominal  distension  having  greatly  increased,  r  de- 
cided to  anesthetize  the  patient,  explore  the  uterus,  and,  if 
necessary,  evacuate  the  fluid  by  abdominal  section.  Examina- 
tion of  the  uterus  proving  negative,  the  abdomen  was  incised  in 
the  median  line.  As  soon  as  the  peritoneum  was  nipped,  out 
gushed  a  quantity  of  sero-purulent  fluid  that  was  truly  aston- 
ishing. There  must  have  been  many  gallons  of  that  fluid  in  the 
abdomen,  and  under  such  tension  that  when  the  peritoneum  was 
opened  a  stream  shot  up  in  the  air  fully  ten  inches  high.  There 
was  a  general  peritonitis  present.  The  whole  abdomen  was 
one  huge  abscess  cavity.  Not  a  flake  of  exudate  could  be  seen. 
There  was  no  attempt  on  the  part  of  Nature  to  shut  off  the  in- 
fection, so  overwhelming  seemed  the  virulence  of  the  poison. 
The  intestines  were  deeply  injected  and  distended.  Examina- 
tion of  the  uterine  wall  showed  that  the  cervical  tear  had  ex- 
tended into  the  body  of  the  organ  and  the  rent,  establishing  a 
communication  with  the  peritoneal  cavity.  No  blood  was,  how- 
ever, found  in  the  pelvis.  The  abdomen  was  flushed  with  quan- 
tities of  saline  solution.  Provision  was  then  made  for  drain- 
age. Very  little  shock  seemed  to  follow  the  procedure,  the  pulse 
and  general  condition  of  the  patient  remaining  about  the  same 
as  before  the  operation. 

Six  hours  after  the  evacuation  of  the  fluid  the  bowels  moved, 
the  patient  passing  enormous  quantities  of  gas.  The  tempera- 
ture and  pulse  dropped,  and  there  seemed  to  be  a  decided  im- 
provement in  the  general  condition  of  the  patient,  the  favorable 
symptoms  lasting  twenty-four  hours.  The  clinical  picture,  how- 
ever, soon  changed.  The  pulse  and  temperature  began  to  rise, 
delirium  set  in,  the  patient  dying  in  coma  two  days  after  the 
operation. 

The  interesting  feature  of  the  case  is  the  enormous  quantity 
of  sero-purulent  fluid  accumulated  in  the  abdomen  in  two  days 
of  time.  We  know  that  the  peritoneum  can  absorb  and  dispose 
of  a  very  large  quantity  of  fluid.  In  this  patient  the  power  of 
absorption  of  tin-  peritoneum  seemed  to  have  been  lost;  or  w;is 
the  production  of  the  fluid  so  rapid  that  the  peritoneum  could  not 
cope  with  it"  I  should  be  glad  if  the  gentlemen  present  would 
give  expression  of  opinion  as  regards  this  pathologic  condition. 

"While  interne  in  the  Newark  City  Hospital  a  somewhat  simi- 
lar case  came  under  observation.  The  case  was  that  of  a  young 
woman  who.  three  days  previous  to  her  admission  to  the  hos- 
pital, had  been  subjected  to  a  criminal  abortion.  Tier  abdomen 
was  enormously  distended.  The  patient  died  a  few  hours  after 
admission  to  the  hospital.  The  autopsy  revealed  ;i  surprising 
quantity  of  sero-purulent  fluid  in  the  abdominal  cavity.  Ex- 
amination further  showed  a  punctured  wound  in  the  posterior 
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wall  of  the  uterus.  The  products  of  conception  were  still  in  the 
uterine  cavity.  There  was  no  free  blood  in  the  pelvis;  the  in- 
testines were  much  distended,  and  there  was  a  general  peritonitis. 

Dr.  Le  Roy  Broun. — Did  you  deliver  the  patient  yourself? 

Dr.  Grad. — No.     I  saw  her  forty-eight  hours  after  delivery. 

Dr.  Broun. — Do  you  know  whether  douches  were  used? 

Dr.  Grad.— No  douches  were  used. 

Dr.  George  H.  Mallett. — I  notice  that  in  both  cases  reported 
a  rent  was  found  in  the  uterus.  In  that  case  it  is  wise  not  to 
irrigate. 

Dr.  James  N.  West. — I  should  like  to  ask  Dr.  Grad  what  the 
character  of  the  drainage  was,  how  he  drained,  where  it  was 
applied,  etc. 

Dr.  Grad.  — I  left  the  abdominal  wound  open,  placing  a  few 
silkworm-gut  sutures  to  prevent  the  escape  of  loops  of  intes- 
tine, no  gauze  drainage  being  used. 

Dr.  West.  —  The  question  of  drainage  is  of  the  greatest  im- 
portance. While  I  understand  the  difficulties  of  the  case  and  the 
discouragements  of  it — Dr.  Grad  found  the  case  practically  in 
a  moribund  condition — we  think  it  wise  in  such  cases  to  go  down 
to  the  posterior  cul-de-sac  and  make  a  free  incision  in  the  vagina, 
and  carry  strands  of  gauze  through  the  pelvis.  By  keeping  it 
open  wide  with  gauze  packing  there  is  no  danger  of  prolapsus  of 
intestines.  We  allow  the  drainage  to  go  to  the  lowest  point. 
The  management  of  the  drainage  afterward  is  very  important. 
In  many  cases  it  is  necessary  to  drain  to  avoid  infection  of  the 
peritoneal  cavity.  If  the  gauze  is  allowed  to  remain  undis- 
turbed the  temperature  rises,  the  pulse  goes  up,  and  all  symp- 
toms show  evidences  of  septic  absorption.  We  draw  the  gauze 
down  for  a  moderate  distance,  and  drainage  is  set  up  again  quite 
freely;  the  temperature  and  pulse  drop,  and  symptoms  point  to 
an  improvement  in  every  way.  I  draw  down  the  gauze  once  or 
twice  a  day. 

It  seems  rational  to  drain  from  below.  In  Dr.  Grad's  case  I 
might  have  done  as  he  did.  There  it  seemed  best  to  drain  from 
the  front. 

Dr.  T.  Thompson  Sweeney. — Would  you  drain  through  the 
cul-de-sac  if  the  wounds  in  the  vagina  were  gangrenous? 

Dr.  WEST.— I  would  sterilize  the  wounds  as  much  as  possible; 
apply  Btrong  carbolic  and  apply  drainage  just  the  same. 

Another  very  interesting  point  is  the  necessity  for  thor- 
ough ;isr|,>is  he  fore  delivery.  [  believe  these  cases  should 
he  treated  absolutely  as  surgical  operations  (this  has  no  hearing 
on  Dr.  Grad's  case),  as  if  going  to  open  the  abdomen.  I  scour 
between  the  ihighs,  and  wash  the  parts  thoroughly,  using  green 
soap,  as  a  firsl  procedure.     I  believe  it  wise  to  have  ,-i  clean  field. 

Dr.  BissEa  i ..     I  follow  Dr.  West  again. 

hi:.  Broun.  You  recognized  thai  the  sepsis  came  from  a  tear 
in  the  eervixl     You  round  no  opening  to  the  peritoneal  cavity? 
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Dr.  Grad.  The  tear  extended  along  the  eervii  to  the  body 
of  the  uterus.  Tt  could  not  be  fell  by  the  vagina.  It'  the  whole 
hand  had  been  introduced  it  mighl  have  been  felt;  it  was  fur- 
ther up  than  could  be  reached.  The  rent  could  only  be  Been 
after  the  abdomen  had  heen  opened.  I  saw  then  where  the  com- 
munication was  established  between  the  vagina  and  the  peri- 
toneal cavity. 

Dh.  Broun. — Had  you  any  reason  to  feel  that  the  doctor  was 
lacking  in  the  radical  ideas  of  what  asepsis  should  be? 

Dr.  Grad. — Yes.  I  must  admit  T  did  not  think  he  was  aseptic; 
he  snid  he  did  not  boil  his  instruments — just  washed  them  with 
carbolic  solution. 

Dr.  Broun.— I  asked  these  questions  to  bring  up  a  most  in- 
teresting point.  If  Dr.  Grad  could  have  recognized  that  there 
was  a  tear  in  the  uterus,  he  would  have  opened  the  abdomen  at 
once,  washed  it  out.  sewed  up  the  tear,  and  by  posterior  incision 
drained  the  peritoneal  cavity,  lie  was  uol  in  a  position  whore 
he  could  recognize  it.  I  doubt,  unless  we  saw  signs  of  collapse. 
whether  any  of  us  would  recognize  a  slight  tear  into  the  peri- 
toneal cavity.  Again  :  when  we  are  called  on  to  see  these 
eases,  are  we  to  sew  \\])  these  tears  or  leave  them  open?  If 
there  is  any  question  of  cleanliness  T  think  it  a  wise  course  to 
leave  them  open.  In  many  hundreds  of  just  such  cases  the 
women's  lives  were  saved  by  non-interference.  Dr.  Grad  could 
not  have  done  any  more  or  less  than  he  did. 

So  far  as  drainage  goes,  1  cannot  concur  in  all  that  lias  been 
said.  I  know  the  general  opinion  in  acute  septic  peritonitis 
where  there  is  perforation  is  to  drain,  placing  the  drain  in  dif- 
ferent, parts  of  the  abdomen.  The  best  results  are  obtained 
from  thorough  washing,  the  idea  being  that  if  we  drain  the 
deep  kidney  and  pelvic  spaces  we  mighl  have  to  contend  with 
sinuses  which  may  become  septic  and  from  which  the  patient 
may  die.  I  understand  it  is  now  considered  best  to  drain  as 
little  ;is  possible-,  at  least  not  to  Leave  the  gauze  in  for  any  length 
of  time  to  create  an  infected  tract.  I  do  not  believe  it  is  as 
wise  to  place  a  posterior  drain  in  as  to  thoroughly  wash. 

Dr.  P.  F.  Chambers. — I  do  not  believe  gauze  drainage  does 
any  good  after  twenty-four  or  thirty-six  hours.  I  think  Na- 
ture shuts  it  off  after  that  time,  and  it  does  nut  drain  anything 
beyond  the  point  where  the  gauze  is.  I  much  prefer  making  the 
abdominal  cavity  thoroughly  aseptic  by  washing  out  and  clean- 
ing at  the  time.  "Where  I  have  used  drainage  I  have  had  the 
best  results  from  the  use  of  Hyde's  drainage  tube.  It  is  a  glass 
tube  with  a  partition,  the  gauze  going  in  at  one  poinl  and  emerg- 
ing at  the  side  of  the  partition.  One  can  take  the  tube,  even  in 
the  abdominal  cavity,  and  move  it  about,  thus  thoroughly  drain- 
ing different  places.  The  gauze  drains  the  immediate  sect  ion 
and  nothing  else.  But,  as  stated.  I  would  rather  depend  more 
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upon  making  the  wound  thoroughly  aseptic  than  resorting  to  any 
form  of  drainage. 

Dr.  Malt.ett.  —  Can  the  Hyde  tube  be  inserted  through  the 
vagina  ? 

Dr.  Chambers. — Yes,  or  through  the  abdominal  wound. 

Dr.  Payne.  — Several  of  the  gentlemen  have  spoken  of  flush- 
ing out  the  abdomen  sufficiently.  That  is  interesting  to  me.  I 
have  made  some  experiments  along  these  lines  with  Croton  wa- 
ter. I  obtained  samples  of  water  on  five  different  days,  hot 
and  cold.  The  water  from  the  hot  tap  was  absolutely  sterile; 
that  from  the  cold  tap  was  analyzed,  and  from  the  plates  I  made 
I  isolated  the  organisms  and  inoculated  guinea-pigs.  No  trou- 
ble followed.  I  would  suggest  that  where  sufficient  sterile  water 
is  not  available  we  use  tap  water.  If  we  cannot  get  abundance  of 
water,  the  hot  water  is  sterile  and  the  cold  water  will  not  set 
up  anything  that  will  give  peritonitis. 

Dr.  Orad. — At  the  time  I  saw  the  patient  it  was  a  question 
whether  or  not  to  do  posterior  section  for  drainage  or  open  from 
above  to  find  out  what  the  trouble  was.  as  there  was  a  question 
whether  there  might  not  be  intestinal  obstruction  present. 
There  was  retching  and  vomiting,  and  the  bowels  had  not  moved 
in  two  or  three  days.  For  that  reason  the  abdominal  route  was 
chosen.  Then,  again,  it  was  found  that  the  vagina  was  so 
thoroughly  infected  that  it  would  have  been  impossible  to  do 
any  work  there  in  a  clean  manner.  As  it  was,  by  simply  chang- 
ing my  gloves  I  was  able  to  be  absolutely  clean  in  entering  the 
abdominal  cavity. 

Dr.  Broun  touched  on  a  very  important  point  when  he  put 
the  question.  Shall  we  open  the  abdomen  in  those  cases  where 
we  arc  positive  that  a  rupture  of  the  uterus  is  present?  That 
these  uterine  tears  heal  kindly  and  need  no  surgical  intervention 
there  can  be  no  doubt.  I  may  lie  permitted  to  relate  a  case  of 
rupture  of  the  uterus  coming  under  personal  experience.  I 
was  asked  by  a  gentleman  uptown  to  deliver  an  occipito-posterior 
which  bad  been  impacted  in  the  pelvis  something  like  eighteen 
hours.  I  did  uol  think  I  had  used  any  considerable  amount  of 
traction,  but  when  the  brad  was  extracted,  the  child  born,  and 
the  placenta  delivered,  I  discovered  a  mass  of  omentum  in  the 
vagina,  moving  up  and  down  with  each  respiration.  No  doubt 
there  was  an  opening  inlo  the  peritoneal  cavity.  I  put  a  pair 
of  volsella  forceps  ou  the  cervix,  pulled  the  uterus  ou1  of  the 
vulva,  placing  a  few  well-directed  silkworm-gut  sutures  in  the 
cul-de-sac.      The  vagina   was  kept  clean  and  the  woman   made  a 

good  recovery.  1  think  communications  into  the  peritoneal  cav- 
iiv  need  uoi  terminate  Eatally. 

I  take  the  poinl  very  well  which  Dr.  Wesl  broughl  out.  I 
fell  thai  it'  1  had  a  long  glass  tube  like  the  Hyde  tube  it  would 
have  been  the  best  thing  I  could  use.  bu1  i1  was  not  at  hand.    It 

very  difficull   matter  to  deal   with  these  c;ises  iu  some  of  the 
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feenemenl  houses.     T  thins  T  did  the  besl  that  could  have  been 
done  under  these  conditions. 

In  regard  to  Croton  water,  mentioned  by  Dr.  Payne,  a  few 
years  ago  I  had  occasion  to  sec  a  patienl  with  a  Bevere  hemor- 
rhage, she  was  absolutely  pulseless;  bo  much  so  thai  ;i  hypoder- 
matic  of  whiskey  given  by  her  medical  attendant  remained  in  the 
tissues  where  it  was  injected.  T  did  not  have  time  even  to 
sterilize  or  boil  the  water.  I  transfused  over  a  gallon  of  Croton 
water  and  the  patienl  recovered,  showing  that  Croton  water  is 
safe  to  use  even  for  intravenous  injections. 
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Proceedings  of  the  Fifteenth  Annual  Meeting,  held  at  Cincinnati, 
Ohio,  November  11,  12,  and  13,  1902. 

The  Association  met  at  the  Grand  Hotel  under  the  presidency 
of  Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. 

Dr.  L.  H.  Dunning,  of  Indianapolis,  Ind.,  read  a  paper  on 

CONSERVATIVE    OPERATIONS    I   PON    THE   OVARY. 

He  reported  his  experience  with  more  than  one  hundred  cases 
operated  upon  by  himself.  He  employed  the  method  of  incising 
small  single  cysts,  removing  the  lining  membrane,  trimming  away 
the  redundant  portion  of  the  outer  wall  of  the  cyst,  and  joining 
the  edges  of  the  incision  by  a  running  stitch  of  fine  catgut. 
Single  hematoma  was  treated  in  a  similar  manner.  In  a  few 
instances  he  had  used  the  thermocautery  to  check  hemorrhage, 
and  in  other  instances  he  had  punctured  several  small  cysts  and 
dropped  the  ovary.  He  reported  gratifying  results  in  80  per 
cent  of  cases.  After  a  few  trials  he  rejected  conservative  meth- 
ods in  pus  cases  and  in  cases  in  which  there  were  numerous  small 
cysts  in  all  parts  of  the  ovary.  He  found  conservative  work  un- 
satisfactory in  sterile  married  women,  and  in  interval  appendi- 
citis operations  in  which  there  was  a  markedly  cystic  right  ovary. 
Tn  his  series  there  were  known  to  be  six  cases  of  pregnancy  in 
which  the  patients  were  happy  mothers,  and  there  was  a  group 
of  ten  cases  in  girls  and  young  women  from  whom  he  had  ex- 
tirpated an  ovarian  tumor  from  one  side  and  had  done  a  conser- 
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vative  operation  upon  the  other  ovary,  with  a  large  measure  of 
success. 

Even  should  a  considerable  per  cent  of  failures  to  cure  appear, 
the  writer  would  continue  to  do  conservative  work.  He  be- 
lieved that  the  reason  we  were  not  able  to  select  cases  was  that 
cystic  degeneration  of  the  ovary  was  a  progressive  disease,  the 
limits  of  which  gynecologists  were  not  able  at  present  to  predict. 
It  was  hoped  that  with  increasing  knowledge  we  would  be  better 
f.ble  to  select  the  curable  cases  for  operation. 

Dr.  George  II.  Noble,  of  Atlanta,  Ga..  had  done  considerable 
conservative  work  on  ovaries  in  such  cases  as  the  author  had  men- 
tioned, and  he  thought  it  was  the  proper  thing  to  do.  He  in- 
dorsed the  paper  in  toto. 

Dr.  Henry  T.  Byford,  of  Chicago,  said  that  formerly  ovaries 
were  removed  extensively  by  gynecologists,  and  that  now  there 
was  a  sufficient  number  of  cases  on  record  to  determine  what 
effect  the  removal  of  the  ovaries  had  on  young  people.  He  re 
called  a  number  of  cases  from  whom  he  had  removed  the  ovaries, 
the  operations  having  produced  no  harm  or  mental  effect.  In 
fact,  in  many  cases  the  women  had  been  in  better  health  since 
the  operation.  Conservative  operations,  if  aseptically  and  prop- 
erly done,  should  be  followed  by  good  results  without  necessarily 
removing  the  ovaries. 

Dr.  "Walter  P.  Manton.  of  Detroit.  Mich.,  began  conservative 
work  on  the  ovaries  several  years  ago,  and  had  found  that  in  the 
majority  of  instances  he  succeeded  in  relieving  the  symptoms. 
He  had.  however,  had  a  few  unsuccessful  cases,  which  led  him  to 
be  sceptical  in  regard  to  the  good  work  which  he  might  have 
done  formerly.  A  short  time  ago  he  said  he  removed  the  left 
appendages  and  resected  about  two-thirds  of  the  right  ovary, 
the  patient  making  an  excellent  recovery ;  but  three  months  later 
the  patient  returned  to  him  with  symptoms  of  backache  and  de- 
sired another  operation.  At  this  time  he  made  a  vaginal  section 
and  found  a  small  tumor,  the  size  of  a  filbert,  embedded  in  the 
posterior  vaginal  wall  at  the  junction  of  the  cervix.  The  right 
ovary  had  undergone  cystic  degeneration,  the  cyst  being  the  size 
of  a  hen's  esq;.  The  cyst  contained  ovarian  structure  and  was 
unquestionably  the  remnants  of  the  right  ovary.  "Resection  of  a 
cystic  ovary  or  t lie  puncture  of  cysts  of  the  ovary,  followed  by 
Rwabbin<_r  wit li  carbolic  acid  and  alcohol  and  sterile  water,  gave 
satisfactory  results. 

Dr.  GEORGE  J.  Engelmann,  of  Boston,  said  all  were  agreed 
that  it  was  desirable  to  leave  as  much  of  the  ovarian  tissue  as 
would  preserve  the  sexual  activity,  and  the  question  naturally 
arose.  How  much  could  be  removed  and  the  menstrual  function 
still  be  preserved,  thereby  relieving  the  patient?  He  mentioned 
n  case  that  was  operated  on  by  him  Borne  twenty  years  a^o.  in 
which  there  was  a  large  ovarian  tumor  on  the  left  side  with  ad- 
herent, tube.  On  the  right  side  there  was  a  cyst  the  size  of  an 
orange,  with  a  long  pedicle,  and  apparently  the  tube  was  partially 
adherent  and  diseased.     The  entire  left  tube  and  ovarv  were  re- 
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moved.  The  patienl  menstruated  regularly  Erom  the  day  of  the 
operation  and  had  done  so  ever  since.  The  Larger  pari  of  the 
righl  tube  was  left,  the  pedicle  being  about  one-hali'  the  thicknesfl 
of  a  lead  pencil.  With  the  small  amount  of  ovarian  tissue  left 
and  a  part  of  the  tube,  the  timet  ion  of  menstruation  was  pre- 
served. 

Dr.  J.  G.  Earnest,  of  Atlanta.  Ga.,  stated  that  the  gynecologist 
Bhould  always  make  a  clear  statement  to  the  patient  as  to  what 
she  mighl  expeel  from  a  conservative  operation  or  from  a  radical 
one. 

Dr.  A.  M  Gartledge,  of  Louisville,  Ky..  did  not  think  the  As- 
sociation should  go  on  record  as  advocating  the  removal  of  both 
ovaries  in  young  women  simply  because  they  had  pus  tubes. 
Many  young  women  consulted  the  gynecologist  with  acute  sup- 
purative salpingitis,  but  whose  ovaries  were  normal,  and  he 
thought  it  was  outrageous  to  unsex  them.  In  every  ease  he  rec- 
ommended leaving  a  piece  of  an  ovary,  if  it  was  not  larger  than 
a  grain  of  corn. 

Dr.  Richard  Douglas,  of  Nashville.  Tenn.,  thought  the  last 
speaker  had  misunderstood  the  essayist,  in  that  he  did  not  ad- 
\ocate  the  removal  of  healthy  ovaries  when  the  tubes  alone  were 
affected,  but  discountenanced  the  resection  of  infected  ovaries. 
With  this  he  agreed  with  the  essayist.  When  an  ovary  was  in- 
!  any  conservative  procedure  was  useless.  When  the  tube 
was  involved,  and  not  the  ovary,  the  ovary  should  be  left  under 
all  circumstances. 

Dr.  Edwin  Walker,  of  Evansville.  Ind..  made  a  plea  for  a 
more  accurate  diagnosis  in  these  cases,  saying  that  many  of  these 
patients  suffered  from  other  diseases  or  neuroses  independently 
of  the  genital  organs. 

Dr.  A.  Morgan  Cartledge,  of  Louisville.  Ky.,  followed  with  a 
paper  on 

THE   SURGICAL  TREATMENT   OF   PANCREATIC   CYSTS,   WITH   A    REPORT 

OF   TWO   CASES. 

( !ysts  of  the  pancreas,  while  rarely  encountered,  were  still  the 
most  common  pathological  condition  of  this  deep-seated  organ 
that  surgeons  were  called  upon  to  treat.  There  was  little  doubt 
but  that  the  field  of  surgery,  as  applied  to  the  pancreas,  should 
.tended,  and  some  of  the  more  recent  contributions  to  the 
subject,  he  thought,  should  attract  the  attention  of  surgeons  to 
this  almost  unexplored  region  of  the  abdomen. 

According  to  Bockel,  whom  the  author  quoted,  the  cases  treated 
surgically  mrw  numbered  115.  In  99  of  these  the  cyst  was 
opened  .it  the  first  sitting,  with  the  result  that  92  recovered  and  7 

died.     Tn  Hi  eases  11 yst  was  opened  subsequently,  after  the 

formation  of  adhesions,  with  lfi  recoveries  and  no  deaths.  He 
thought  this  spoke  well  for  the  treatment  by  incision  and  drain- 
age. The  same  author  ( Bockel)  had  collected  25  cases  where 
either  complete  or  partial  extirpation  of  the  sac  was  practised, 
with  4  deaths. 
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A  comparison  of  the  results  shown  by  statistics  would  seem  to 
indicate  that  incision  and  drainage  should  be  practised  as  a  rou- 
tine procedure  in  pancreatic  cysts;  and  yet  a  closer  study  of  the 
clinical  forms  which  the  cyst  might  present,  together  with  a  more 
careful  study  of  the  convalescence  of  the  drained  subjects,  might 
cause  surgeons  to  attempt  extirpation  of  the  sac  more  frequently 
and  with  better  results. 

The  author 's  experience  with  the  treatment  of  pancreatic  cysts 
was  limited  to  two  cases.  The  first  case  was  a  woman,  unmar- 
ried, 31  years  of  age.  The  second  was  a  woman  aged  45.  One 
case  was  treated  by  incision  and  drainage,  and  the  other  by  enu- 
cleation of  the  cyst.  Both  patients  recovered.  These  cases  were 
reported  in  detail. 

Dr.  C.  H.  Mayo,  of  Rochester,  Minn.,  mentioned  briefly  three 
eases  of  pancreatic  cyst  that  had  come  under  the  observation  of 
his  brother  and  himself.  In  one  case  fat  necrosis  was  very 
marked  and  noticeable. 

Dr.  L.  H.  Dunning,  of  Indianapolis,  Ind.,  had  never  encoun- 
tered but  one  case,  and  this  was  associated  with  stone  in  the  am- 
pulla of  Vater.  The  cyst  was  large,  and  there  was  an  extensive 
accumulation  of  bile  within  the  gall  bladder,  with  dilatation  of 
the  gall  bladder.  Chocolate  deposits  were  observed  in  the  cyst 
wall. 

Dr.  Richard  Douglas,  of  Nashville,  Tenn.,  said  that  Mr.  Jor- 
dan Lloyd,  of  England,  had  emphasized  the  fact  that  there  were 
true  and  pseudo-cysts  of  the  pancreas.  The  recent  work  of  Mayo 
Robson  and  others,  he  thought,  had  shown  the  relation  be- 
tween gall  stones  and  pancreatic  disease,  and  it  was  possible  in 
this  connection  we  might  have  a  true  solution  of  the  pathology. 

Dr.  Alexander  Hugh  Ferguson,  of  Chicago,  mentioned  three 
cases  of  pancreatic  cyst,  one  of  them  being  a  hydatid  cyst  of  the 
pancreas.  This  case  he  treated  by  drainage,  suturing  the  pseudo- 
cyst to  the  skin  and  packing  with  gauze.     The  girl  recovered. 

THE    CURSE   OF   GONORRHKA. 

Dr.  Joseph  Taber  Johnson,  of  Washington,  D.  C,  followed 
with  a  paper  on  this  subject,  saying  that  so  many  sad  cases  of 
pelvic  disease  of  specific  origin  were  constantly  coming  under  the 
care  of  those  in  charge  of  the  female  clinics  in  the  dispensaries, 
and  in  the  gynecological  wards  of  public  hospitals,  that  it  was 
nl most  impossible  to  over-estimate  the  importance  of  this  subject. 
The  evidence  was  indisputable  and  overwhelming  thai  many 
women  lost  their  lives  annually  from  the  pelvic  inflammations 
caused  by  these  complications,  and  thai  thousands  probably  lost 
their  health  or  their  power  of  conception  from  the  same  cause. 
From  the  besl  statistics  he  had  beei]  able  to  obtain,  there  were 
three  hundred  thousand  women  in  this  country  leading  lives  of 
prostitution,  and  the  estimate  was  made  by  health  officers  and 
the  superintendents  of  police  in  thirty  large  eilies.  who  made  re- 
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ports  mi  this  subject,  that  for  every  woman  who  regularly  resided 
in  ;i  house  of  ill-fame  there  was  at  least  one,  if  ool  more,  .just  as 
bad,  who  never  or  rarely  became  known  to  the  police.  This 
would  give  half  a  million,  ;it  the  lowesl  estimate,  of  candidates 
for  this  disease  in  our  counl ry  alone. 

The  chief  danger  of  gonorrhea  in  the  female  was  the  infection 
of  the  uterus  and  uterine  appendages.  Gonorrhea  was  the  chief 
source  of  salpingitis  and  pelvic  peritonitis.  Other  complications 
were  mentioned  by  the  essayist. 

A  point  which  he  laid  great  stress  on  was  that  gynecologists 
should  make  themselves  more  certain  in  the  future  than  they  hail 
done  in  the  pasl  that  patients  of  both  sexes  were  absolutely  cured, 
beyond  the  danger  of  a  relapse,  before  they  were  dismissed  from 
Further  observation,  control,  and  treatment. 

De.  Walter  P.  Manton,  of  Detroit,  Mich.,  read  a  paper  on 

CHRONIC  APPENDICITIS  AND  MOVABLE  RIGHT   KIDNEY. 

He  stated  that  while  the  practitioner  had  become  familiar  with 
the  symptoms  and  diagnosis  of  acute  appendicitis  of  the  chronic 
Conn,  which  was  often  productive  of  great  physical  distress  and 
suffering,  but  little  was  as  yet  known.  As  an  etiological  factor  in 
the  production  of  chronic  appendicitis,  he  called  renewed  atten- 
tion to  movable  right  kidney,  the  association  of  which  with  ap- 
pendicular disease  was  first  pointed  out  by  Edebohls  in  1894. 

In  the  writer's  experience  movable  kidney  was  the  most  fre- 
quent cause  of  chronic  appendical  disease. 

hi  200  consecutive  cases  from  his  note  books  the  essayisl  found 
that  the  right  kidney  showed  an  abnormal  mobility  in  36|  per 
cent,  and  in  65^  per  cent,  nearly,  of  these  cases  a  diagnosis  of 
chronic  appendicitis  was  also  made.  In  22^  per  cent  of  this 
number  the  diagnosis  was  confirmed  by  operation.  Among  the 
other  cases,  some  were  of  too  mild  a  type  to  demand  immediate 
intervention;  the  patients  refused  operation,  or  were  now  wait- 
ing for  it  to  be  performed. 

Regarding  the  manner  in  which  movable  right  kidney  gave 
rise  to  the  appendical  affection,  Dr.  Manton  accepted  the  theory 
of  Edebohls  as  the  most  satisfactory  yet  offered,  namely,  that 
the  kidney  compresses  the  superior  mesenteric  vessels  between 
the  head  of  the  pancreas  and  the  spinal  vertebra?,  thus  interfering 
with  the  circulation  in  the  appendix  and  giving  rise  to  congestion 
and  subsequent  inflammation  in  that  organ. 

He  laid  special  stress  upon  two  points: 

1.  That  in  obscure  abdominal  conditions  a  diagnosis  should  not 
be  attempted  until  movable  kidney  and  chronic  appendicitis  could 
be  excluded  by  careful  abdominal  palpation. 

2.  Thai  when  nephroptosis  and  appendicitis  were  present,  op- 
erations upon  the  uterus  and  adnexa  would  not  be  followed  by  a 
cure  unless  one  or  both  of  these  conditions  were  also  removed. 

Dr.  Bacon  SAUNDERS.  <»f  Fort  Worth,  Tex.,  said,  having  had  a 
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number  of  both  conditions  to  deal  with,  he  had  not  had  experience 
which  would  lead  him  to  believe  that  the  two  conditions  were  so 
commonly  associated  as  was  indicated  by  the  paper.  In  other 
words,  his  experience  had  not  led  him  to  believe  that  most  of  his 
cases  of  chronic  appendicitis  depended  upon  movable  kidney,  al- 
though it  was  possible  and  the  condition  might  have  been  over- 
looked. 

Dr.  Edwin  Walker,  of  Evansville,  Ind.,  had  noticed  the  coex- 
istence of  the  two  affections,  but  he  had  not  found  it  in  a  large 
number  of  cases. 

Dr.  Robert  T.  Morris,  of  New  York,  stated  that  since  Ede- 
bohls  published  his  paper  he  had  given  considerable  attention 
to  the  association  of  appendicitis  and  movable  kidney,  and  quite 
frequently,  where  there  was  a  loose  kidney  pressing  upon  the 
superior  mesenteric  vessels,  he  had  found  that  there  was  conges- 
tion of  the  cecum,  and  if  a  careful  palpation  was  made  the  ap- 
pendix would  be  found  to  be  tense,  and  infective  appendicitis 
would  be  more  commonly  found  in  such  cases. 

Dr.  Charles  P.  Noble,  of  Philadelphia,  said  he  had  operated 
on  100  cases  of  movable  kidney,  and,  so  far  as  his  observation 
went,  he  did  not  think  there  was  more  than  half  a  dozen  of  that 
number  in  which  the  appendix  was  involved. 

Dr.  A.  M.  Cartledge,  of  Louisville,  Ky.,  thought  the  two  af- 
fections were  more  frequently  associated  than  according  to  the 
statistics  given  by  the  essayist. 

Dr.  Alexander  Hugh  Ferguson,  of  Chicago,  did  not  think 
there  was  any  relationship  between  appendicitis  and  floating  kid- 
ney per  se.  The  most  extensive  cases  of  floating  kidney  he  had 
encountered  had  no  appendicitis  whatever.  The  kidney  might  be 
down  on  the  brim  of  the  pelvis  and  resting  on  the  tip  of  the  ap- 
pendix without  disturbing  it. 

Dr.  Simon  P.  Kramer,  of  Cincinnati,  0.,  spoke  of  the  occasional 
occurrence  of  appendicitis  with  floating  kidney. 

Dr.  C.  II.  M a v< i,  of  Rochester,  Minn.,  said  there  was  one  class  of 
in  which  the  kidney  was  freely  movable.  One  could  fix  the 
kidney  and  obtain  a  good  result.  In  some  of  these  he  was  now 
removing  the  appendix  at  the  time  of  fixation  of  the  kidney,  to 
determine,  if  possible,  the  relationship  between  the  two  condi- 
tions. 

I  >i;.  YY.  P.  McAdory,  of  Birmingham,  Ala.,  did  not  think  mov- 
able kidney  had  much  to  do  in  causing  chronic  appendicitis,  yet 
the  two  conditions  might  occur  frequently  at  the  same  time. 

OPERATION    FOB    COMPLETE    LACERATION    OP   THE   PERINEUM. 

Db.  GEORGE  II.  NOBLE,  of  Atlanta,  Ga.,  described  a  new  opera- 
tion for  complete  laceration  of  the  perineum.  The  steps  of  the 
operation  were  given  al  length. 
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Dr.  J.  Wesley  Boveb,  of  Washington,  D.  <'.,  followed  with  a 
paper  on 

PREGNANCY  AND  LABOR  FOLLOW  tNG   COMPLETE   NEPHRO- 

dreterectom  J  . 

Removal  of  the  kidney  had  become  a  frequent  operation  and  no 
Longer  excited  surprise  or  comment  on  the  part  of  the  medical 
profession.  It  was  well  understood  thai  removal  of  a  kidney, 
the  function  of  which  had  not  been  previously  suspended,  en- 
tailed additional  eliminative  work  upon  the  kidney  of  the  ether 
side.  It  must  be  admitted  that  one  kidney  was  rarely  able  to 
perform  the  functions  of  two  healthy  ones,  and  that  any  extra 
taxation  upon  its  eliminative  powers  incident  to  autointoxication 
of  various  forms  was  liable  to  seriously  embarrass  its  functional 
activity.  When  nephrectomy  was  done  for  renal  calculi  with 
pyonephrosis  or  tuberculosis,  the  same  condition  was  liable  to  be 
present,  in  some  slight  degree  at  least,  in  the  remaining  kidney. 
Its  function  was  accordingly  interfered  with.  Various  investiga- 
tors had  found  a  marked  toxicity  of  the  urine  during  pregnancy. 
Nephritis  during  this  condition  was  very  common.  WinckeJ 
claimed  two  per  ceut  of  women  that  were  healthy  before  preg- 
nancy had  albumin  in  the  urine  during  pregnancy,  and,  further, 
that  six  per  cent  of  all  pregnant  women  had  albuminuria. 

One  notable  fact  in  connection  with  the  toxemias  of  pregnancy, 
or  uremia,  was  that  the  amount  of  urea  in  the  urine  was  always 
found  markedly  diminished.  Another  important  matter  in  con- 
junction with  pregnancy  and  labor  was  the  changes  in  arterial 
tension,  which  varied  during  the  following  labor.  It  was  gener- 
ally understood,  however,  that  the  changes  goine  on  in  the  econ- 
omy of  the  woman  in  pregnancy  called  for  greater  demands  on 
the  heart,  liver,  and  kidneys,  and  any  interference  with  the  action 
of  one  or  more  of  these  organs  resulted  disastrously  to  the  others. 
As  elimination  during  pregnancy  was  increased,  naturally  the  ar- 
terial tension  would  be  expected  to  be  correspondingly  increased. 
During  labor  it  rapidly  rose,  reaching  its  highest  degree  at  the 
moment  of  the  birth  of  the  child  and  reaching  its  minimum  at 
the  time  of  expulsion  of  the  placenta.  It  then  rapidly  increased 
to  above  normal,  remained  so  for  four  or  five  days,  and  then  re- 
turned to  normal.  Marked  increase  of  arterial  tension  had  been 
frequently  observed  in  eclampsia  and  albuminuria.  A  kidney  ob- 
liged to  perform  all  the  renal  eliminatory  work  of  the  body. 
which  was  naturally  increased  during  pregnancy  and  labor,  was 
working  under  greal  strain.  If  it  be  crippled  by  traces  of  the 
condition  which  required  removal  of  its  fellow,  this  strain  or  tax- 
ation was  n\'  greater  moment.      He  had  1 n  able  to  find  recorded 

but  two  a 

His  own  case  of  complete  nephro-ureterectomy  stood  alone, 
though  not  varying  from  the  two  found  in  the  literature  from  ■„ 
practical  standpoint.  The  report  of  the  nephro-ureh  reel  jmy  was 
reported  to  this  Association  a1  its  hist  meeting.     The  operation 
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was  done  March  18,  1901,  for  pyonephrosis,  renal  calculi,  and 
miliary  abscesses  in  the  ureter.  April  15,  1902,  after  a  normal 
labor  of  six  hours,  she  was  delivered  of  a  male  child  weighing 
ten  and  one-half  pounds.  On  the  third  day  after  delivery  she 
complained  of  intense  pain  diffused  over  the  abdomen,  which, 
on  the  following  day,  became  localized  along  the  course  of  the 
left  ureter.  There  was  tenderness  for  several  days  after  cessa- 
tion of  the  pain  in  this  region.  The  urine  was  carefully  watched 
for  calculi,  but  none  were  found.  With  the  pain  mentioned  the 
temperature  rose  to  102°,  and  continued  from  100°  F.  to  102° 
for  nearly  a  week,  when  it  gradually  declined  to  normal.  Urin- 
alyses made  during  the  pregnancy  showed  nothing  abnormal  ex- 
cept the  presence  of  albumin.  An  examination  of  a  catheterized 
specimen  in  July,  1902,  showed :  specific  gravity  1022,  albumin  in 
large  quantity,  normal  amount  of  solids  and  urea  excreted,  and 
no  casts.  Since  the  birth  of  her  child  she  had  breast-nursed  it 
and  had  remained  in  splendid  health. 

A  question  of  vital  importance  in  these  cases  was  the  perma- 
nent effect  of  pregnancy  and  labor  upon  the  remaining  kidney. 
In  the  case  of  Steinheil  the  patient  succumbed  to  the  extension 
of  the  tubercular  process  to  the  remaining  kidney.  Whether 
pregnancy  and  labor  caused  this  extension  in  part  or  entirely 
could  not  be  determined.  Certainly  the  woman  had  not  suffered 
from  renal  trouble  during  the  seven  years  following  nephrectomy, 
but  died  one  year  and  nine  months  after  delivery.  In  Schramm 's 
ease  no  history  of  the  patient  subsequent  to  her  discharge  from 
the  hospital  was  given.  In  the  writer's  own  case  the  condition 
of  the  remaining  kidney  did  not  seem  to  be  worse  than  before 
pregnancy.  There  was  little  doubt  that  pregnancy  and  labor 
following  nephrectomy  seriously  jeopardized  the  life  of  the  pa- 
tient ;  that  the  renal  complications  must  necessarily  be  greatly  in- 
creased, and  therefore  induction  of  premature  labor  and  other 
forms  of  treatment  of  these  complications  more  frequently  ne- 
cessitated. In  these  cases  the  evidence  of  permanent  impairment 
of  the  remaining  kidney  as  a  result  of  pregnancy  and  labor  was 
by  no  means  convincing,  but  his  individual  opinion  was,  as  rec- 
ords were  made  of  such  cases  the  effects  would  be  apparent. 

THE  PRESIDENT'S  ADDRESS 

was  delivered  by  Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala.,  Presi- 
dent of  the  Association.  First  he  spoke  of  the  early  history  of 
the  Association  and  the  events  immediately  preceding  its  forma- 
tion. 

In  addition  to  honorary  members,  he  recommended  that  the 
Association  have  another  class,  to  be  known  as  life  members,  these 
in  he  composed  of  men  of  j^n-al  eminence  who  were  more  than 
P>5  years  of  age  or  who  had  been  members  twenty  years  and  had 
attended  fifty  per  cent  of  the  meetings. 
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He  suggested  thai  Dr.  .1.  McFadden  Gaston,  of  Atlanta;  Dr. 
R.  B.  Mauiy.  of  Memphis;  ami  Dr.  Thaddeus  A.  Reamy,  of  <in- 
oiiui;iti,  be  recommended  by  the  Council  for  this  <-l.-iss  of  mem- 
bership. He  advised  Hie  Association  to  limil  its  membership  to 
200. 

He  urged  the  members  to  establish  a  memorial  to  the  Associa- 
tion in  Birmingham,  the  birthplace  of  the  organization. 

Dr.  Davis  paid  a  tribute  to  the  medical  profession  of  the  South. 
and  spoke  of  McDowell.  Sims,  and  Battey  as  epoch-makers  in 
surgery.  He  also  referred  in  glowing  terms  to  the  work  of  Dud- 
ley, Paul  F.  Eve,  Warren  Stone.  Dugas.  and  Pope.  Of  the  many 
in  recent  years  who  had  done  excellent  work,  and  who  were  now 
dead,  he  mentioned  the  names  of  Met;  ui  re.  Yandell.  Briggs,  Etog 
ere,  Sr.,  Kinlock.  AYestmoreland.  Sr.,  Campbell,  Gilmore,  Nbtt, 
Mastin.  and  Richardson. 

Dr.  M.  C.  McGannon,  of  Nashville,  Tenn.,  read  a  paper  on 

HEMATURIA. 

Dr.  Alexander  Hugh  Ferguson,  of  Chicago,  read  a  paper  on 

ANTERIOR    TRANSPLANTATION    OF    THE    ROUND    LIGAMENTS    FOR    DIS- 
PLACEMENTS OF  THE  UTERUS. 

He  said  it  was  now  over  six  years  since  he  first  carried  out  the 
principle  of  this  operation.  The  abdominal  wall  was  opened  in 
the  mid-line  in  his  first  two  cases.  He  then  thought  it  better  to 
enter  the  abdomen  through  each  rectus  muscle,  the  skin  alone 
being  cut  in  the  median  line.  After  doing  fifty  cases  in  this  man- 
ner he  returned  to  the  one  incision  in  the  abdominal  wall,  and 
that  at  the  linea  alba,  then  bringing  the  round  ligaments  through 
stab  wounds,  one  in  eacb  rectus  muscle.  In  about  one-half  of 
these  cases  he  severed  the  round  ligaments  and  brought  their 
stumps  through  the  rectus  muscles,  while  in  the  remainder  the 
ligaments  were  not  cut  at  all.  "With  this  technique  there  was 
danger  of  bowel  or  omentum,  or  both,  slipping  between  the  trans- 
planted round  ligaments  and  the  bladder,  and  producing  sucli 
eninplications  (strangulation  of  bowel,  etc.)  as  had  been  known 
to  occur  after  Kelly's  suspension  and  other  methods  of  hystero- 
pexy. In  order  to  prevent  these  complications,  the  writer  had 
employed  one  of  two  procedures  to  render  it  impossible  for  bowels 
to  slip  around  the  uterus  beneath  the  round  ligament. 

1.  A  continuous  suture  is  made,  running  along  the  parietal  peri- 
toneum from  the  puncture  in  it  and  rectus  muscle  downward  to 
the  side  of  the  bladder,  and  back  posteriorly  to  the  round  liga- 
ment near  the  uterus.  In  this  almost  circular  sweep  of  the 
needle  and  thread  the  peritoneum  is  caught  up  about  every  third 
of  an  inch.  When  the  suture  is  tied  an  antero-posterior  partition 
of  folded  peritoneum  is  thrown  between  the  iliac  and  bladder  re- 
gions on  each  side. 
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2.  The  round  ligaments  are  fastened  to  the  parietal  peritoneum 
on  each  side  from  the  internal  inguinal  rings  to  the  artificial  open- 
ings in  the  abdomen,  through  which  they  are  transfixed.  The 
redundancy  of  the  peritoneum  and  the  loose  attachment  of  the 
parietal  peritoneum  in  these  regions  enable  this  part  of  the  oper- 
ation to  be  done  with  comparative  ease,  especially  when  the  pa- 
tient is  in  the  Trendelenburg  position. 

The  technique  of  the  operation,  as  the  writer  now  performed  it. 
was  given,  as  follows: 

Operation. — Place  the  patient  in  the  Trendelenburg  position. 
Make  a  median  incision  about  three  inches  in  length  through  the 
abdominal  wall,  the  lower  angle  of  which  reaches  the  suprapubic 
fold,  and  dissect  the  fat  and  skin  from  the  anterior  sheath  of  the 
rectus  muscle  on  either  side  of  the  abdominal  incision,  correspond- 
ing to  its  lower  third.  Pass  two  fingers  of  the  left  hand  into  the 
abdominal  cavity  on  one  side  beneath  the  rectus  muscle,  already 
exposed  anteriorly,  to  locate  and  protect  the  bladder ;  then  make 
a  stab  wound  through  the  rectus  muscle,  in  the  direction  of  its 
fibres,  into  the  abdominal  cavity  between  the  two  fingers,  an  inch 
from  the  median  incision  and  an  inch  and  a  half  from  the  pubic 
bone.  Before  withdrawing  the  knife,  pass  an  artery  forceps 
alongside  of  it  into  the  peritoneal  cavity,  and  with  it  take  hold 
of  the  round  ligament  and  a  portion  of  the  broad  ligament  be- 
neath it  near  the  uterus.  Xow  insert  the  suture  which  is  to  pre- 
vent the  bowel  from  slipping  between  uterus  and  bladder,  or,  for 
the  same  purpose,  suture  the  round  ligament  to  the  parietal  peri- 
toneum, as  already  mentioned.  Then  drag  the  proximal  end  of 
the  round  ligament  through  the  rectus  muscle  with  the  forceps 
already  attached  to  it.  and  sow  it  and  the  subjacent  portion  of 
broad  ligament  to  the  anterior  sheath  of  the  rectus  muscle,  leaving 
a  stump  of  about  half  an  inch  long  between  the  parietal  perito- 
neum and  uterus.  Deal  with  the  other  side  m  a  similar  manner, 
close  the  abdomen,  and  the  operation  is  complete. 

Advantages. — Dr.  Ferguson  claimed  for  the  operation  de- 
scribed the  following  advantages: 

1.  It  is  easy  to  perform,  because  all  the  structures  involved  are 
seen  as  well  as  handled  while  performing  it. 

2.  The  uterus  is  left  free  in  the  abdominal  cavity,  as  no  stitches 
or  bands  are  attached  to  it. 

3.  There  is  no  interference  with  the  physiological  functions  of 
the  organ — menstruation,  conception,  parturition,  labor,  or  in- 
volution. 

4.  It  has  a  wider  range  of  application  than  any  operation 
known  to  him. 

( To    be   continued.) 
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REVIEW. 


The  American  Text  Book  op  Obstetrics:  For  Practitioners 
and  Students,  By  James  C.  Cameron,  M.D..  Edward  P. 
Davis,  M.D.,  Robert  L.  Dickinson,  M.D..  Henry  J.  Garrii 

M.D..  Barton  Cohkk  Hirst.  M.l>..  Charles  Jewett,  M.D., 
Howard  A.  Kelly,  M.D.,  Richard  C.  NORMS,  M.I  >..  Chauncet 
D.  Palmer,  M.D.,  George  A.  Piersal,  ]\r.D..  Edward  Rey- 
nolds, MP..  Henrv  Schwarz,  M.D..  J.  Clarence  Webster, 
M.D.— Richard  C.  Morris,  M.D..  Editor,  and  Robert  I..  Dick- 
inson, M.D..  Art  Editor.  With  nearly  POO  illustrations. 
-  ond  Edition,  revised.  To  two  volumes.  Philadelphia  and 
London  :  W.  B.  Saunders  &  Co..  1902. 

The  second  edition  of  this  famous  wort  is  very  near  to  ideal 
perfection  in  the  teaching  and  diction  of  the  text,  the  choice  and 
drawing  of  the  illustrations,  and  the  beauty  of  the  typographical 
work.  It  bears  throughout  evidences  of  careful  revision,  some 
of  the  chapters  having  been  entirely  rewritten.  Dr.  J.  Clarence 
Webster  has  been  added  to  the  list  of  authors  in  the  place  of  the 
late  Dr.  Etheridge,  while  the  chapters  by  the  late  Drs.  Parvin 
and  Earle  have  been  partially  rewritten  by  the  editor.  Dr.  Norris. 
As  a  matter  of  convenience  in  handling,  the  work  is  now  pre- 
sented in  two  volumes  of  about  550  pages  each. 
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OBSTETRICS. 

Hydatid  Mole  and  its  Relation  to  Deciduoma  Malignum. — 
D.  Berry  Hart  (Jour.  Obst.  and  Qyn.  Br.  Emp.,  Nov.)  finds  thai 
where  the  villi  tips  touch  the  serotina  a  condensed  layer  of  re- 
action forms,  and  thus  we  both  get  absorption  going  on  and  un- 
due penetration  into  the  decidua  avoided.  The  normal  villi  do 
not,  however,  remain  the  same  during  pregnancy.  The  syncy- 
tium thins  greatly  and  in  pari  disappears.  Langhans'  layer  be- 
comes less  active,  and  the  connective  tissue  becomes  more  fibrous. 
This  means  differentiation,  a  passage  from  embryonic  type  to  a 
higher,  more  organized  condition.  Hart  has  endeavored  to 
show  that  this  change  is  due  to  the  action  of  the  fetal  thyroid. 
which  has  a  stimulating  effect  on  connective  tissue  and  epithe- 
lium. The  writer  suggests  that,  as  the  resull  of  the  non  d 
opmcnt  of  the  embryo  before  the  thyroid  develops,  we  '_ret  the 
chorionic  tissues  unaffected  by  thyroid  secretion  and   thu 
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maining  an  undifferentiated  tissue.  Its  syncytium  and  Lang- 
hans  layer  thus  retain  their  destructive  activity,  break  through 
the  fibrin  layer,  and  may  in  special  cases,  when  not  cast  off,  de- 
stroy markedly  the  decidua  serotina  and  even  penetrate  the 
uterine  layer.  When  part  of  the  mole  is  retained  its  dangerous 
power  lies  in  its  phagocytic  burrowing  tendency,  its  penetrating 
the  blood  vessels,  and  its  non-coagulant  power.  It  thus  gives 
rise  to  metastases  in  the  blood  vessels,  and.  when  unchecked, 
causes  death  by  loss  of  blood  and  marasmus.  It -is  then  malig- 
nant. The  proportion  of  cases  of  deciduoma  malignum  follow- 
ing a  mole  is  very  low.  probably  less  than  one  in  a  thousand,  al- 
though half  the  cases  of  deciduoma  malignum  are  preceded  by 
hydatid  mole.  There  is  at  present  nothing  in  the  microscopic 
examination  of  a  mole  to  show  that  it  will  be  followed  by  decid- 
uoma malignum. 

Hydatid  Cysts  of  the  Pelvis  and  Abdomen. — J.  Franta  (Ann. 
de  Gyn.  et  d'Obst.,  June)  attempts  to  prove  the  unfavorable  ef- 
fect of  pregnancy,  labor,  and  the  puerperium  in  the  case  of  hy- 
datid cysts  by  showing  the  preponderance  of  women  between 
20  and  40  years  of  age  among  those  affected,  this  period  cor- 
responding to  that  of  the  greatest  sexual  activity.  He  also 
compares  the  statistics  of  1.291  male  and  1.504  female  cases,  show- 
ing the  relatively  large  number  of  women  in  whom  hydatid  cysts 
occurred  during  the  child-bearing  period.  Before  the  age  of 
20  these  figures  showed  131  more  men  than  women ;  after  40.  310 
more  men  than  women ;  while  between  20  and  40  the  women  out- 
numbered the  men  by  311.  Of  the  hydatid  cysts  of  the  female 
genitals  and  pelvis  71  per  cent  of  the  500  cases  occurred  between 
the  twentieth  and  fortieth  years. 

Uterus  Didelphys. — J.  H.  E.  Brode  (Lancet,  Nov.  15)  reports 
.i  ease  of  Liestation  and  labor  at  full  term  in  a  uterus  didelphys. 
The  deformity  was  discovered  about  six  months  after  the  birth 
of  the  first  child.  ;it  which  time  the  septum  interfered  with  coitus. 
The  septum  was  removed,  and  later  the  woman  was  delivered  of  a 
second  full-term  child  without  trouble. 

Uterus  Duplex. — A  rare  instance  of  double  uterus  is  de- 
scribed by  Carl  v.  Pauer  (Cent.  f.  Gyn.,  No.  25).  The  patient 
had  complained  of  dysmenorrhea  and  later  of  constant  pain  in 
the  left  side  of  the  abdomen  low  down,  where  a  tumor  was  dis- 
covered. Vaginal  examination  showed  a  cervix  protruding  into 
the  vagina  from  the  ri<_dit  side,  and  to  its  left  a  large  fornix 
through  which  was  fell  what  seemed  to  be  the  lower  extremity  of 
a  tumor  of  the  left  appendages.  Laparotomy  revealed  a  well- 
formed  uterus  with  right-sided  appendages  on  the  right  side,  and 
on  the  left  a  rudimentary  uterus  withoul  cervix  and  connected 
with  the  vagina]  vaull  only  by  a  hand  of  lissue.  This  uterus, 
which  \\;is  entirely  separated  from  the  other,  was  filled  with  re- 
tained  blood,  and  was  covered  by  the  tube  of  the  left  side,  which 
formed  a  Large  hematosalpinx.  This  uterus  and  its  appendages 
were  removed. 
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Symphyseotomy. — Cornelius  Cristeann  (Ann.  <l<  Qyn.  >> 
d'Obst.,  A.ug.)  reports  two  cases  and  discusses  the  Bubjecl  of 
symphyseotomy.  1 1 « -  advocates  the  use  of  a  simple  armamenta- 
rium—a bistoury.  ;i  forceps,  two  retractors,  a  Reverdin  needle, 
and  two  compression  forceps.  He  would  always  apply  forceps 
before  performing  the  operation,  and,  if  moderate  tractions  were 
ineffectual,  would  leave  the  forceps  applied  to  the  fetal  head 
while  doing  the  symphyseotomy.  Maternal  infection  is  ool  re- 
garded as  always  contraindicating  the  operation,  as  the  hitter 
may  Bave  the  child  and  does  not  increase  the  infection.  The  soft 
parts  should  be  united  by  a  single  line  of  sutures,  it  being  abso- 
lutely useless  to  suture  the  bones  or  fibrous  tissues.  The  wound 
requires  only  an  aseptic  dressing.  The  use  of  a  retention  cathe- 
ter is  condemned.  Immobilization  of  the  divided  pelvis  is  con- 
sidered a  disadvantage,  .as  tending  to  cause  retention  of  lochia 
and  interfering  with  dressing  of  the  wound  and  vaginal  in- 
jections. 

Ectopic  Gestation. — According  to  F.  A.  L.  Lockhart  (Mont- 
real Med.  Jour..  Nov.)  one  should  remove  an  early,  growing,  un- 
ruptured tubal-gcstation  sac  as  soon  as  possible.  Just  as  assur- 
edly should  one  cut  down  upon  and  remove  a  ruptured  sac,  un- 
less several  hours  have  elapsed  since  rupture  and  it  is  cer- 
tain  that  all  hemorrhage  has  ceased,  in  which  event  one  should 
watch  the  case  carefully  and  be  ready  to  interfere  immediately 
upon  the  ovum  showing  any  tendency  to  increase  in  size.  If  the 
patient  cannot  be  kept  under  close  observation,  operate  at  once. 
If  the  patient  is  not  seen  until  the  seventh  or  eighth  month,  wait 
until  full  term  in  the  hope  of  saving  the  child  as  well  as  the 
mother. 

Intraperitoneal  Hemorrhage. — Charles  S. Cullingworth  (Jour. 
Obst.  and  Qyn.  Br.  Emp.,  Nov.)  relies  principally  upon  the  fol- 
lowing symptoms  in  making  a  diagnosis  of  diffuse  intra-abdom- 
inal hemorrhage  due  to  rupture  of  an  ectopic  gestation  :  (1)  The 
fact  that  at  the  moment  of  the  attack  the  patient  was  in  her  usual 
health.  (2)  The  gradually  increasing  pallor  of  the  patient,  and 
the  gradually  rising  pulse  rate  with  a  corresponding  rise  of  tem- 
perature.  (3)  The  extreme  tenderness  of  the  abdomen;  this 
marked  tenderness  may  be  observed  when  there  is  no  visible  sicrn 

of  inflammation.      (4)   If  a  menstrual  period  has  1 n  missed  or 

is  overdue  the  diagnosis  of  the  case  is  greatly  facilitated;  but  it 
does  not  follow  that,  because  menstruation  has  been  regular. 
rupture  of  an  ectopic  gestation  may  be  excluded.  (5)  Of  Less 
importance  is  the  detection  of  free  fluid  which  is  occasionally  ob- 
tained in  patients  with  thin  walls  and  extensive  effusions.  On 
vaginal  examination  the  si<_rns  are  not  very  definite.  There  is 
often  a  sligb.1  hemorrhage  from  the  vagina.  It  is  now  unani- 
mously agreed  thai  in  this  condition  prompt  surgical  treatmenl  is 
required.  In  pelvic  hematocele  the  two  most  constant  Bymptoms 
arc  irregular  hemorrhages  and  pain.  The  discharge  is  for  the 
most  pari  dark  in  color,  moderate  in  amount,  fairly  thick  in  con- 
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sistence,  and  steady  in  its  flow.  The  pain  is  usually  sudden  in  its 
onset,  and  at  first  very  severe,  and  in  a  few  hours  may  for  the 
time  pass  off  altogether.  Among  other  symptoms  may  be  men- 
tioned faintness.  nausea  and  vomiting,  and  an  occasional  rise  in 
temperature. 

Cause  of  Eclampsia. — Hermann  Muller  (Arch.  f.  Gyn.,  Bd. 
lxvi..  H.  2)  reviews  the  theories  of  the  origin  of  eclampsia,  point- 
ing out  objections  to  each.  lie  claims  that  the  identity  of  the 
pathological  lesions  found  in  the  various  organs  points  to  the  ex- 
istence of  a  common  cause.  He  says  that  the  similarity  of  the 
anatomical  lesions  to  those  caused  by  other  poisons  indicates  that 
a  toxic  agent  is  the  etiological  factor.  The  fact  that  no  one  organ 
is  constantly  the  most  severely  involved  makes  it  improbable  that 
any  one  is  the  primary  origin  of  the  disease  of  the  others.  The 
occurrence  of  the  same  changes  in  the  fetal  organs  shows  that  the 
poison  is  carried  by  the  circulation.  As  to  the  site  of  the  origin 
of  the  eclamptic  toxic  agent,  it  is  remarked  that  in  cases  occur- 
ring in  the  puerperinm  the  source  cannot  be  the  placenta  or  fetus 
and  must  be  in  the  mother.  Continuing  his  reasoning.  Muller 
holds  that  eclampsia  is  a  general  poisoning  giving  rise  to  three 
cardinal  symptoms :  fever,  renal  disturbance,  and  nervous  phe- 
nomena. The  place  of  origin  of  the  poison  is  the  uterine  cavity, 
and  the  active  factor  in  its  production  is  the  action  of  bacteria 
upon  decomposable  material.  High  intrauterine  pressure  favors 
rapid  and  extensive  absorption  of  the  toxic  material.  The  con- 
stant rise  of  temperature  in  eclampsia  points  to  the  action  of 
bacteria. 

Walter  Albert  (ibid.)  also  supports  the  theory  of  the  causa- 
tion of  eclampsia  by  absorption  of  a  poison  of  bacterial  origin  in 
the  uterine  cavity. 

Myxedema,  Parturition,  and  Eclampsia. — On  account  of  the 
participation  of  the  genital  organs  in  the  general  lack  of  devel- 
opment, pregnancy  is  of  uncommon  occurrence  in  cases  of  myx- 
edema. An  interesting  case  from  this  and  other  points  of  view 
is  reported  by  A.  Herrgott  (Ann.  de  Gyn.  <l  d'Obst.,  July). 
The  woman,  18  years  of  age.  presented  the  general  appearance 
of  a  girl  of  11.  The  breasts  were  slightly  formed,  the  pubic 
and  axillary  hair  absent.  No  thyroid  could  be  palpated.  The 
pelvis  was  of  the  infantile  type.  The  intellectual  development 
was  fair.  She  was  first  seen  at  the  onset  of  labor.  As  dilatation 
was  slow  a  bougie  was  inserted  on  the  second  day.  On  the  third 
an  eclamptic  seizure  occurred.  The  following  day  labor  was  com- 
pleted by  artificial  rupture  of  the  membranes,  after  the  twelfth 
eclamptic  attack.  Eighl  others  followed  delivery,  but  complete 
recovery  eventually  1ool<  place.  On  admission  the  urine  con- 
tained no  albumin  ami  at    no  time  was  more  than  a   trace  found. 

There  were  no  premonitory  symptoms  of  eclampsia.  In  view  of 
the  oervous  symptoms  produced  by  thyroidectomy  and  known  as 
post-operative  tetany,  and  of  the  functions  ascribed  to  the  thyroid 
and   parathyroids,    Herrgotl    questions   whether  the  convulsive 
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seizures  in  the  case  reported,  which  have  so  many  features  in 
eommon  with  post-operative  tetany,  were  not  due  to  parathyroid 
insufficiency.  Be  thinks  that  this  may  be  a  cause  of  eclampsia  as 
well  as  impaired  renal  or  hepatic  activity. 

Puerperal  Infection. — Perrel  (L'Obst.,  July  ;md  Sept.)  fur- 
nishes a  statistieal  report  of  the  isolation  service  at  the  Clinique 
Tarnier  from  November  1,  1900,  to  November  1. 1901.  Of  the  127 
cases,  48  were  infected  before  reaching  the  clinic.  Of  these,  one 
died,  a  mortality  of  -.1  per  cent.  Of  the  79  infected  after  ar- 
rival, one  treated  by  hysterectomy  died,  a  mortality  of  1.26  per 
cent.  Digital  curettage,  swabbing,  douches,  subcutaneous  in- 
jections of  salt  solution,  and  feeding  are  the  points  in  treatment 
emphasized. 

Septicemic  Form  of  Puerperal  Infection. — Since  Fochier  ad- 
vocated, in  1891,  the  treatment  of  general  pyogenic  infectious 
diseases  by  the  formation  of  local  abscesses,  the  method  has  been 
employed  in  pneumonia,  lyphoid,  erysipelas,  scarlatina,  and 
puerperal  infection.  Henri  Cheron  (L'Obst.,  Sept.)  publishes 
the  histories  of  a  number  of  cases  of  puerperal  infection  in  which 
the  method  was  applied.  The  technique  consisted  in  the  in- 
jection into  the  flank  or  deltoid  region  of  a  cubic  cenl i metre  of 
sterilized  essence  of  turpentine.  The  resulting  abscesses  were 
opened  and  dressed  as  soon  as  they  commenced  to  invade  the 
skin.  The  occurrence  ot  suppuration  after  such  an  injection 
(rives  a  favorable  prognosis.     The  formation  of  an  abscess  seems 

to  be  a impanied  by  cessation  of  febrile  symptoms.     When  the 

puerperal  infection  is  of  rapid  evolution  and  severe,  the  forma- 
tion of  an  abscess  should  be  accompanied  by  digital  curettage 
and  Bwabbing  the  uterus.  When  the  virulence  of  the  infection 
appears  Blight,  curettage  and  swabbing  Bhould  be  tried.  Rapid- 
ity in  applying  the  treatment  seems  to  be  of  importance  in  ob- 
taining a  good  result. 

Early  Miscarriage. — L.  V.  Friedman  (Bost.  Med.  and  Surg. 
Jour.,  Nov.  20),  in  all  cases  where  a  high  temperature  is  indi- 
cative of  sepsis,  or  where  the  pulse  rate  or  quality  has  been  af- 
fected by  the  bleeding,  empties  the  uterus  at  once.  Where 
neither  of  these  conditions  exists  the  treatment  should  be  directed 
to  the  conservation  of  the  ovum.  Eaving  decided  upon  radical 
measures,  ergol  and  tampon  are  to  be  used.  The  tampon  is  sel- 
dom necessary  in  cases  under  four  months,  as  the  small  amount 
oi  requisite  dilatation  is  obtained  with  rapidity  and  with  little 
bleeding.  When  i1  comes  to  emptying  the  uterus,  instead  of  re- 
sorting  to  the  curette  a1  once,  the  finger  will  be  efficient  in  a  large 
proportion  of  cases.  After  the  uterus  is  emptied  it  should  be 
well  irrigated  with  either  bichloride  of  mercury,  1:5000,  or  saline 
solution. 

Therapeutic   Interruption  of  Pregnancy. — The  duty  of   the 

obstetrician  in  regard  to  the  interruption  of  pregnancy  in  the 

if  the  mother  has  been  the  subject  of  much  discussion. 

e  the  Internationa]  Congress  of  Gynecology  and  Obstetrics 
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held  in  Borne  in  September,  1902.  Adolphe  Pinard  (Ann.  de  Gyn. 
(t  d'Obst.,  Sept.)  defines  the  indications  for  the  procedure  fur- 
nished by  the  general  diseases.  He  summarizes  by  stating  that 
gestation  should  be  artificially  terminated  in  all  cases  in  which 
a  disease  caused  or  aggravated  by  the  pregnancy  threatens  the 
life  of  the  mother.  lie  classifies  these  as  (1)  caused  by  the  preg- 
nancy: uterine  hemorrhage,  hydramnios.  mole,  toxemias; 
(2)  aggravated  by  pregnancy:  diseases  of  the  circulatory,  of  the 
renal,  or  of  the  respiratory  system.  None  of  the  acute  intercur- 
rent diseases  are  considered  as  justifying  abortion.  In  cases  of 
uterine  hemorrhage  it  is  absolutely  and  immediately  indicated 
when  the  pulse  is  persistently  above  100.  It  should  be  performed 
in  hydramnios  when  there  is  more  or  less  generalized  edema  with 
dyspnea,  orthopnea,  and  asphyxia ;  or  rapid  uterine  distension 
with  severe  diaphragmatic  or  abdomino-costal  pains,  dry  earthy 
skin,  marked  emaciation,  and  scanty  urine — the  so-called  acute 
febrile  hydramnios.  In  hydatidiform  mole  the  uterus  should 
be  emptied  as  soon  as  the  diagnosis  is  made,  on  account  of  the 
danger  of  cachexia,  hemorrhage,  or  malignant  degeneration.  In 
toxemias,  interruption  of  pregnancy  is  advisable  when  uncon- 
trollable vomiting  is  accompanied  by  persistence  of  the  pulse 
above  100;  in  albuminuria,  when  vigorous  medical  treatment 
fails  to  diminish  the  albumin  and  cerebral,  visual,  and  respira- 
tory symptoms  continue ;  in  eclampsia,  Pinard  does  not  consider 
the  necessity  of  performing  abortion  proven ;  in  toxic  neuritis, 
the  severity  of  the  affection  must  be  the  guide.  In  considering 
the  question  of  intervening  in  severe  cases  of  cardiac  disease  the 
indication  is  a  combination  of  asystole  with  dyspnea  and  signs  of 
asphyxia.  In  complicating  nephritis  there  is  no  definite  rule  to 
be  followed,  but  if  the  excretion  of  urine  for  twenty-four  hours 
falls  below  800  to  1,000  cubic  centimetres  Pinard  usually  induces 
abortion.  In  pulmonary  tuberculosis  the  pregnancy  should 
dimply  be  watched  and  the  disease  treated.  Following  these  in- 
dications, the  writer  interrupted  pregnancy  but  twenty  times, 
with  fifteen  successes,  in  22,708  cases. 

Prognosis  and  Treatment  of  Criminal  Abortion. — Maygrier 
-  L'Obst.,  July  finds  47  per  cenl  of  recoveries  in  seventeen  cases 
of  criminal  abortion  which  were  operated  upon  within  two  days 
after  the  appearance  of  symptoms,  and  less  than  35  per  cent  of 

a tesses  when  the  operation  was  delayed  until  the  third  day  or 

later.  For  this  reason  he  favors  emptying  the  uterus  at  once  in 
eases  of  inevitable  or  partially  accomplished  abortions  brought 
on  by  criminal  means,  and  particularly  in  those  in  which  septic 

symptoms  have  appealed.      Of  the  writer's  40  cases  25  died. 

Acute  Edema  of  the  Cervix  During  Pregnancy. — In  a 
patient  of  II.  Varnier  (Bull.  <l<  la  8oc.  d'Obst.,  d(  Oyn.  et 
ih  Ped.  <l>  Paris,  May)  the  uterus  prolapsed  suddenly  at  the 
seventh  month.  Examination  showed  the  cervix  protruding  nina 
inches  from  the  vulva,  while  scarification  allowed  the  escape  of 
Berous  Liquid   from  the  edematous  cervix.     Th rvix   was  re- 
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placed,  bul  the  protruaiozi  of  thai  structure  took  place  several 
times  afterward.  Measuremenl  of  the  cervix  and  uterus  after 
delivery  showed  thai  there  was  no  hypertrophy  of  the  cervix  and 
thai  iIk'  temporary  elongation  must  have  been  due  to  acute 
edema. 

Bossi's  Dilator  for  the  Cervix. — G.   I pold   (Arch.  /'.  Gyn., 

Hil.  lxvi..  II.  1  |  gives  a  favorable  reporl  of  the  use  of  Bossi's  dilator 
when  rapidity  is  required.  He  employed  it  in  Beven  cases  of 
eclampsia,  two  of  contracted  pelvis,  and  one  each  with  advanced 
tuberculosis,  Bevere  uterine  pain,  and  high  fever.  In  all  dilata- 
tion was  accomplished  in  from  twenty  to  thirty  minutes.  The 
cervix  was  torn  in  three  instances.  All  the  cases  of  eclampsia 
recovered. 

Labor  with  Rachitic  Pelvis. — After  giving  an  elaborate  sta- 
tistical review  of  the  cases  of  delivery  with  contracted  pelvis  ;ii 
the  Clinique  Tarnier  from  March,  1898,  to  January,  1902,  J.  L. 
Valency  (L'Obst.,  Sept.)  briefly  recapitulates  his  views.  He 
feels  that  in  a  moderately  contracted  pelvis,  one  whose  diagonal 
conjugate  is  between  9.5  and  11  centimetres,  spontaneous  termi- 
nation of  labor  is  not  exceptional.  Whenever  the  degree  of  con- 
traction is  not  so  great  relatively  to  the  biparietal  diameter  as  to 
show  the  necessity  of  inducing  Labor  before  term,  the  treatmenl 
should  be  expectant,  watching  the  condition  of  the  mother  and 
the  fetal  pulse.  In  case  of  necessity  forceps  or  version  will 
rapidly  terminate  delivery. 

Hematoma  of  the  Umbilical  Cord. — A.  Couvelaire  (Comptes 
'us  dt  la  Soc.  d'Obst.,  dt  Gyn.  et  dt  Ted.  de  Paris,  June) 
presents  a  specimen  showing  a  hematoma  of  the  umbilical  cord 
resulting  from  a  slight  rupture  of  the  umbilical  vein,  probably 
while  releasing  the  cord,  which  formed  n  tighl  loop  around  the 
neck. 

Cholecystitis  at  the  Time  of  Labor. — Potocki  (Comptes  ren- 
dus  d(  la  Soc.  d'Obst.,  dt  Gyn.  et  dt  Ped.  dt  Paris,  June) 
describes  a  case  in  which  he  operated  successfully  for  suppura- 
tive cholecystitis  ;i  few  hours  after  Labor.  The  chief  interest  lay 
in  the  difficulty  of  diagnosis.  Before  delivery  the  tumor  was  to 
the  righl  of  the  uterus  in  the  righl  flank  and  pointing  toward  the 
right  Lumbar  region.  In  this  position  it  would  suggest  appendi- 
citis, or  torsion  of  a  tumor  of  the  uterine  appendages.  After 
delivery  the  gall  bladder  was  fell  in  its  usual  situation. 

Psychosis  and  Labor. — L.  Stouffa  (Bull.  dt  la  Soc.  Beige  </< 
Gyn.  el  d'Obst.,  i.  xiii.,  No.  2)  describes  an  unusual  Labor  in  a 
primipara  of  20.  After  a  violent  hystero-epileptic  attack 
she  remained  unconscious  \'>>v  thirty-six  hours.  During  this  time 
she  gave  birth  to  a  child.  After  the  Labor  she  was  extremely  regi 
Less  and  delirious.  Examination,  which  was  possible  only  under 
chloroform,  showed  uterine  inertia  and  retained  placenta.  After 
ibis  she  remained  Bomnolent  until  the  uexl  day.  when  she  Bud 
denly  recovered  and  insisted  thai  she  was  unaware  of  having 

been  delivered. 
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Postpartum  Necrosis  of  Uterine  Fibroid. — One  of  the  dan- 
gers connected  with  fibroids  complicating  pregnancy  is  illustrated 
by  a  case  of  L.  Stouffs  (Bull,  de  la  Soc.  Beige  de  Gyn.  et  d'Obst., 
t.  xiii.,  No.  2).  Four  weeks  after  delivery  he  removed  a  pedun- 
culated subperitoneal  uterine  fibroid  which  was  undergoing  ne- 
crosis on  account  of  the  retraction  and  obliteration  of  its  blood 
vessels,  caused  by  the  contraction  of  the  uterus  after  labor. 

Progressive  Increase  of  Secretion  of  Breast. — The  compen- 
satory power  of  the  human  breast  is  shown  by  Quillier  (L'Obst., 
July)  in  a  report  of  three  cases  of  mammary  abscess.  In  two 
of  these  the  affected  breast  was  stopped  and  soon  the  other  fur- 
nished all  that  was  required.  In  the  third  case  the  secretion  was 
fully  re-established  in  the  affected  breast  after  a  month  of  com- 
plete inactivity.  In  the  words  of  the  writer,  the  breast  needs 
only  to  be  trained. 

Galactophoritis  in  the  New-Born. — Louis  Pierra  (L'Obst., 
July)  describes  three  cases  of  enlargement  of  the  breasts  in  in- 
fants, which  he  terms  galactophoritis  and  which  he  says  should  be 
treated  early  by  expression.  He  claims  that  in  each  case  he  ex- 
pressed pus  from  the  nipple,  though  he  makes  no  mention  of  any 
microscopic  examination  to  prove  the  nature  of  the  fluid,  and 
though  he  distinctly  states  that  there  were  no  enlarged  axillary 
iymph  nodes  and  no  fever.  His  paper  does  not  carry  absolute 
conviction  that  there  was  more  than  a  lacteal  secretion  in  any  of 
the  reported  cases,  or  that  simple  compression  of  the  breasts  by  a 
bandage  would  not  have  given  as  favorable  results. 

Mammary  Gland  in  the  New-Born  Child. — Keiffer  (Bull,  de 
la  Soc.  Belgi  <1<  Gyn.  et  d'Obst.,  t.  xiii.,  No.  2)  describes  the  de- 
velopment of  the  mammary  gland,  showing  how  extremely  rudi- 
mentary it  is  until  nearly  the  end  of  gestation.  The  mammary 
developmenl  and  lacteal  secretion  which  occur  a  few  days  after 
birth  begin  by  an  unusual  proliferation  of  all  the  epithelial  cells, 
Forming  an  adenomatous  neoplasm.  This  is  followed  by  a  trans- 
Formation  of  these  cells  into  milk  in  a  way  slightly  different  from 
lhal  in  adults.  To  accounl  for  this  precocious  lactation  he  ad- 
vances Ili<'  theory  of  an  internal  secretion  of  the  placenta  whose 
action  is  to  stimulate  secretion  by  the  breasts  of  both  mother  and 
FetUS.  Thai  this  does  not  occur  excepl  in  the  fetus  at  term  is 
accounted  for  by  the  rudimentary  condition  of  (tie  gland  before 
that  period.  The  hypothetical  internal  secretion  is  supposed  to 
he  set  free  in  the  circulation  at  the  time  of  separation  of  the  pla- 
«-c  nia.     Results  of  experimental  subcutaneousinjectionsofbitch.es 

with   human    placental    extract    were   not    uniform    or  conclusive. 

h  is  possible,  however,  thai  the  placental  secretion  is  specific  for 

animals  id'  the  species  from  which  it   is  derived. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Hysterectomy   for   Uterine   Fibroids. — Alhan    11.    <;.    Doran 

Lancet,  Nov.  29)  reports  three  cases  in  which  he  removed  the 

litems,  on  ; oimt  of  fibroids  which  blocked  the  pelvic  outlet,dur- 
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ing  early  pregnancy.  In  one  ease  there  existed  two  fibroids,  one 
blocking  the  pelvis;  these  were  removed  with  the  five-months 
pregnanl  uterus.  In  another  case  hysterectomy  \v;is  performed 
;it  the  fifth  month  of  pregnancy  on  accounl  of  ;i  large  fibroid, 
edtuated  on  the  posterior  wall  of  the  uterus,  which  obstructed  the 
pelvis.  In  ;i  third  case  a  similar  condition  existed  and  the  uterus 
was  removed  a1  the  fourth  month.     All  the  cases  recovered. 

Total  Abdominal  Hysterectomy  for  Uterine  Cancer. — I 
Jacobs  (BuU.  <h  la  Sue.  Belgi  <h  Oyn.  et  d'Obst,  t.  xiii..  Xo.  2) 
publishes  bis  statistics  of  radical  operations  by  the  abdominal 
route  for  cancer  of  the  cervix  from  January,  L897,  to  March, 
1902.  The  cases  aumber  81.  'The  immediate  results  were  6  post- 
operative  deaths,  a  mortality  of  7.4  per  cent,  the  causes  being  re- 
spectively pneumonia,  two  cases  of  peritonitis  from  infection 
during  operation,  embolism,  prolonged  chloroform  anesthesia  in 
a  cachectic  subject,  and  progressive  cardiac  weakness.  ( )f  the  75 
immediate  recoveries,  74  were  followed;  but  four  were  recent 
operations  and  one  was  so  far  advanced  as  to  die  within  a  few 
days.  Of  the  remaining  69,  there  were  41  deaths  from  recur- 
rence at  periods  varying  from  three  months  to  two  years  and 
eight  months.  The  28  cases  reported  as  permanent  recoveries 
were  so  recorded  at  the  following  times:  nine  within  less  than  a 
year,  six  between  one  and  two  years,  ten  between  two  and  three, 
two  between  three  and  four,  and  one  over  four  years  alter  oper- 
ation. Of  these  fatal  cases,  however,  fifteen  were  so  far  advanced 
that  a  complete  operation  was  impossible  and  death  was  inevi- 
table. Of  the  81  eases,  only  8  had  had  preceding  local  lesions 
for  which  an  operation  upon  the  cervix  had  been  performed. 
Only  14  gave  any  hereditary  history  of  cancer.  The  maxi- 
mum liability  appeared  to  be  between  the  ages  of  :■!.">  and  55. 
Though  occurring  in  nulliparae,  it  was  more  frequently  found  in 
multipara?.     Recurrence  took  place  most  often  in  the  intestines. 

Secondary  Carcinoma  of  the  Internal  Genitals. — C.  Romer 
(Arch.  f.  Gyn.}  Bd.  lxvi..  IT.  1)  reports  two  cases  of  carcinoma  of 
the  internal  genitals  secondary  to  neoplasms  of  the  stomach.  He 
uses  these  to  emphasize  the  principle  that  in  all  cases  apparently 
of  primary  carcinoma  of  these  organs  a  thorough  examination 
should  be  made,  before  undertaking  a  radical  operation,  to  de- 
termine the  freedom  of  other  abdominal  organs  from  the  disease. 

Inversion  of  the  Uterus. — John  W.  Taylor  (Jour.  Obsf.  and 
Oyn.  Br.  Km  p.,  Nov.)  describes  a  case  of  complete  inversion  of 
the  uterus  of  seven  months'  duration.  The  uterus  was  replaced 
by  dividing  the  anterior  wall  of  the  vagina  and  the  uterus  from 
the  cervix  to  the  fundus.  So  complete  was  the  inversion  that 
upon  vaginal  examination  the  vaginal  wall  appeared  to  be  di- 
rectly continuous  with  the  inverted  mucous  surface  of  the  tumor. 

Fibroma  of  the  Vulva. — Among  the  gynecological  rarities  is 
an  oval  vesical  tumor,  the  size  ,,('  g  hen's  egg,  situated  between 
the  urethral  orifice,  labia  minora,  and  anterior  vaginal  wall,  de- 
scribed by  Willi  Thomass  (Cent.  f.  Oyn.}  No.  25  .  After  re- 
moval it  was  found  to  be  w  pure  fibroma. 
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DISEASES   OF   CHILDREN. 


Diphtheria. — S.  Gurney  Champion  and  A.  Le  Vaughn  (The 
Lancet,  July  26,  11)02)  publish  the  statistics  of  43  consecutive 
cases  of  diphtheria  admitted  to  the  Norfolk  and  Norwich  Hospital 
during  the  past  two  years,  it  being  their  intention  to  show  the  value 
of  tracheotomy  and  free  administration  of  antitoxin  in  this  disease. 
The  cases  admitted  to  the  hospital  were  those  suffering  from 
laryngeal  obstruction,  and  many  of  these  were  brought  in  ex- 
iremis.  Tracheotomy  was  performed  in  39  cases,  the  result  being 
that  29  of  the  patients  recovered  and  10  died  (one  child  had 
ceased  breathing  before  the  operation  had  begun).  Paralysis 
occurred  in  three  eases;  all  recovered  completely.  One  patient 
had  a  pharyngeal  affection  alone;  no  antitoxin  was  administered 
and  the  paralysis  occurred  25  days  after  the  onset  of  the  dis- 
ease. One  patient  had  a  pharyngeal,  laryngeal,  and  nasal  in- 
fection: 17,000  units  of  antitoxin  were  injected,  and  paralysis 
occurred  on  the  fifty-fourth  day  of  the  disease.  In  a  third  case 
the  patient  had  pharyngeal  and  laryngeal  infection-.  6.000  units 
of  antitoxin  were  administered  and  paralysis  occurred  on  the 
Gfty-seventh  day  of  the  disease.  Cultures  were  taken  in  18  cases, 
showing  the  following  results:  in  5  there  was  a  pure  culture  of 
diphtheria  ;  in  6  a  mixed  culture  of  diphtheria  and  staphylococci; 
and  in  7  pure  cultures  of  staphylococci  or  mixed  staphylococci 
and  streptococci.  As  to  antitoxin,  an  initial  dose  of  6,000  or  8,000 
units — i.e.,  from  20  to  30  cubic  centimetres  of  Parke,  Davis 
&  Co.'s  preparation — was  employed  and  in  few  eases  it  needed 
repetition.  The  indications  relied  on  for  pushing  the  antitoxin 
were:  (1)  persistent  rise  of  temperature  with  other  signs  of  tox- 
emia  ;  (2)  abundance  of  membrane  and  dry  inspissated  mucus; 
(3)  broncho-pneumonia  ;  and  (4)  spread  of  disease  and  reinfec- 
tion. The  temperature  usually  responded  to  the  initial  dose  and 
reached  the  normal  by  the  third  or  fourth  day  after  a  gradual 
decline.  In  several  cases  dry  inspissated  lumps  of  mucus  gave 
rise  to  as  much  trouble  as  pieces  of  membrane  and  required  the 
use  of  mechanical  means  for  their  removal  from  the  trachea.  In 
these  cases  also  pushing  the  antitoxin  was  followed  by  marked 
success.  In  all  cases  of  broncho-pneumonia  small  doses — i.e., 
2,000  units — were  given  once  or  twice  daily  until  the  temperature 
began  to  Pall.  One  child  had  altogether  18,000  units  of  anti- 
toxin during  the  first  five  days  of  treatment,  with  a  resulting 
cure,  the  temperature,  which  had  been  previously  sustained,  grad- 
ually Palling  to  normal  after  this  date.  The  average  dose  given  was 
p,400  units,  with  a  maximum  of  33,000  and  a  minimum  of  2.000 
units.  Two  cases,  in  which  6,000  and  21.O0D  units  were  given 
respectively,  developed  further  disease,  the  formers  pharyngeal 
after  a  laryngeal  infection,  with  a  fatal  result,  and  the  latter  a 

oa8al    and    wound    infection    following    primary    disease    in    the 

pharynx  and  larynx.     The  patienl   in  the  latter  ease  was  dis- 
charged   cured,    hut     has    since    been    readmitted    owing    to    the 

breaking  down  of  the  tracheotomy  wound,  which,  however,  slowly 
healed  under  t  reatment. 
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The   Education  and   Development  of   Neurotic   Children. — 

Grae M.  Hammond  (N.   V.   I/"/.  Jour.,  A.ug.  30,  L902)  Bayi 

thai  ili"'  question  suggests  itself  whether  there  is  any  way  during 
infancy  of  determining  whether  or  nol  ;i  child  is  of  a  neurotic 
predisposition.  Often  this  ci 1 1 1 1« »i  be  done,  bul  in  many  in- 
stances we  see  children  in  infancy  acquiring  diseases  which 
clearly  indicate  thai  they  have  ;i  neurotic  predisposition;  thus, 
infantile  convulsions  from  Buch  causes  as  indigestion,  dental  and 
intestinal  irritations,  chorea,  night-terrors,  and  kindred  nervous 
disorders  clearly  indicate  the  nervous  child.  As  a  rule,  however, 
the  neurotic  condition  begins  to  be  displayed  toward  the  fifth  or 
sixth  year  or  upward.  Exceptional  mental  ability  withoul  cor- 
responding physical  strength  is  sometimes  the  early  and  only 
manifestation  of  the  neurotic  temperament.  If  precocious  and 
clever  in  early  youth,  as  neurotic  children  frequently  arc  they 
fail  to  achieve  those  positions  in  life  which  their  early  menial 
brilliancy  seemed  1<>  promise.  With  the  advent  id'  puberty,  or 
even  before  this  time,  nervous  disorders  are  most  likely  to  show 
themselves.  In  many  instances  the  degenerate  condition  of  the 
nervous  system  is  shown  in  the  character  of  the  children;  they 
are  fretful,  nervous,  irritable,  changeful  in  mood.  It  is  at  this 
time  that  migraine  usually  begins,  epilepsy  develops,  and  neu- 
rasthenic and  hysterical  conditions  have  their  origin.  The 
author  holds  that  the  neurotic  predisposition  can  be  effectually 
eradicated  by  a  proper  course  of  physical  training  conjoined 
with  proper  hygienic  surroundings.  With  careful  attention  to 
the  diet,  sleep,  various  bodily  functions,  fresh  air.  and  proper 
Clothing,  in  addition  to  systematic,  well-regulated,  and  Long- 
continued  physical  culture,  there  should  be  no  remains  of  a  neu- 
rotic predisposition  as  the  child  enters  into  manhood.  The 
physical  culture  of  such  children  should  be  carefully  conducted; 
where  a  moderate  amount  id'  exercise  builds  up,  too  much  exer- 
breaks  down.      The  age  and  physical  condition  of  each  child 

must  be  taken  into  consideration,  ami  such  exercises,  preferably 
outdoor,  should  be  followed  ;is  circumstances  permit.  What- 
ever th.  Be  exercises  may  be.  the  proper  point  is  their  continuance 
with  regularity   for  years.      Practical  experience  has  shown   that 

by  the  methods  just  suggested  children  <d'  undoubted  neuropathic 
tendencies  may  without  the  shadow  id'  a  doubt  develop  into  per- 
fectly healthy  men  and  women. 

Empyema   in    Infants   and   Children. — Henry    K'oplik    (Med. 
News,  Sept.  13,  1902)  describes  the  course  of  this  disease.     As 

to  the  physical  Bigns,  tin  main  features  may  be  ;is  follows: 
'/  The  pleural  cavity  may  be  full  of  fluid  and  still  the  voice 
and  breathing  will  !>••  normal  or  only  slightly  diminished  in  in- 
tensity over  the  wboh  chest  anteriorly  and  posteriorly; 
/'  bronchophony  and  bronchial  breathing  with  pleuritic  rales 
may   in   some  cases  be  heard   over  the  whole  of  one  side  of  the 

chest,  th.'  se;ii  of  effusion.  I  »t  greatesl  utility  are  the  percussion 
note,  the  fremitus,  and  the  displacement  <>\'  viscera.  The  per- 
cussion note  posteriorly  is  Mat  over  the  whole  side.     There  is  a 
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resistance  which  is  detected  by  the  finger  on  percussion,  and 
which  is  quite  characteristic  in  infants  and  children.  Anteriorly 
the  note  on  percussion  varies  widely.  It  may  be  hyper-resonant 
over  the  apex  of  the  lung,  due  to  lung  compression.  In  most 
cases  the  fremitus  is  absent  or  diminished  if  the  infant  cries. 
On  the  left  side  the  displacement  of  the  apex  of  the  heart,  and 
on  the  right  side  that  of  the  liver,  are  of  confirmatory  value. 
The  diagnosis  of  fluid  in  the  chest  is  not  always  a  simple  matter. 
No  diagnosis  is  complete  without  exploratory  puncture  of  the 
chest.  The  omission  of  such  puncture  is  unjust  to  the  patient. 
With  ordinary  care  we  do  not  subject  the  patient  to  any  risk  of 
further  infection;  we  cannot  readily  cause  a  serous  effusion  to 
become  purulent  if  ordinary  cleanliness  is  exercised. 

Charles  N.  Dowd  (ibid.)  writes  on  the  surgical  treatment  of 
empyema,  basing  his  report  on  seventy-five  cases  observed.  His 
summary  is  the  following:  (1)  For  simple  cases  of  empyema 
the  following  treatment  is  used  :  Excision  of  about  one  and  a  half 
inches  of  the  seventh  or  eighth  rib  in  the  posterior  axillary  line; 
light  ether  anesthesia  is  usually  employed;  the  purulent  coagula 
are  removed;  short  rubber  tubing,  cut  partly  across,  doubled, 
and  held  by  large  safety  pins,  is  used  for  drainage ;  abundant 
gauze  dressing  is  applied  and  changed  when  saturated.  (2)  If 
the  patient's  condition  contraindicates  general  anesthesia,  an  in- 
cision into  the  chest  may  be  made  between  two  ribs  under  cocaine 
anesthesia.  (3)  Aspiration  is  only  used  to  give  temporary  re- 
lief in  patients  who  are  in  great  distress  from  the  pressure  of  the 
fluid,  or  temporarily  to  relieve  the  second  side  of  a  double 
empyema  after  the  first  side  has  been  opened.  (4)  The  patients 
are  allowed  out  of  bed  as  soon  as  practicable,  and  the  expansion 
of  the  lung  is  encouraged  by  forced  expiration.  (5)  Irrigation 
is  only  used  where  there  is  a  foul-smelling  discharge  from  ne- 
crotic lung  tissue.  (6)  Secondary  operations  are  not  done  until 
good  opportunity  has  been  given  for  healing;  usually  three  or 
four  months  should  have  elapsed  after  the  primary  operation, 
and  there  should  have  been  no  noticeable  improvement  for  about 
a  month.  (7)  In  the  secondary  operation  the  expansion  of  the 
lung  should  be  encouraged  by  incising,  stripping  back,  and,  if 
necessary,  removing  portions  of  the  thickened  pulmonary  pleura. 
(8)  The  examination  of  forty-four  of  the  patients  at  long  periods 
after  operation  indicates  thai  recovery  is  usually  complete  in  the 
simple  cases,  and  that  there  is  surprisingly  little  deformity  in 
most  of  flir  severe  e;ises. 

David  Bovaird  (ibid.),  treating  of  the  pathology  of  empyema, 
lays  emphasis  upon  the  following  points:  (1)  Its  frequency  in 
children.  (2)  The  frequency  of  bilateral  cases.  (3)  The  im- 
possibility of  drawing  sharp  distinctions  between  serofibrinous 
pleurisy  and  empyema.  (4  I  The  creamy  consistence  of  the  ex- 
udate in  many  cases.  <">j  The  frequency  of  sacculated  effusions. 
(6)  The  frequency  of  pneumonia,  especially  broncho-pneumonia, 
as  a  preceding  or  accompanying  Lesion.     (7)  So  far  as  concerns 
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the  bacteriology  of  empyema,  the  pneumococcus  is  presenl  in  the 
greal  majority  of  eases  in  children,  especially  in  the  thick,  creamy 
exudates.  The  streptococcus  or  staphylococcus  pyogenes  is 
found  in  a  much  smaller  percentage  of  cases,  especially  in  those 
not  associated  with  pneumonia  and  characterized  by  thin,  puru- 
lent exudates.  (8)  Tuberculosis  is  presenl  in  bul  a  small  per- 
centage    6  per  cenl    of  cases. 

The  Importance  of  the  Early  Treatment  of  Catarrhal  Condi- 
tions of  the  Upper  Air  Tract  in  Children. — Carolus  M.  Cobb 
(Annals  of  Oyn.  and  Fed.,  Oct.,  1902  l  says  thai  the  question 
naturally  arises,  in  what  way  ami  to  how  greal  an  extenl  does  the 
condition  of  the  upper  air  tract  in  children  affect  the  general 
health t  First,  nasal  obstruction,  from  whatever  cause.  Leads  to 
disturbances  of  sleep,  to  anemia  from  lack-  of  sufficient  oxygen- 
ation of  the  blood,  to  malformation  of  the  chest  wall,  and  to 
various  reflex  nervous  disorders.  Secondly,  the  mouth-breath- 
Ing,  and  often  the  extension  of  the  inflammatory  process,  cause 
attacks  of  bronchitis,  and  often  the  only  way  to  prevent  success- 
fully the  repeated  attacks  of  bronchitis  from  which  these  patients 
suffer  is  to  treat  the  nasal  condition.  Thirdly,  there  is  no  doubt 
but  that  these  patients  suffer  from  disorders  of  digestion  from 
swallowing  large  quantities  of  the  secretion  of  muco-pus  which 
is  constantly  presenl  in  the  throat,  and  which  they  have  not  the 
knowledge  nor  ability  to  expectorate.  Fourthly,  the  presence  of 
this  inflammatory  condition  in  the  nose  and  throat  is  a  fruitful 
source  of  infection  of  the  cervical  glands,  and  many  cases  of  cer- 
vical adenitis,  now  classed  as  scrofula,  are  directly  traceable  to 
this  inflammatory  condition.  Fifthly,  many  cases  of  general 
systemic  infection  arc  now  known  to  have  their  origin  in  either 
acute  or  unrecognized  septic  conditions  of  the  throat.  As  an  il- 
lustration it  is  only  necessary  to  allude  to  the  reported  cases  of 
endocarditis  and  acute  articular  rheumatism  caused  by  the  prod- 
ucts of  a  tonsillar  abscess  gaining  access  to  the  general  circula- 
tion. With  this  formidable  array  of  deleterious  conditions  which 
may,  and  often  do,  result  from  the  neglect  or  non-recognition  of 
these  conditions  of  the  nose  and  throat  of  children,  it  seems  hard- 
ly necessary  to  urge  the  importance  of  careful  attention  to  them. 

Lead  Poisoning  in  Children. — R.  Romrae  (La  Presse  Medicate, 
Aug.  13  1902)  calls  attention  to  the  fact  that  children,  even  in- 
fants, may  suffer  from  lead  poisoning.  Wet-nurses  may  be  af- 
fected through  cosmetics  and  hair-dyes,  and  communicate  the  in- 
toxication through  the  milk,  or  they  may  put  lead  preparations 
on  the  nipples  and  so  infect  the  child  directly.     Nursing  bottles 

have  been  known  to  have  lead  tips.  Water,  cider,  and  beer,  so- 
called  seltzer  water,  rum.  brandy,  orange  water,  and  syrups  may 

all  contain  lead.  Food  cooked  in  utensils  that  have  been  soldered, 
or  in  pottery  which  has  been  varnished  or  enamelled  with  lead, 
can  communicate  the  poison.  White  lead  is  used  to  adulterate 
flour;  sugar  and  butter  may  contain  it.  Candies  and  cakes  ;ire 
often  colored  by  lead  chromate,  and  the  paper  wrapping 
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randies  and  chocolate  are  often  painted  with  lead  preparations, 
as  Naples  yellow.  The  poison  may  be  absorbed  through  the  res- 
piratory tract  or  the  skin,  from  walls  freshly  painted,  from  the 
burning  of  old  painted  wood,  from  the  wearing  of  silks  and  other 
fabrics  loaded  with  lead.  White  varnished  cloth  used  for  can- 
cpies  to  baby  carriages,  toys  painted  with  lead  colors,  lead 
soldiers,  trumpets,  paint  boxes,  glazed  visiting  cards,  and  colored 
envelope  wafers,  are  all  sources  of  lead  poisoning  to  the  child. 
Finally,  white-lead  powders  dusted  on  excoriations,  the  acetate 
of  lead  used  in  solution  on  cuts  or  in  collyria  for  chronic  granular 
conjunctivitis,  Goulard  water  used  on  a  nurse's  breast,  can  be 
incriminated.  A  curious  case  is  on  record  of  a  child  who  was 
wounded  accidentally  during  a  hunt ;  some  of  the  lead  shot  was 
left  in  the  wound  and  became  the  source  of  lead  poisoning. 

Malignant  Disease  of  Kidney  in  Children. — J.  F.  Percy 
i  Clin.  Rev.,  Aug..  1892  >  reports  the  case  of  a  boy  of  15  years 
whose  symptoms  pointed  to  intestinal  obstruction.  Abdominal 
section  disclosed  the  fact  that  one  pole  of  the  left  kidney  had 
fastened  itself  to  the  ascending  colon  through  the  parietal  peri- 
toneum. The  abdomen  was  closed,  and  the  kidney  and  ureter 
removed  through  a  lumbar  incision.  Recovery  was  complete  and 
without  incident.  After  leaving  the  hospital  the  patient  passed 
through  an  interesting  series  of  changes.  From  having  been 
quiet  and  almost  effeminate,  he  became  active  and  boylike. 
Nutrition  improved.  About  six  months  after  the  operation  he 
had  a  severe  "cold/'  and  with  its  onset  two  convulsions  devel- 
oped. For  about  seven  months  he  was  confined  to  his  bed  the 
greater  part  of  the  time,  suffered  intensely  from  headaches  and  a 
roaring  sound  in  his  head.  He  expectorated  brick-dust  sputum 
until  within  three  weeks  of  his  death,  which  occurred  after  severe 
convulsions  and  headaches.  The  report  on  the  tumor  found 
showed  it  resulted  from  cell  inclusion  from  the  hypernephron 
or  suprarenal  body.  The  author  raises  the  question  as  to  the 
source  of  the  marked  mental  and  physical  improvement  which 
followed  the  operation,  and  wonders  how  much  the  involvement 
of  the  suprarenal  gland  had  to  do  with  the  former  condition. 
The  three  points  he  emphasizes  are:  first,  that  the  embryonal 
theory  of  the  development  of  malignant  growths  has  for  its  main 
support  the  theory  of  Cohnheim;  second,  that  malignant  disease 
of  tin-  suprarenal  glands  produces  changes  in  the  general  organ- 
ism unlike  the  changes  produced  when  the  kidney  is  the  primary 

source  of  these  changes:  third,  the  eiuhryologist,  the  bacteriolo- 
gist, ami  the  pathologist  must  observe  further  before  important 
deductions  by  the  physician  ami  surgeon,  necessary  in  the  man- 
agement of  these  cases,  are  made. 

The  Management  of  Rheumatic  Children. — Floyd  M.  Cran- 
dall  (Arch,  of  Ped.,  Aug.,  1902)  considers  this  subject  under 
four  headings:  clothing,  exercise,  diet,  ami  medication.      Modern 

medical  opinion  seems  to  tend  Btrongly  to  the  belief  that  acute 

articular  rheumatism  is  an  infectious  disease.      The  specific  germ 
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baa  not.  as  yet,  been  discovered,  bul  the  soil  is  necessary  as  well 
as  the  si'.'d.  and,  as  in  other  infectious  diseases,  we  recognize  pre- 
disposing as  well  as  exciting  causes.  Hence  the  prevention  of 
these  predisposing  causes  may  well  receive  attention.  The  rheu- 
matic child  should  wear  flannel  al  all  seasons,  though  in  the  sum- 
mer it  may  be  of  itiin  texture.  Cold  and  wel  feel  should  be 
avoided.  Outdoor  life  should  receive  especial  attention,  rheu- 
matic children  often  being  confined  too  much  to  the  house,  lint 
they  should  not  he  exposed  on  days  of  damp  easl  wind,  especially 
if  th.'  ground  be  covered  by  slush  or  melting  snow.  The  diet  was 
formerly  looked  upon  as  of  more  importance  than  il  is  at  presenl 
The  trend  of  opinion  now  seems  to  he  that  restrictions  of  diel 
should  be  in  the  direction  of  starches  and  sugars,  and  with  this 

belief  the  author  si  rongly  concurs.     The  rheumatic  child  is  prone 

to  bo  anemic,  and  a  plain  hut  generous  and  nourishing  diet, 
which  contains  some  nitrogenous  matter,  is  the  best.  Milk. 
broths,  plain  soups,  can  he  given  during  an  acute  attack,  and 

weak  lemonade  or  oatmeal  water  for  thirst.  As  a  prophylactic 
measure  proper  care  of  the  throat  and  the  removal  of  adenoid 
growths  and  enlarged  tonsils  must  he  strongly  commended.      We 

may.  perhaps,  thus  close  oi f  the  important  portals  of  entry 

to  the  rheumatic  bacilli.  In  the  same  way  as  we  administer 
quinine  to  prevent  malaria,  cod-liver  oil  for  the  strumous  tend- 
ency, and  iron  for  anemia,  we  may  give  the  salicylic  compounds 
to  prevent  acute  outbreaks  of  rheumatism.  Whenever  there  is 
a  recurrence  of  any  of  the  rheumatic  symptoms,  the  author  ad- 
rises  the  use  of  salicylate  of  soda  in  doses  of  from  three  to  five 
grains,  three  times  daily  for  one  or  two  weeks  of  each  month, 
for  months  at  a  time.  Hyperpyrexia  is  rare  in  the  rheumatic 
attacks  of  children:  when  it  does  occur  it  should  he  treated  with 
cold  baths  or  packs,  with  perhaps  small  doses  of  phenacetin  well 
guarded  by  stimulants.  The  rapid  development  of  anemia  is  so 
marked  a  characteristic  that  the  administration  of  iron  should  be 
begun  at  the  earliest  possible  moment.  Following  Dr.  Loomis"  ad- 
vice, that  moment  may  he  considered  to  he  as  soon  as  the  tempera- 
ture ranges  below  100  F.  Gives  generous  diet  as  soon  as  possible. 
Sometimes  no  improvemenl  can  he  secured  until  iron  and  cod- 
liver  oil  are  administered.  Every  rheumatic  joint  should  be 
protected  from  the  air  by  a  flannel  bandage  or  by  cotton  wool. 
A  light  splint  of  basswood  or  pasteboard  will  often  -jive  relief. 
Heat  is  more  acceptable  than  cold,  but  the  author  seldom  uses 
watery  applications  i  except  a  lead-and-opium  wash  i,  as  by  their 
evaporation  they  cause  more  pain  than  relief.  No  blisters  in 
young  children,  children  suffering  from  any  rheumatic  mani- 
festation, even  chorea,  should  &<  put  to  bed  and  kept  then  abso- 
lutely until  every  symptom  has  disappeared.  This  will  do  more 
than   any   other   measure   to   prevent    cardiac    involvement.      The 

patient  should  he  placed  between  blankets  instead  of  sheets,  and 

a  lighl  flannel  jacket  should  he  worn.  This  will  enable  the  child 
to  sit  up  in  lied  withoui  danger  of  exposure,  and  he  will  thus  be 
le-v  discontented  durin<_r  the  days  when  the  symptoms  are  Blight. 
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The  Mental  Disorders  of  Children. — F.  X.  Dercum  (Phil. 
Med.  Jour..  July  19  and  26,  1902)  discusses  idiocy,  imbecility, 
and  also  the  insanities  which  occur  in  childhood.  Delirium,  con- 
fusion, and  stupor  occur  quite  frequently  in  infancy;  melan- 
cholia, mania,  and  paranoia  are  very  rare;  the  neurasthenic  in- 
sanities occur,  but  more  rarely  than  in  the  adult,  and  they  do  not 
as  a  rule  present  themselves  in  sharply-defined  or  well-differen- 
tiated forms.  Dementia  precox  may  come  on  about  the  time  of 
puberty  or  later,  and  is  characterized  by  two  phases,  one  of  de- 
pression, the  other  of  expansion  or  exaltation,  the  transition 
from  one  to  the  other  being  gradual.  In  the  treatment  of  feeble- 
minded children  therapeutic  methods  prove  of  comparatively 
little  value,  except  in  the  case  of  cretins,  where  thyroid  medica- 
tion has  given  brilliant  results.  In  the  treatment  of  the  insani- 
ties of  children  Ave  are  forced  to  depend  mainly  upon  the  appli- 
cation of  general  physiological  and  hygienic  principles.  Dis- 
couraging as  the  outlook  is  at  first  sight,  much  is  frequently  ac- 
complished. The  object  should  be  to  force  up  nutrition  by  all 
possible  means — rest  methods,  partial  or  complete ;  massage ;  full 
and,  if  necessary,  forced  feeding;  exercise;  bathing;  out-of-door 
living.  Tonics  may  be  employed  as  indicated ;  in  periods  of  ex- 
citement sedatives  and  narcotics  may  be  given,  but  in  a  minimum 
amount,  never  continued  for  too  long  a  period,  and  varied  from 
time  to  time.  When  there  is  stupor  or  depression,  thyroid  ex- 
tract may  be  tried.  In  a  certain  number  of  cases  dementia 
precox  ceases  to  progress,  and  in  a  small  number  the  affection 
terminates  in  final  and  complete  recovery.  With  such  facts  be- 
fore us,  no  case  should  be  abandoned  as  hopeless,  but  should  be 
given  the  benefit  of  all  the  measures  at  our  command. 

Mental  Defectives. — Martin  W.  Barr  (Phil.  Med.  Jour.,  Aug. 
9,  1902)  gives  a  classification  of  the  feeble-minded  and  discusses 
their  training,  strongly  advocating  their  retirement  to  asylums 
and  schools  suitable  to  their  needs,  and  deprecating  their  return 
to  the  world.,  both  in  the  interest  of  the  imbecile  himself  and  of 
society  at  large.  Not  only  from  t he  tragedies  and  monstrosities 
of  degeneration  does  society  need  protection,  but  from  its  cer- 
tain and  appalling  increase.  Much  has  been  done  to  redeem  and 
raise  to  higher  planes  by  training,  but.  much  remains  to  be  done; 
the  establishment  of  separate  asylums  for  the  helpless  idiots,  idio- 
imbeciles,  and  epileptics  now  burdening  the  training  schools; 
legislative  enactments  providing  for  the  separation  of  abnormal 
from  normal  children,  and  requiring  their  assignment  to  schools 
for  special  training;  the  permanent  sequestration,  under  condi- 
tions dictated  by  science,  forbidding  increase  of  those  judged 
unfit  Cor  the  duties  of  parenthood  and  citizenship;  the  opening 
of  reservations  and  colonies  to  winch  may  be  transferred  those 
trained  in  the  various  institutions,  thus  relieving  overcrowded 
conditions,  while  giving  a  stimulus  to  training,  and  also  provid- 
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in1.;  permanent  homes  where  trained  imbeciles  may  pursue  their 
various  vocations  under  new  and  more  satisfactory  conditions. 

The  Operative  Treatment  of  Tubercular  Arthritis. — Wianei 
K.  Townsend  (Inter.  \ied.  Mag.,  July,  1902  Bays  thai  the  most 
frequenl  indication  for  the  performance  oi"  an  operation  in 
tubercular  arthritis  is  the  appearance  of  an  abscess.  The  next 
is  deformity.  The  leasl  frequenl  indication  is  the  removal  of  a 
tubercular  incus,  with  the  idea  of  curing  the  disease  and  restor- 
ing the  patient  in  health,  even  though  no  complications  exist  and 
he  may  be  doing  well.  X-ray  photography  ;m<l  hotter  di; i miosis 
will  perhaps  change  all  this.  When  septic  complications  Buper- 
vene,  the  tendency  of  the  day  is  to  operate  sooner  than  was  for- 
merly done.     In  the  articulations  of  the  smaller  joints,  the  fin- 

and  toes,  arthrotomy  or  arthrectomy  will  usually  enable  one 
to  remove  all  the  diseased  tissues,  although  when  the  disease  is 
very  extensive  an  excision  or  amputation  may  he  required.  In 
the  ankle  joinl  arthrotomy  or  arthrectomy  usually  suffices.  Ex- 
cision  is  not  desirable  here,  as  it  is  so  difficult  to  secure  bony 
ankylosis  and  a  flail  joint  renders  locomotion  most  difficult.  If 
it  is  performed,  an  arthrodesis  of  the  mid-tarsal  or  Chopart's 
joint  is  desirable,  as  it  holds  the  foot  much  firmer.  At  the  knee 
arthrotomy  and  arthrectomy  are  most  satisfactory  in  early  life, 
and  excision  should  not  be  practised,  except  in  very  rare  in- 
stances, before  the  age  of  eighteen,  as  the  resulting  shortening 
and  tendency  to  deformity  render  the  results  most  unsatisfactory. 
If  excision  is  done  apparatus  must  be  worn  for  many  months 
after  the  operation.  At  the  hip  arthrotomy  or  arthrectomy  is 
not  very  satisfactory,  and  excision  and  amputation  have  to  be 
considered.  Tn  suppurative  hip-joint  disease  amputation  is  not 
done  ;is  frequently  .is  it  should  be.  In  the  wrist  arthrotomy  or 
arthrectomy  may  he  of  value ;  excision  and  amputation  are  rarely 
ted. 
Paraplegia  from  Pott's  Disease. — Arthur  J.  Gillette  (Inter. 
1/"/.  Mag.,  duly.  1902  says  that  the  paralysis  is  not  due  to  the 
deformity,  to  the  angular  curvature  of  the  spine,  or  the  tortuous 
canal,  bul  is  </'/'  to  tin  inflammation  or  its  products.  The 
il  symptoms  el'  beginning  Pott's  paralysis  are:  first,  an  ex- 

ration  of  ;ill  the  symptoms  of  tuberculous  disease  of  the 
vertebra?;  there  will  he  more  pain,  more  acute  pain;  patient  will 
not  he  able  to  walk-  easily,  will  have  ;i  dragging  or  shuffling  gait, 
;uid  there  will  he  an  exaggeration  of  the  reflexes;  the  patella 
tendon  reflex  is  increased,  and  ankle  clonus  is  often  present  un- 

the  disease  is  in  the  lumbar  region,  where  paralysis  is  infre- 
quent ;  the  paralysis  is  usually  bilateral,  hut  it  may  ho  unilateral, 
and  some  unusual  cases  have  been  reported  where  the  paralysis 

was  above  the  point  of  deformity.  The  extent  of  the  paralysis 
may  he  so  slighl  ;is  t,.  manifesl  itself  only  in  weakness,  or  there 
may  he  a  complete  paralysis  of  motion,  the  hitter  the  usual  ex- 
tent, or  there  may  lie  a  complete  paralysis  of  motion  and  sensa- 
tion ami  the  bladder  and  rectum  may  he  involved,  depending,  of 
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course,  entirely  upon  the  location  of  the  disease  and  the  extent 
of  the  inflammation.  It  lasts  all  the  way  from  six  weeks  to  about 
a  year,  rarely  three  years.  It  seldom  recurs;  incomplete  re- 
covery is  uncommon ;  other  complications,  such  as  tuberculosis 
elsewhere  and  abscesses,  must  be  taken  into  consideration  in  the 
prognosis.  The  principal  part  of  the  treatment  is  rest — com- 
plete and  thorough  immobilization.  This  can  only  be  obtained  by 
recumbency  with  extension  and  counter-extension,  the  patient  be- 
ing placed  on  a  hard  surface — not  in  an  ordinary  bed  with  yield- 
ing mattress  and  springs,  allowing  the  patient  to  move  from  side 
to  side,  every  twist  and  turn  causing  motion  between  the  verte- 
brae and  adding  still  further  damage  to  an  already  diseased 
spine  or  cord.  Many  times  these  patients  are  rolled  back  and 
forth  in  bed  for  examination,  the  reflexes  sometimes  being  so  ex- 
aggerated as  to  jerk  the  entire  body,  the  patient  crying  out  with 
pain.  When  placed  on  a  water  bed,  with  every  movement  of 
hands,  shoulders,  or  head  the  entire  body  is  set  in  motion,  caus- 
ing pain  and  adding  still  further  to  the  inflammation;  yet  we 
frequently  read  of  the  water  bed  being  employed  to  prevent  bed 
sores,  which  is,  of  course,  neuropathic,  and  if  there  is  anything  in 
keeping  the  spine  quiet  to  improve  the  conditions  causing  the 
paralysis,  certainly  the  water  bed  is  the  very  thing  which  ought 
not  to  be  used.  We  know  from  experience  that  sores  do  occur 
when  patients  are  on  water  beds.  If  the  patients  were  placed 
upon  a  frame  like  the  Bradford  bed  frame,  a  steel  frame  with 
canvas  stretched  across  it,  simple  in  construction,  it  could  be  car- 
ried from  place  to  place,  evacuation  of  the  bowels  could  take 
place,  and  t lie  patient,  could  be  cleansed  with  little,  if  any,  mo- 
tion of  the  spine.  When  in  the  early  stages  of  paralysis  the  re- 
flex spasms  are  marked,  extension  and  counter-extension  should 
be  used,  as  it  assists  in  immobilizing  as  well  as  preventing  spasms, 
and  when  the  disease  is  at  or  above  the  dorsal  region  the  chin 
piece,  with  weighl  and  pulley,  should  be  added  to  the  Bradford 
frame. 

A  New  Sign  of  Pleuritic  Effusion  in  Children. — Samuel  W. 
Kelley  (Arch,  of  Ted.,  Oct.,  1902)  says  that  the  semeion  to  which 
be  wishes  to  call  attention  is  simply  this:  In  the  course  of 
symptoms  which  indicate  the  early  stage  of  pleurisy,  amongwhich 

if    tie'    attitude    of    lying    upon    one    side    or    bonding    toward    or 
ing   upon    one   side,    this    position    changes   and    the    patient 

instinctively  turns  and  prefers  to  lie  upon  the  hack  or  to  be 
propped  up  high  in  bed,  and  avoids  bending  toward  Unit  side  or 
pressing  upon  it.  This  is  a  sign  of  effusion— probably  of  an 
effusion  of  considerable  bulk,  and  poured  out  with  a  degree  of 

rapidity.  The  author  has  observed  this  again  and  again,  and 
while  he  is  not    prepared  to  say  that   il   is  eonslant   in   its  appear 

anee  and  infallible  in  its  significance,  he  believes  it  to  be  as  re- 
liable as.  for  instance,  the  symptom  of  lying  upon  the  affected 
side  in  the  beginning  of  pleurisy,  or  perhaps  as  the  flexing  of  the 
thighs  in  peritonitis,  and  other  signs  that  are  generally  regarded 
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as  significant.  The  mosl  rational  explanation  which  he  can  offer 
for  the  Bign,  he  Bays,  is  that  Lying  on  the  back  or  sittin<_r  up  causes 
ili**  Leasl  pressure  of  the  effusion  againsl  the  compressed  Lung 
and  the  heart  and  greal  vessels,  and  allows  the  greatesl  freedom 
of  breathing  and  circulation.  1 1'  the  child  lies  upon  the  affected 
side  the  weighl  of  the  body  upon  the  chesl  wrall  presses  the  fluid 
still  more  upon  the  compressed  Lung,  and  increases  the  dyspnea, 
and  perhaps  interferes  more  with  the  action  of  the  heart,  and 
instinctively  the  child  changes  to  an  easier  position.  To  Lie  upon 
the  Bound  side  would  interfere  with  the  respiratory  movements 
of  the  sound  Lung  and  increase  the  dyspnea.  This  Leads  the 
patient  to  involuntarily  avoid  that  position.  Bui  to  Lie  upon 
the  back  takes  the  pressure  off  the  more  yielding  ribs  and  allows 
the  mosl  freedom  of  respiratory  movements  and  Least  displace- 
ment i'\\  or  pressure  upon,  the  blood  organs.  So  this  attitude  is 
often  chosen,  though  a  child  will  sometimes  prefer  to  be  propped 
up  or  to  ail  up. 

The     Post-Operative     Treatment     of     Adenoids. — Mad I 

Yearsley  (Med.  Timesand  Hosp.  Gas.,  Sept.  20,  1902),  discussing 
the  hygienic  part  of  the  after-treatment,  says  that  good  air,  good 
loud,  and  good  Burroundings  may  be  taken  for  granted.  In  ad- 
dition, children  should  be  taughl  simple  breathing  exercises, 
which  help  them  to  improve  their  now  unobstructed  airways  and 
to  develop  their  chests  and  air  passages.  They  should  be  begun 
about  a  fortnight  after  the  operation,  when  the  post-nasal  space 
is  completely  healed.  The  child  should  be  instructed  to  stand 
erect,  to  close  the  mouth  tight,  bring  the  hands  together  with  the 
arms  extended,  and  then  slowly  carry  the  arms  hack  until  they 
are  a  Little  behind  the  line  of  the  shoulders,  at  the  same  time 
taking  a  deep  inspiration  through  thi  nose.  After  a  slight  pause 
lias  been  made,  the  hands  are  brought  slowly  together  again, 

while  expiration  is  similarly  perfon I  through  the  nose.     This 

simple  exercise  should  be  performed  every  morning  for  about 
five  minutes,  at  the  normal  rate  of  about  fourteen  to  eighteen 
respirations  per  minute.  Older  children  can  use  Light  (one 
pound  to  one  pound  and  a  half)  dumbbells  as  an  accessory  to  the 
I  xercise,  which  should  always  be  done  in  an  airy  room,  or,  in  the 
summer,  in  the  open  air. 

Pseudo-Epilepsies. — William  Browning  (Jour,  of  Nervous 
and  Mental  Disease,  Oct.,  1902  thus  summarizes  his  study  on 
the  subject :       1     In  the  young  there  occurs  a  class  of 

characterized  by  recurrent  attacks  of  heterogeneous  type. ami  that 
may  conveniently  be  called  •"pseudo-epilepsy.*"  2  This  form 
of  trouble  is  curable,     i  ■  '>     Such  cases,  bo  far  as  heir  studied,  are 

due    tO,    Or    associated    with,    disturbances    in    the    general    tissue 

metabolism  of  the  body.  4  Some  of  these  are  in  whole  or  in 
pari  of  rachitic  origin.  (5)  Troubles  of  this  kind  when  due  to 
rachitis  are  amenable  to  thyroid  treatment.  (6  True  epilepsy 
is  not   remedied   by  thyroid,  even   in  a  person   who  was  oi 

rachitic.       (7)    It    is  evident    that    in   many  cases  there  is  a   closei- 
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relationship  between  rachitis  and  athyreosis  than  has  heretofore 
been  recognized.  There  must  be  a  relative  inadequacy  of  the 
thyroid  function  in  these  cases  associated  with  rickets.  Either, 
as  one  of  my  cases  indicates,  there  is  a  serious  impairment  of 
the  activity  of  the  gland,  or  thyroid  feeding  serves  to  burn  up 
harmful  material  at  large  in  the  system. 

Respiratory  Exercises  in  the  Naso-Pharyngeal  Lesions  in 
Childhood. — W.  Arbuthnot  Lane  (Brit.  Med.  Jour.,  Sept.  6, 
1902)  says  that  with  the  absence  of  the  pressure  which  is  exer- 
cised on  the  sides  of  the  nasal  cavities  and  of  the  upper  part  of 
the  pharynx,  the  following  changes  occur:  Narrowing  of  the 
nasal  arch,  increase  in  the  height  of  the  palate  along  the  middle 
line,  a  diminution  in  the  breadth  and  height  of  the  nasal  cavi- 
ties, lateral  compression  of  the  anterior  nares.  The  mouth  is  kept 
habitually  open,  the  temporary  teeth  decay  rapidly,  and  organ- 
isms and-  their  products  pass  into  the  stomach  and  produce  an 
unhealthy  condition  of  the  gastro-intestinal  mucous  membrane. 
There  is  an  inflammatory  condition  of  the  lymphatic  tissue  of  the 
upper  part  of  the  pharynx,  comprising  the  pharyngeal  tonsil. 
The  perfection  of  the  auditory  apparatus  may  be  impaired.  As- 
sociated with  the  lateral  compression  of  the  alveolar  arch  there 
is  often  a  diminution  in  the  length  of  the  alveolar  margin.  The 
teeth,  as  a  result,  come  in  irregularly  and  are  unable  to  function 
properly.  "Open  bite"  is  often  associated  with  this  condition. 
As  the  children  find  difficulty  in  chewing  their  food,  the  food  is 
taken  in  a  soft  form  or  bolted.  Consequently  the  muscles  which 
move  the  tongue  and  lower  jaw  are  but  little  used,  and  the 
tongue  does  not  develop,  but  remains  small.  Enough  has  been 
said  to  show  that  all  these  troubles  may  be  avoided  altogether, 
in  the  majority  of  cases,  if  proper  measures  are  adopted  from  the 
first,  or  if  they  have  developed  they  may  be  removed  or  very 
greatly  diminished  by  proper  attention  to  the  aeration  of  the 
Lungs,  the  ventilation  of  the  naso-pharynx,  and  to  the  proper 
performance  of  the  functions  of  the  body. 

The  Widal  Reaction  in  Infancy. — Frank  Spooner  Churchill 
(Chicago  Med.  Recorder,  Oct.  15,  1902)  states  that  the  Widal 
reaction  occurs  in  infants  and  children  under  the  same  conditions 
as  in  adults.  It  is  perhaps  apt  to  be  weaker  in  early  life.  The 
evidence  available  is  overwhelmingly  in  favor  of  the  theory  that  a 
"positive"  reaction  means  typhoid,  regardless  of  symptoms  and 
physical  signs.  As  these  symptoms  and  signs  are  often  irregular 
in-  absent  in  early  Life,  the  reaction  is  ('specially  valuable  at  this 

lime.  ;iih1   in  two  ways :   by  detecting  mild  or  obscure  eases,  and 

by  ruling  mil  certain  intestinal  eases  which  might  be  mistaken 
for  typhoid.  A.bou1  1"  per  cent  of  a  limited  series  of  intestinal 
infections  in  Chicago  during  the  summer  of  1!)02  were  typhoids: 
of  127  children,  throughout  the  city,  suspiciously  sick,  about  20 
per  cenl  were  typhoids.  The  serum  lest  should  be  more  widely 
used  both  to  insure  proper  treatment  of  the  individual  patient 
;md  to  prevent  tlm  spread  of  disease. 
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History  accords  to  Gustave  Simon,  with  seeming  justice,  the 
credit  of  having  been  the  first  to  successfully  implant,  by  surgi- 
cal means,  an  injured  ureter  into  the  bladder.1  His  operations 
were  performed  through  the  bladder  route,  and  success  was  at- 
tained in  the  year  1856,  only  after  several  failures.  From  that 
date  to  the  year  1895  there  have  been  recorded  68  cases  of  ureteral 
fistula?  operated  on  by  the  bladder  and  vaginal  routes;  "22  of 
these  failed  completely,  13  nephrectomies  were  eventually  per- 
formed, 7  relieved  only  by  colpocleisis."8  Although  Poggi8  ex- 
perimented  as  early  as  1887,  with  the  idea  of  grafting  the  ureter 
by  the  abdominal  route,  a1  an  abnormal  position  in  the  bladder. 
'Read  before  the  New  York  Obstetrical  Society,  May.  1902. 
10 
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and  Paoli  and  Busachi4  made  several  successful  vesical  graftings 
in  the  dog  by  the  same  route  in  1888,  yet  it  was  not  until  1892 
that  the  principles  established  by  these  experiments  were  ap- 
plied to  surgery  on  man;  and  to  Navaro5  is  given  the  credit  of 
having  first  successfully  performed  uretero- vesical  anastomosing 
transabdominally. 

With  this  brief  review  of  the  history  of  uretero- vesical  graft- 
ing, I  invite  your  attention  to  the  report  of  a  case  of  uretero- 
uterine  fistula  operated  on  successfully  by  me  at  the  Woman's 
Hospital  in  the  State  of  New  York,  December  13,  1901,  and  to 
some  remarks  on  the  advantages  of  the  transabdominal  methods. 

Mrs.  S.,  December  1,  1901,  applied  to  the  Woman's  Hospital 
with  the  following  history:  Age,  26;  occupation,  housewife; 
married ;  para,  3 ;  miscarriage,  1 ;  height,  5  feet ;  weight,  195 
pounds ;  waist,  36  inches.  First  labor  uneventful,  excepting  for 
moderate  laceration  of  cervix  and  perineum.  Second  labor, 
March  1,  1900,  was  long  and  exhausting,  occiput  posterior. 
Child  extracted  with  forceps,  dead.  The  history  after  confine- 
ment, as  given  by  her  physician,  Dr.  K.  C.  Barton,  is  as  follows : 
"Her  convalescence  was  afebrile  and  apparently  normal.  About 
two  weeks  after  confinement  she  had  a  chill,  with  marked  rise  of 
temperature,  pain  to  the  left  of  uterus,  headache  and  backache. 
Examination  showed  evidence  of  cellulitis  at  the  left  of  uterus." 
He  further  states  that  there  was  no  abscess  formation,  but  '"a 
slough  separated,  involving  left  side  of  cervix  and' vaginal  vault, 
after  which  urine  began  to  flow,  and  the  temperature  soon 
dropped  to  normal.  Since  then  she  has  had  incontinence  of 
urine  and  frequent  attacks  of  renal  colic."  Pregnancy  oc- 
curred twicr  during  this  time;  the  first  fetus  was  carried  three 
months,  the  second  seven ;  the  latter  lived  ten  days  after  birth, 
dying  in  convulsions.  Two  or  more  operations  were  performed 
by  vaginal  route,  unsuccessfully. 

Dr.  Rawls,  one  of  the  house  surgeons  of  the  Woman's  Hospital, 
who  examined  patient  for  admission,  was  unable  to  discover  the 
opening  through  which  the  urine  flowed.  He  endeavored  to  de- 
termine  its  exact  Location  by  injecting  sterilized  milk  into  the 
bladder  through  the  urethra.  The  bladder  filled,  but  did  not  leak, 
and  in  this  way  the  condition  of  ureteral  fistula  was  determined. 
I  line  could  be  seen  flowing  from  the  uterine  canal,  but  ef- 
forts to  determine  per  vaginam  the  ureter  involved  were  un- 
successful. It  became  accessary  for  me,  in  order  to  determine 
this  point,  to  resort  to  the  use  of  the  cystoscope.     The  patient 
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was  anesthetized,  bladder  filled  with  air,  illuminated  with  elec- 
tric light,  and  explored,  and  urine  waa  seen  flowing  from  the 

right  ureteral  orifice.  I  then  passed  a  small  bougie  into  the  left 
ureteral  orifice,  and  found  thai  it  me1  with  as  obstruction  at  a 
point  in  the  Lower  posterior  bladder  wall,  a  little  to  the  Left  of  the 
junction  of  the  cervix  and  vagina  ;  the  ureter  involved  was  then 
positively  determined. 

Through  the  kindness  of  my  chief,  Dr.  II.  I>.  Nichol,  Surgeon 
to  the  Woman 'a  Hospital,  the  case  was  assigned  to  me  for  oper- 
ation. With  the  assistance  of  Drs.  Cole,  Paine,  Forsythe, 
and  Douce,  the  house  staff,  and  in  the  presence  of  Drs. 
Cleveland,  Chambers,  Broun,  MoGinnis,  and  others,  1  made  a 
free  median  abdominal  incision  extending  from  the  pubis  to 
within  a  short  distance  of  the  umbilicus.     Tins  Length  of  incision 

was  necessitated  because  of  the  obesity  of  the  patient.  Willi 
the  patient  in  Trendelenburg '8  position,  the  omentum  was 
brought  over  intestines  and  covered  with  gauze  pada  moistened 
with  normal  salt  solution.  Search  was  then  made  for  the  ureter 
by  an  incision  on  the  anterior  surface  of  the  left  broad  Ligament, 
extending  upward  and  outward  from  a  point  near  the  junction  of 
the  bladder  and  uterus  to  within  a  short  distance  of  the  round  lig- 
ament. A  blunt  dissection  was  then  made  between  the  anterior 
and  posterior  surfaces  of  the  broad  Ligament  in  the  direction  of 
the  base  of  the  bladder  and  junction  of  the  vagina  and  cervix. 
The  ureter  was  found  to  lie  situated  somewhat  posterior  to  its  nor- 
mal position,  considerably  dilated,  and  terminating  in  the  uterus 
aboul  the  internal  os.  In  severing  the  ureter  from  its  false  im- 
plantation in  the  uterus,  it  was  first  necessary  to  push  aside  the 
uterine  artery,  immediately  under  which  the  ureter  was  situated. 
The  ureter  was  then  easily  freed  from  its  bed  in  the  broad  liga- 
ment and  brought  up  out  of  the  abdominal  opening,  gauze  pads 
being  first  placed  carefully  about  it  to  protect  the  abdominal 
cavity  from  the  urine,  which  was  constantly  expelled.  The  end 
hen  slightly  bevelled  and  made  ready  for  its  new  implanta- 
tion. As  the  meter  was  severed  close  to  the  uterus,  and  the  open- 
ing  into  the  uterus  was  extremely  small,  it  was  thought  unneces- 
sary to  lie  the  distal  end. 

A  Long,  curved  dressing  forceps  was  then  passed  through 
the  urethra  into  the  bladder  until  its  points  came  in  contact  with 
the  posterior  vesical  wall,  to  the  left  of  median  line,  and  just  be- 
low the  junction  of  the  anterior  surface  of  the  broad  ligament 
and  bladder.     The  blades  were  slightly  opened   and   a  vertical 
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incision  aboul  three-eighths  of  an  inch  was  made  between  them. 
The  points  of  the  forceps  were  then  passed  through  the  opening: 
the  free  end  of  the  ureter  was  grasped  and  pulled  through  into 
the  bladder.  The  grasp  of  the  forceps  was  maintained  until 
permanent  sutures  were  passed  anchoring  the  ureter  to  bladder 
wall.  The  suture  material  was  intestinal  silk.  The  first  two 
sutures  were  passed  through  bladder  wall  down  to  mucosa,  then 
into  the  wall  of  the  ureter  but  not  completely  penetrating  it. 
The  other  sutures,  five  or  six  in  number,  were  passed  entirely 


Fig.    1.     Tin-   author's   direct    Intra     and   extraperitoneal    method   <>t'    treating 
es   of   Hi''   pelvic   portion   of   the   ureter.     A,   uterine  artery;    B,   old  track 
and  orifice  "f  ureter;  <'.  orifice  of  implanted  ureter. 


through  bladder  wall  and  partly  through  ureteral  wall.  The 
trreat  thickness  of  abdominal  wall,  and  the  consequent  depth  of 
the  field  of  operation,  made  this  step  extremely  difficult.  At  the 
lowesl  poinl  in  the  space  between  the  folds  of  the  broad  ligament 
,in  opening  was  then  made  into  the  vagina,  the  exact  direction 
and  position  of  tliis  opening  being  determined  by  an  assistant's 
finger  in  the  vaginal  vault.  Through  this  opening  a  rubber  tube.  ■ 
one-quarter  iuch  in  diameter  and  four  inches  Long,  was  passed 
into  the  vagina,  one  end  being  anchored  with  No.  2  catgul  to  the 
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bottom  of  the  broad-ligamenl  Bpace;  c plete  drainage  was  thus 

insured.  The  incision  in  the  anterior  surface  of  the  broad  liga- 
tnenl  was  now  anited  with  n  continuous  catgul  suture,  and  the 
abdomen  closed  with  silkworm  gut.  A  self-retaining  block-tin 
catheter  was  inserted  into  the  bladder,  and  removed  twice  ;i  day 
to  1"'  cleansed  from  phosphatic  deposits.  At  the  end  of  the 
fourth  day  this  catheter  was  entirely  withdrawn  and  the  Madder 
eatheterized  every  four  hours  until  the  sixth  day,  when  patient 
wis  abh  to  void  urine  without  difficulty.  At  the  end  of  fifty 
hours  gentle  traction  was  made  on  the  rubber  tube,  and,  as  the 
catgul  which  anchored  it  had  by  thai  time  softened,  no  appre- 
ciable resistance  was  offered  to  its  removal.  The  convalescence 
of  the  patienl   was  uneventful,  save  for  slighl  irritation  of  the 


Pig.  -•  a  photograph  of  the  orifice  of  the  Implanted  ureter  taken  Ave  weeks 
after  operation,  bj  passing  the  photographic  apparatus  Into  the  distended  bladder 
through  the  urethra. 

bladder  due  to  excessive  phosphatic  deposit.  This  condition  was 
eventually  relieved  by  Large  doses  of  benzoic  acid.  As  pus  was 
also  found  in  the  urine,  the  bladder  was  frequently  irrigated  for 
a  time.  Four  weeks  after  operation  a  considerable  deposit  of 
earthy  phosphates  was  removed  through  Ke]|\  "s  cystoscope  from 
around  the  normal  ureter.  Five  weeks  after  the  operation  the 
bladder  was  distended  with  boracic  acid  solution  and  a  photo- 
graph taken  of  the  implanted  ureter.     This  photograph  I  Fig.  2 

be  somewhat  unintelligible  to  those  who  have  never  seen  the 
orifice  of  a  newly  implanted  ureter.  The  deep  shadow  is  the  open- 
ing, and  the  while  portion  the  bevelled  cud  of  the  ureter  which 
project-    into   the   bladder,    forming  a    mound   on  the  mucosa. 

Through  the  CystOSCOpe  this  white  portion  appeared   red. 

Before  discussing   the  merits  of  the   pr 'dure  adopted   in   the 
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case  reported,  permit  me  to  briefly  review  some  of  the  representa- 
tive transabdominal  methods.  Witzel6  opened  the  abdomen  by 
median  incision,  and  searched  for  the  ureter  at  its  point  of  cross- 
ing the  iliac  artery.  A  small  incision  through  the  peritoneum  ex- 
posed the  ureter.  Traction  was  then  made  upon  the  ureter,  so 
that  its  insertion  in  the  broad  ligament  could  be  determined; 
here  another  incision  was  made  in  the  peritoneum,  the  ureter 
exposed,  ligated  in  two  places,  and  severed  between  ligatures. 
The  distal  end  was  buried  and  the  proximal  end  brought  out  at 
peritoneal  incision  over  iliac  vessel.  This  free  portion  of  the 
ureter  was  now  passed,  by  a  pair  of  forceps,  behind  the  peri- 
toneum and  above  tbe  linea  ilio-pectinea  to  the  region  of  the 
bladder,  and  the  incision  in  tbe  peritoneum  closed.  The  bladder 
was  fastened  above  the  middle  of  the  iliac  fossa  with  strong  cat- 
gut sutures ;  the  ureter,  cut  obliquely,  was  placed  for  a  distance 
of  four  centimetres  along  its  upper  surface.  An  opening  was 
made  in  the  bladder  wall,  and.  with  interrupted  catgut  sutures, 
the  mucosae  of  the  ureter  and  bladder  were  united.  The  mus- 
cular and  fibrous  coats  were  fixed  with  separate  catgut  sutures. 
On  either  side  of  the  ureter,  and  parallel  to  it,  a  fold  of 
bladder  was  made,  and  the  lips  of  these  folds  were  united  to  form 
an  oblique  canal.  A  glass  tube  to  provide  for  leakage  com- 
municated with  the  point  of  implantation  through  a  separate 
opening  in  abdominal  wall. 

The  plan  recommended  by  Kelly7  in  1894  was  as  follows : 
The  abdomen  was  opened  by  tbe  median  incision,  the  pa- 
tient being  placed  in  Trendelenburg's  posture.  The  ureter 
was  found  at  the  pelvic  brim,  and  "traced  from  the  point 
where  it  crosses  the  common  iliac  artery  down  to  the  pel- 
vie  floor,  exposing  the  whole  Length  of  its  pelvic  portion 
by  splitting  the  peritoneum  over  the  upper  surface  .  .  . 
and  the  ureter  lifted  from  its  bed  and  divided  close  to  the 
scar."  It  was  then  found  too  short  for  anastomosis  to  the 
bladder  without  undue  traction.  To  avoid  this  the  bladder  was 
detached  from  "the  horizontal  rami  pubis  on  both  sides."  allow- 
ing t  he  ureter  and  bladder  to  unite  without  strain.  The  bladder 
was  incised  jusl  enough  to  receive  snugly  the  ureter,  and  at  a 
point  nearest  the  proximal  end  of  the  ureter.  The  under  surface 
of  the  ureter,  at  orifice,  was  slit  up  four  millimetres;  a  long 
forceps  was  passed  through  the  urethra   into  the  bladder  and 

through  the  opening  made  in  the  bladder  wall;  with  this  forceps 
the  urethra  was  grasped,  drawn  directly  across  the  pelvis  into 
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the  bladder,  through  the  incision,  and  there  held  by  forceps 
until  permanently  sutured.  Sutures  of  silk  were  passed  through 
tin  muscular  tissues  of  the  bladder  and  the  peritoneal  and  mus- 
cular runts  of  the  ureter.  A  narrow  strip  of  gauze,  to  provide 
tor  leakage,  extended  from  the  region  of  implantation  to  the 
lower  angle  of  the  abdominal  wound,  and  the  abdomen  was 
closed,  excepl  at  this  Lower  portion.  The  technique  of  grafting 
adopted  by  Baldy,8  in  1895,  possesses  features  worthy  of  con- 
sideration. He  utilized  Van  Hook's  suggestion,  penetrating  the 
ureter  from  within  outward  with  two  double  catgut  sutures, 
and  at  points  one-eighth  of  an  inch  from  its  end.  An  incision 
was  made  in  the  bladder  wall  one  inch  in  Length,  at  apointnearest 
t he  ureter,  and  the  sutures  in  ureter  were  now  passed,  again, 
from  within  outward  through  the  entire  thickness  of  the  bladder 
wall  and  one-eighth  of  an  inch  from  the  incision,  the  ureter 
drawn  into  the  vesical  opening,  and  the  sutures  tied.  The  layers 
of  the  bladder  structure  were  united  separately  by  continuous 
catgut  sutures.  Additional  sutures  were  passed  through  the 
outer  coat  of  the  ureter  and  bladder  to  insure  accuracy  of  clo- 
sure; a  glass  tube  was  inserted  for  drainage,  and  the  abdomen 
closed.  The  method  adopted  by  Boldt.0  in  1896,  differed  con- 
siderably in  respect  to  the  manner  of  both  finding  and  implant- 
ing the  ureter.  His  first  step  was  to  pass  a  catheter  per  vaginam 
into  the  falsely  implanted  ureter.  The  abdomen  was  then  opened 
by  a  median  incision,  and  the  ureter,  with  catheter  in  situ,  dis- 
sected from  its  bed.  The  catheter,  still  in  position,  was  passed 
through  the  vesical  opening  and  out  through  the  urethra,  project- 
ing ten  centimetres.  The  urine  collected  in  the  bladder  from 
the  normal  ureter  was  drained  by  a  catheter  passed  through  the 
urethra  alongside  the  ureteral  catheter.  The  abdominal  incision 
closed  without  further  drainage.  The  technique  of  implanta- 
tion adopted  by  Calderini,  of  Bologne.10  in  1898,  differs  widely 
from  the  foregoing,  and  T  relate,  in  addition,  the  history  of  his 
case  because  of  its  similarity  to  the  one  I  report.  The  patient 
was  confined  November  25,  l^'T:  labor  long  and  tedious;  posi- 
tion L.  0.  P.;  child  extracted  with  forceps  and  died  at  birth. 
On  the  third  day  alter  labor  incontinence  of  urine  was  noticed, 
and  on  the  sixth  day  it  was  discovered  that  Leakage  took  place 
through  the  cervical  canal.  Two  months  later.  January  23,  1898, 
the  patienl  suffered  with  severe  pain  through  the  pelvis,  with  an 
accompanying    chill.     It    was    considered    advisable    to    open 
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through  the  anterior  fornix  and  drain  the  pelvic  cavity  with 
gauze.  Pain  was  confined  to  the  left  side,  where  cervix  had  been 
extensively  lacerated.  The  cystoscope  was  used,  but  unsuccess- 
fully at  first,  to  determine  the  ureter  injured.  As  urine  was 
thought  to  be  seen  passing  from  both  ureteral  orifices,  methyl 
blue  was  administered  by  mouth;  this  was  soon  seen  per  vag- 
inam,  coming  from  the  cervix  uteri,  and,  by  the  aid  of  the 
cystoscope,  it  was  also  seen  coming  through  the  right  ureter 
only.  March  15,  1898,  the  abdomen  was  opened  by  a  crescentic 
incision  above  the  pubis.  The  peritoneum  was  incised  to  the 
inner  side  of  the  external  iliac  artery,  and  the  ureter  from  this 
point  freed  from  its  bed  by  a  blunt  dissection  with  the  ringer, 
and  followed  down  some  distance  between  the  folds  of  the  broad 
ligament,  where  it  was  severed  and  brought  up  out  of  the  wound 
to  be  prepared  for  grafting;  this  was  accomplished  with  Boari's 
button;  with  this  exception,  the  technique  followed  by  Calderini 
was  practically  the  same  as  that  followed  by  Navaro.  The  peri- 
toneum was  detached  along  the  bladder,  from  the  pubis  to  the 
region  of  implantation,  and  a  gauze  drain  introduced  through 
the  abdominal  incision  along  this  track  to  provide  for  leakage. 
Boari's11  button  for  implanting  the  ureter  into  the  bladder  or 
intestines  resembles  somewhat  Murphy's  button  for  intestinal 
anastomosis;  it  consists  of  a  small  metallic  tube  with  a  bulb  at 
one  end,  in  which  the  ureter  is  inserted  and  tied,  and  of  two 
plates  of  the  same  material  at  the  other  end.  Between  these 
plates  there  is  a  spiral  spring  which  constantly  acts  to  push  the 
upper  plates  along  the  tube  and  against  the  bulb.  When  the 
instrument  is  being  used  the  plates  are  first  compressed,  and  then 
passed  through  the  bladder  opening,  and  the  opening  is  closed 
over  them  by  a  purse-string  suture.  When  compression  is  re- 
leased from  plates  the  spring  forces  the  upper  plate,  and  with 
ii  the  bladder  wall,  againsl  the  ureteral  wall,  which  has  been 
previously  tied  around  the  bulb  of  the  tube.  The  two  surfaces 
are  thus  broughl  in  dose  contact,  bul  their  apposition  made 
still  more  secure  by  the  placing  of  Beveral  sutures  about  the 
perivesical  tissue.  The  button,  in  Calderini 's  case,  freed  itself 
Erom  the  bladder  wall  at  the  end  of  seven  weeks;  it  then  oc- 
•asioned  dysuria,  and  was  removed  Erom  the  bladder  through 
the  urethra  by  means  of  a  Btring  attached  to  the  button  and 
ed  through  the  urethra  a1  time  of  operation.  This  second 
operation  necessitated  an  incision  and  dilatation  of  the  urethra. 
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Catarrhal  cystitis  immediately  followed  the  operation  and  per- 
Bisted  aboul  two  months,  during  which  time  it  was  accessary  to 
constantly  irrigate  the  bladder.  An  abdominal  abscess  appeared 
on  tlif  seventh  day,  ou1  of  which  urine  was  discharged;  this 
fistula,  however,  soon  closed,  and  the  patienl  was  cured  al  the 

.•ml  of  two  and  a  halt'  months. 

The  perfected  technique  of  modern  surgery,  ami  the  thorough 
knowledge  of,  ami  familiarity  with,  pelvic  anatomy,  permil  the 
surgeon  of  to-day  1<>  approach  the  problem  of  repair  of  uretero- 
uterine  and  uretero-vaginal  Bstulae  with  a  confidence  not  pos- 
I  by  th-  surgeon  of  former  times.  Though  the  choice  of 
routes  may  depend  somewhal  upon  special  conditions,  yet  I 
cannot  altogether  agree  with  the  opinion  as  expressed  by  Po/.zi1J 
and  MacMonagle13  that  the  repair  should  always  he  first  at- 
tempted through  the  vagina.  In  view  of  the  great  difficulty  of 
dissecting  out  the  ureter  and  implanting  it  into  the  bladder  by 
this  route;  in  view  of  the  close  proximity  of  the  uterine  artery, 
and  the  annoyance  and  difficulty  it  would  occasion  if  severed; 
in  view  of  the  numerous  failures  by  this  route  and  of  the  bril- 
liant results  of  the  transabdominal  method  from  its  very  intro- 
duction, we  are,  I  believe,  justified  in  selecting  this  method  of 
procedure  in  the  vast  majority  of  cases. 

The  transabdominal  route  permits  the  surgeon,  under  all 
circumstances,  to  discover  the  extent  of  ureteral  injury,  enables 
him  to  prepare  the  ureter  to  the  besl  advantage  for  grafting,  and 
allows  a  selection  of  the  most  desirable  point  on  the  bladder 
wall  for  implantation;  in  fact,  it  gives  him  the  opportunity  to 
execute  his  work  with  a  clearness  and  precision  afforded  by  no 
other  route. 

In  dealing  with  the  injuries  of  the  ureter  following  labor,  we 
have  an  organ  to  repair  within  the  folds  of  the  broad  ligament. 
If  the  injured  end  of  the  ureter  is  lodged  in  the  vagina,  then  the 
general  direction  of  the  broad-ligamenl  portion  of  the  ureter  is 
slightly  upward  and  posterior.  In  either  case  it  is  diverted  but 
slightly  from  its  normal  direction,  and  to  find  it  through  the 
abdominal  route  it  is  only  necessary  to  separate  anteriorly  the 
broad-ligamenl  surfaces,  dissecting  toward  the  junction  of  the 
bladder,  vagina,  and  cervix. 

When  the  ureter  is  injured  during  a  vaginal  hysterectomy,  the 
portion  injured  will  usually  also  be  that  situated  within  the 
folds  of  the  broad   iigamenl   near  the  Madder  wall.      If  much  of 
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this  ligament  has  been  left,  the  finding  of  the  injured  ureter 
during  a  secondary  operation  for  repair  will  be  facilitated  by 
using  the  ligament  as  a  landmark  and  working  likewise  between 
its  surfaces  anteriorly  and  downward.  "When  the  ureter  is  sev- 
ered during  an  abdominal  section  in  removing  large  pelvic 
tumors,  uterine  or  adnexal.  with  a  resulting  vaginal  fistula,  the 
loss  of  ureteral  structure  may  be  considerable  and  the  portion  of 
the  ureter  remaining  to  be  anastomosed  with  the  bladder  will 
usually  be  difficult  to  locate  because  of  the  destruction  of  certain 
landmarks.  At  the  secondary  operation  for  repair  of  ureter, 
under  the  circumstances,  it  becomes  necessary  to  trace  the  organ 
from  the  ilio-pectineal  line  downward,  unless  a  catheter  can  be 
passed  into  it  per  vaginam,  as  advised  by  Boldt. 

"With  the  exception  of  Boldt,  all  the  operators  have  heretofore 
adopted  practically  the  same  step  in  finding  the  ureter,  viz.. 
incising  the  peritoneum  over  the  ureter  and  tracing  the  ureter 
down  to  the  region  of  injury.  The  method  I  have  adopted  is,  of 
course,  applicable  only  in  those  eases  where  the  broad  ligament 
is  intact,  or  where  there  is  sufficient  of  it  remaining  to15  serve 
as  a  bed  for  the  ureter  and  as  a  guide  in  our  work. 

This  procedure,  so  far  as  I  have  been  able  to  investigate,  has 
not  been  previously  attempted  or  suggested ;  it  differs  essentially 
from  methods  heretofore  adopted,  in  that  it  creates  an  extra- 
peritoneal space  in  which  the  ureter,  for  a  considerable  distance, 
can  be  easily  and  thoroughly  examined,  freed  from  its  bed,  sev- 
ered from  its  false  implantation,  prepared  for  grafting,  shifted 
to  the  bladder  site  without  materially  changing  the  relative 
position,  and  anastomosed  with  the  bladder  at  a  selected  point 
entirely  extraperitoneal.  In  addition  to  these  advantages  it 
affords  the  opportunity  of  establishing  thorough  provision  for 
leakage  without  in  any  way  contaminating  the  peritoneum,  as 
the  broad-ligament  space  in  which  the  ureter  is  adjusted  be- 
comes, by  the  closing  of  the  incision,  completely  shut  off  from 
the  general  peritoneal  cavity.  The  entire  operative  procedure 
on  the  ureter  thereby  becomes  extraperitoneal. 

When  the  ureter  lias  been  so  injured  as  to  be  considerably 
shortened,  it  may  become  necessary,  in  grafting  it  to  the  bladder, 
to  carry  it  across  the  pelvis.  However,  we  should  not  abandon 
our  effort  to  embed  ii  under  the  peritoneum  until  it  is  found 
impossible  to  mak«  the  bladder  and  ureter  meel  without  undue 
tension,  by  resorting  to  Kelly's"  ingenious  scheme  of  detach- 
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ing  the  bladder  Prom  the  horizontal  rami  of  the  pubes  on  both 
sides.  When  we  have  the  choice  of  embedding  the  ureter  under 
the  peritonenm  or  carrying  it  directly  to  the  bladder  across  the 
pelvis,  we  should  always  select  the  former  method  ;  for  when 
the  latter  procedure  is  adopted  the  ureter  becomes  "stretched 
like  a  lax  cord,  from  posterior  part  of  pelvis  to  bladder," 
and,  thus  deprived  of  its  normal  support,  it  is  subject  to  con- 
stant strain  and  tension  from  intra-abdominal  pressure ;  the 
raw  surface  of  its  wall,  occasioned  by  dislodging  it  from  its 
bed,  also  favors  intestinal  adhesions. 

The  vesical  portion  of  the  ureter  traverses  the  base  of  the 
bladder  obliquely  downward  and  inward  for  a  distance  of 
three-quarters  of  an  inch.  "At  the  lower  extremity  of  the 
areter  the  circular  fibres  blend  with  the  other  muscular  fibres 
of  the  bladder  wall,  and  the  longitudinal  fibres  arrange  them- 
selves ui  two  hands,  an  upper  and  a  lower;  the  upper  turns 
toward  the  middle  line  beneath  the  mucous  membrane,  and  blends 

with  its  fellow  of  the  opposite  side  .  .  .  ;  the  lower  passes 
downward  ami  inward  toward  the  orifice  of  the  urethra."15 
This  gradual  merging  of  the  ureteral  wall  into  the  bladder 
structure  was  evidently  designed  by  Nature  with  certain  defi- 
nite objects,  among  which  seem  to  be  the  strengthening  of 
attachment,  and.  in  part  at  least,  the  prevention  of  regurgitation. 

In  implanting  the  ureter  in  the  bladder  wall  the  question 
arises:  Is  it  desirable  to  strive  to  simulate  Nature  in  making 
the  artificial  implantation  obliquely,  and.  if  an  oblique  graft  ing 
is  not  desirable,  how  can  a  direct  implantation  be  made  to 
insure  the  proper  functioning  of  the  ureter? 

In  regard  to  the  desirability  of  an  oblique  artificial  implanta- 
tion, it  would  be  found  difficult,  if  not  impossible,  to  embed  the 
ureter  in  the  bladder  wall  in  such  a  direction  for  more  than  the 
merest  fraction  of  an  inch,  as  the  thickness  of  this  wall  and  the 
diameter  of  the  ureter  bear  a  close  relation  to  each  other.  Even 
though  this  were  possible,  we  could  not  adjust  the  muscular 
fibres  so  as  to  bring  about  a  physiological  result. 

"The  urine  is  conveyed  to  the  bladder  by  means  of  two  forces: 
(1)  the  force  of  gravity  acting  in  the  erect  position;  (2  the 
peristaltic  action  of  the  walls  of  the  ureter.  Regurgitation  of 
urine  from  the  bladder  is  prevented,  under  ordinary  circum- 
stances, by  the  valve-like  nature  of  ih  •  vesical  opening."16 

As  the  urine  is  propelled    forward   through   the   ureter,  the 
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pressure  from  within  easily  forces  aside  the  valve-like  folds  of 
the  orifice,  and  the  urine  flows  unrestrictedly  into  the  hladder; 
but  during-  the  interval  of  cessation  of  peristaltic  action  (the 
moment  when  pressure  from  within  ceases)  the  valves  close; 
at  each  successive  interval,  and  in  direct  proportion  to  the 
increase  of  urine  in  the  bladder,  the  valves  meet  with  increased 
force,  but  the  peristaltic  or  propelling  power  in  a  healthy  ureter 
is  alwaj-s  sufficient  to  overcome  the  pressure  of  even  a  distended 
bladder.  The  intermittent  peristaltic  wave  in  the  ureter  and 
the  opening  and  closing  of  the  valves  establish  an  automatic 
action  by  which  the  complete  emptying  of  one  organ  and  tilling  of 
the  other  is  accomplished.  Nature's  device  here  is  a  safeguard; 
it  allows  the  ureter  an  opportunity  during  intervals  to  rest  and 
recuperate,  and  prevents  the  backward  pressure  within  the 
bladder  from  distending  the  ureter. 

To  accomplish  what  Nature  does  by  her  ingenious  device,  we 
are  compelled  to  select  a  point  on  the  bladder  wall  for  implanta- 
tion which  will  insure  the  complete  emptying  of  the  ureter  at  all 
times,  and  where  there  will  be  exerted  the  least  backward  pres- 
sure from  bladder  contents.  Morris17  says:  "In  uretero-vesical 
implantation,  regurgitation  of  urine  ...  is  more  especially 
prone  to  happen  when  precaution  is  taken  against  the  occurrence 
of  stenosis  by  splitting  the  engrafted  end  of  the  ureter."  But 
such  will  not  occur  unless  the  orifice  is  situated  at  a  low  point 
in  the  bJadder  wall.  In  order,  therefore,  to  avoid  this  result,  and 
yet  retain  an  open  orifice,  we  must  select  a  point  for  implantation 
where  pressure  backward  will  not  lake  place  until  after  there 
has  been  accumulated  a  very  considerable  quantity  of  urine  in 
the  bladder,  nor  should  ibis  point  be  high  enough  to  interfere 
with  the  eonstanl  and  complete  emptying  of  the  ureter.  The 
top  of  the  bladder  being  the  highest  point,  the  ureter  implanted 
here  is  subject  to  the  Least  pressure  from  the  bladder  contents, 
bu1  a  ureter  so  implanted  would  be  shifted  considerably  from  its 
natural  course,  which  would  require,  a1  limes,  a  performance  of 
uphill  work.  Tin-  base  of  the  bladder,  being  the  Lowesl  point,  is 
subjected  to  continuous  pressure  from  within,  and  is  also  objec- 
tionable.  The  poinl  which  meets  more  nearlj  .-ill  requirements 
is  situated  in  the  posterior  vesical  wall  jus)  below  where  the  peri- 
toneum passes  from  bladder  to  broad  Ligament. 

The  technique  of  implanting  ureter  into  bladder  deserves 
special  notice.     "Stenosis,  or  too  greal  contraction  of  the  ureteral 
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orifice,  1-  one  of  the  dangers  of  ;ill  forms  of  ureteral  implan- 
tation, whether  into  the  bladder,  bowels,  vagina,  or  on  the 
surface  <>i'  skin.  Such  stenosis  results  in  hydronephi 
which  has  been  a  very  common  sequel  of  all  forms  < » 1"  experi- 
mental ureteral  grafting."18  In  dealing  with  iliis  problem  we 
have  two  chief  factors  to  consider:  first,  tin1  preparation  of  the 
end  of  the  ureter  before  grafting;  second,  the  position  and  si/.-  of 
the  incision  in  which  the  end  of  the  ureter  is  to  be  implanted. 
There  is  a  tendency  to  contraction  in  all  cut  surfaces  when  heal- 
ing,  therefore  it  becomes  necessary,  before  implanting  the  ureter, 
to  make  the  orifice  quite  open  by  either  bevelling  or  splitting  i*. 
This  rule  of  contraction  is  applicable  also,  to  some  extent  ;it 
least,  to  the  surface  in  which  the  implantation  is  made;  when. 
therefore,  a  raw  surface  of  the  uterus  or  bladder  surrounds  a 
yielding  body  like  the  ureter,  the  question  of  the 
extent  of  diminution  likely  to  follow  in  the  calibre  of  the  ureter 
about  the  point  of  implantation  may.  with  propriety,  arise.  If 
there  is  an  appreciable  influence  it  must  vary  according  to  Che 
character  of  the  tissue  in  which  the  ureter  is  embedded.  The 
uterine  tissue,  because  of  its  firmness  of  structure  and  peculiar 
contractility,  has  doubtless  a  more  marked  influence  in  this 
respect  than  either  vaginal  or  bladder  tissue.  In  the  case  I 
report  attention  was  drawn  to  the  marked  contraction  in  the 
calibre  of  the  embedded  portion  of  the  ureter,  and  the  backward 
ure  which  it  occasioned  was  sufficient  to  enlarge  the  entire 
broad-ligament  portion  of  the  ureter  and  give  rise  to  frequent 
"'colic-." 

Boldt's  method  of  managing  the  grafted  end  of  the  ureter — 
viz..  leaving  one  end  of  the  catheter  in  the  ureter  and  passing 
the  other  through  the  bladder  ami  out  at  the  urethra — is  designed 
chiefly  for  the  purpose  of  draining  the  ureter  directly.  Thorough 
drainage  will,  under  these  circumstances,  usually  follow,  but 
every  case  so  treated  is  subjected  to  a  considerable  risk — i.e.,  the 
risk  of  occlusion  of  the  catheter  by  deposits  taking  place  about 
or  within  the  instrument.  We  are  never  able  to  insure  against 
such  an  occurrence,  and  therefore  the  risk  of  injury  to.  and  even 
total  destruction  of.  the  work  is  considerable.  The  case  reported 
is  one  in  point,  as  the  phosphatic  deposits  were  a  sourc 
annoyance  for  five  weeks.  The  self-retaining  block-tin  catheter. 
which  was  removed  twice  a  day.  was  usually  found  covered  with 
phosphatic  concretions,  necessitating  the  abandonment  of  this 
form  of  catheter. 
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Boari's  button  is  more  objectionable  than  Boldt's  retained 
catheter,  as  it  does  not  separate  from  the  seat  of  implantation  for 
several  weeks;  the  risk  of  occlusion  is  therefore  greater.  Dur- 
ing the  process  of  its  separation  micro-organisms  abound  in  the 
immediate  region,  subjecting  both  the  ureter  and  kidney  to  in- 
fection. After  the  button  has  been  dislodged  and  has  fallen 
into  the  bladder,  it  makes  the  patient  very  uncomfortable,  and 
a  second  operation  becomes  necessary  for  its  removal.  The 
only  advantage  possessed  by  this  instrument  is  the  ease  and 
rapidity  with  which  implantation  may  be  accomplished.  In  a 
very  weak  patient,  or  when  the  ureter  has  to  be  immediately  im- 
planted after  a  long  and  exhausting  operation,  this  feature  may 
become  a  consideration. 

The  anchoring  of  ureter  to  bladder  wall  has,  in  the  majority 
of  cases,  been  done  entirely  with  silk  or  catgut.  The  results 
seem  to  have  been  equally  satisfactory.  "What  deleterious  effect, 
if  any,  the  encapsulated  silk  sutures  have  upon  the  tissues  about 
the  graft  is  an  open  question.  The  possibility  of  these  sutures 
eventually  passing  into  the  bladder  and  becoming  the  nuclei  of 
stones  should  be  considered.  Catgut  possesses  the  advantage  of 
being  completely  absorbed,  yet  at  the  same  time,  judging  from 
the  successful  results  in  both  experimental  and  practical  work, 
it  is  sufficiently  durable  to  insure  union  of  the  apposed  surfaces. 
Unless  there  be  very  considerable  traction  on  the  implanted 
ureter,  the  soluble  rather  than  the  permanent  suture  is,  in  my 
judgment,  to  be  preferred.  If  there  exist  sufficient  traction  on 
ureter  to  demand  the  use  of  permanent  sutures,  then  both  the 
angle  of  implantation  and  the  depth  of  penetration  of  the  walls 
by  sutures  deserve  special  attention  ;  for  C.  A.  Smith19  has  shown 
by  recent  experiments  that  when  the  ureter  is  implanted  ob- 
liquely, and  the  sutures  are  passed  transversely,  entering  the 
lumen,  a  resisting  force  results  nearly  one  pound  greater  than 
when  implantation  is  direct  and  where  sutures  have  not  pene- 
trated. 

Study  of  the  experimental  and  practical  work  in  this  special 
field,  with  the  experience  acquired  in  this  case,  has  convinced 
me  that  certain  improvements  may  be  made  in  the  technique  of 
implanting  the  ureter;  and  should  it  ever  be  my  good  fortune 
tu  again  operate  on  such  a  case  as  herein  described,  I  would 
adopt,  in  part,  the  principles  of  the  Van  Hook  method.  Baldy's 
inch  incision  in  the  bladder  wall  is  both  rational  and  desirable, 
for  such  an  incision  facilitates  materially  the  manipulation  and 
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tl xactness  of  adjustment,  while  adding  aotbing  to  the  risk 

of  operation  in  the  hands  of  one  familiar  with  plastic  Burger} 
in  the  pelvis.  From  the  base  or  middle  of  each  ride  of  such  an 
incision  a  small  oval  section  of  the  bladder  wall  mighl  be  re- 
moved bo  as  i"  prevenl  the  crowding  of  tissue  about  the  ureter 
allowing  it  to  tit  uniformly  and  snugly  in  its  bed.  In  preparing 
tik'  end  of  1  ht*  ureter  for  grafting,  it  would  seem  advantageous 
to  slit  up  each  side  about  one-fourth  of  an  inch,  rounding  these 
sections  to  a  point,  penetrating  each  from  within  oul  by  a 
double  catgul  suture:  each  suture  to  be  then  passed  through 
the  bladder  wall  again  Erom  within  out,  and  on  either  side  of 
the  incision.  When  tied  these  sutures  will  both  anchor  the  ureter 
and  bring  together  the  incised  vesical  surfaces.  Before  tying 
them,  however,  other  catgul  sutures  should  be  passed  down  to 
tin  mucosa  to  close  the  angles  of  incision,  and  apposition  made 
still  more18  secure  by  passing  several  sutures  through  the  outer 
vesical  and  ureteral  tissues. 

The  transabdominal  extraperitoneal  method  as  adopted  in 
the  ease  reported — i.e.,  the  finding  of  the  ureter  through  an 
incision  in  ihe  anterior  surface  of  the  broad  Ligament,  and  a 
•lion  downward  between  the  broad-ligament  folds — is 
the  most  direct  method  of  procedure ;  it  admits  of  exl  ra peritoneal 
manipulation  and  extraperitoneal  implantation  at  point  of 
selection  on  the  bladder  wall;  it  necessitates  the  shifting  of  the 
ureter  but  slightly  from  its  normal  direction;  and  allows 
thorough  provision  for  leakage  through  vagina  at  the  base  of  the 
extraperitoneal  space  within  the  folds  of  the  broad  Ligament. 
This  direct  extraperitoneal  procedure,  with  the  method  of  im- 
plantation of  the  ureter  above  suggested,  affords  every  advan- 
tage to  the  operator  in  his  work. 

19  Wesi  Thirty-eighth  street. 
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1 1 

BodlDffer     Re 

f erred  to  by 
■orris, 

"Surgical 

Disea» 

thi-      Kidnej 

ami  Ureter 

Vol.  || 

1 

1894 

Lumtx  i  llio-lngulnal  inci- 
sion. 

* 

te 

MacBfonaele 

1 

189.i 

Uretero  vagina] 

Median  abdominal  incision, 

Iodoform 

Cured. 

Trans  Amer 

list  ula    follow- 

transperitoneal.       Ureter 

gauze    drain 

liVII     SOC., 

ing  vaginal 

found    and    traced     from 

per  vaginam 
Removed    on 

-     1    vol. 

hysteiectomy. 

point    over    iliac    artery. 
Vesical     anastomosis    ac- 

p. 500. 

Attempted    re- 

the sixth 

pair  per   vagi- 

cording    to    Van     Hook's 

day. 

nam.    Success- 

method. 

ful    abdominal 

repair  two 

years  after 

hysterectomy. 

10 

Pozzi.     "Trea- 
tise on  Gyne- 
cology," 
Pozzi,  p.  770. 

1 

1895 

* 

Median  abdominal  incision, 
transperitoneal.    Ureter 
traced    from    point    over 
iliac  vessels.  Anastomose,  i 
according  to  Navaro. 

Mikulicz    tam- 
pon drain. 

IT 

Ferguson. 
Amer 
and  Obst. 
Jour.,  vol. 
xxii..  p.  629. 

1 

1895 

I  r.r.-io  abdomi- 
nal  fistula  fol- 
lowing lapa- 
ratomy  for  re- 
moval of  large 
adherent    ova- 
rian cysts.    Re- 
pair three 
months  after. 

Median  abdominal  incision 
Ureter  followed  to  small 
cavity  at  bottom  of  fistula 
Upper  portion   of  bladder 
incised  and  stretched  over 
ureter. 

j 

>• 

IX 

Lannelongue. 
Referred  to 
by  Morris 
_'ical 

I>is.M-- 

Kidne.\     and 
Ureter,"  vol. 
ii..  p.  591. 

1 

1895 

t 

Median   abdominal  incision, 
transperitoneal. 

Drained  by 
catheter 
placed  in  ure- 
ter and 
passed 
throughblad- 
der  opening 
and  urethra. 

ig 

Witze)       Cent. 

1 

1895 

Uretero-vaginal 

Median   abdominal  incision, 

Glass  drainage 

" 

fiir  (ivii  . 

fistula. 

transperitoneal.        Ureter 

tube  through 

1S96.  vol 

traced     from    point    over 

separate 

xi  .  p.  62>. 

iliac    vessels,    withdrawn 
from    its    bed    and    reim- 
planted  under  peritoneum 
above     linea    innominata. 
Bladder   fastened  in   iliac 
-a    with  catgut.     Ure- 
tero-vesical  grafting  with 
catgut. 

opening  in 

abdominal 

wall. 

Bal-ly.      Amer. 

1 

1895 

injured 

Median  abdominal  incision. 

11  ass  drainage 

Jour,  of 

removing      in- 

transperitoneal.     Vesical 

tub--      intro- 

traligament- 

gref fiii^r  according  to  Van 

duced 

vol.  xxxiii. 

ous    cyai    and 
pyoaalplnx. 
immediate   re- 
pair. 

Hook     i '  itgul  suture. 
Bladder       was     anchored 
about    stump    of     ovarian 
artery. 

through  ab- 
dominal 
opening. 

-.•I 

Boldt.      Amer. 

1 

[-:•:, 

Ir.-t.ro  vaginal 

Median  abdominal  incision. 

Drained  by 

Joor   0* 

li-tu     l       follow- 

transperitoneal.    Catheter 

cat beter 

itig  vaginal 

Inserted    Into   ureter  j>er 
vaginam  before  i  >p.-i  ation. 

placed    in 

vol.     xxxiii.. 

••etomy. 

ii  it  ter  and 

- 

Repair       f"ur 
mouths      after 
injury. 

Which     acted     as    a    guide, 
Bladder  i  p.  oed   near  nor- 
mal      ureteral       opening. 
Ureter  grafted    with    one 
end  of  catheter  in  ureter 

passed 
through 

bladder  and 
urethra. 

the       other       end       p  | 

through    bladder    op- 

and  urethra. 

11 


162     BISSELL:    TRANSABDOMINAL   URETEROVESICAL    GRAFTING. 


Operator,    and 

'c  £ 

Condition         de- 

c 
2: 

where  report- 

° 2 

3 

n 

manding    ope- 

Method. 

Remarks. 

Result. 

ed. 

*g 

ration. 

u 

Dr.  Wm.  M. 

Ureter  severed 

Median  abdominal  incision, 

Drained  at  lum- 

Died. 

Polk.   Opera- 

during    supra- 

transperitoneal. 

bar  region. 

tion  previous 

vaginal    hyste- 

to 1896.    Date 

rectomy.      Im- 

not stated. 

mediate  repair. 

Trans.  N.  Y. 

Obst.  Soc, 

1897-8,  p.  66. 

ss 

Dr  Wm.  M. 
Polk.    Trans. 
N.  Y.   Obst. 
Soc,      1895-6, 
p.  153. 

1896 

Ureter    involved 
in  carcinoma 
of  the  lower 
segment  of 
uterus.    Imme- 
diate repair 

Median  abdominal  incision, 
transperitoneal.    Ureter 
dissected    out    with     the 
uterus.    Right  side  passea 
through  carcinomatous 
nodule  and  sheath  in- 
volved  one    inch.      Renal 
end  of  resscted  ureter  im- 
planted   in     bladder    one 
inch  above  normal  site 

Cured. 

24 

Routier.    Bull. 

1 

1896 

Uretero-vaginal 

Median  abdominal  incision. 

Catheterdrain- 

" 

et  Mem.  de  la 

fistula    follow- 

transperitoneal.       Bazy's 

ed. 

Soc.  de  Chir., 

ing  labor. 

method  adopted. 

t   xxi.,p.  811. 

25 

Howard  Kelly. 

1 

1896 

Uretero-vaeinal 

Median  abdominal  incision, 

Self-retaining 

Failed. 

Amer.     Gyn. 

fistula    follow- 

transperitoneal. 

catheter  was 

and  Obst. 

ing  panhys- 

not placed  in 

Jour.,  1898, 

terectomy    for 

bladder. 

vol.     xii.,   p. 

carcinoma  ute- 

Urine accu- 

734. 

ri.    Three 
months      later 
left  ureter  was 
implanted      in 
bladder 

mulated  and 
was  forced 
out   through 
abdominal 
wound. 

26 

Bayer.   Encyk. 
fiir  Geb.  und 

1 

1897 

Left  ureteral 

? 

Cured. 

opening  ab- 

Gyn., p.  386. 

normal. 

27 

Boldt.    From 

8 

1897 

Uretero-vaginal 

Median   abdominal  incision. 

Escape  of 

Death    sec- 

notes fur- 

fistula   follow- 

transperitoneal.      Ureter 

urine  in    the 

ond  day 

nished  by  Dr. 

ing  vaginal 

traced  from  point  of  iliac 

peritoneal 

from  sep- 

Boldt. un- 

hysterectomy. 

vessels.    Vesical  grafting 

cavity.        No 

sis. 

published. 

Ureter  re- 
paired one 
year  after. 

according  to  Witzel.    Su- 
tures did  not  hold. 

drain  em- 
ployed. 

2- 

1 

1897 

Uretero-vaginal 
fistula    follow- 
ing  abdominal 
hysterectomy 
for  removal  of 
septic  uterus 
(puerperal). 
Repair  ten 
months  after. 

Median  abdominal  incision 
transperitoneal        Ureter 
traced  from  point  of  iliac 
vessels;  implanted  near  its 
normal  situation.     Ureter 
completely     covered     by 
peritoneum. 

No  drain    em- 
ployed. 

Cured. 

20 

Fullerton. 
'•  Operative 

1 

189? 

Double  ureter 
divided     while 

Median  abdominal  incision, 

i« 

transperitoneal      Both 

Gynecolo- 

removing pyo- 

proximal  orifices  sutured 

gy,"  Kelly. 

salpinx  and 

in    a  common  opening  in 

vol  i.,  p.  462. 

ovarian  ab- 
scess.     Imme- 
diate repair. 

bladder.      Distal   ends  li 
gated . 

30 

Israel     Re- 

1 

1898  Sifrit  Nire  nf   lire. 

Lumbo-ilio-inguinal  incision, 
extraperitoneal. 

ferred   to  by 

ter  3  centime- 

Morn«. "Sur- 

tres above 

gical  Dis- 

vesical orifice. 

eases  of  the 

Cause  not 

Kidney    and 

known. 

Ureter,"  vol 

il..  p  570. 

31 

Calderini 

1 

1M-.IH 

Uretero-uterine 

Crescent-shaped  incision 

Gauze  drain- 

n 

Mount,  f. 

li-tula    follow- 

over    pubis,    transperito- 

age   through 

Geb.  and 

ing  Instrumen- 

neal      Ureter    found      at 

abdominal 

(ivn     IBM 

tal  d-livery. 

pelvic  brim  over  iliac  ves- 

wound.    Fis- 

vol. ix. 

Left  ureter. 

sels,  traced    to    false    im- 
plantation;     re-embedded 
according  to  Navaro.  Vesi- 
cal  grafting  with  Boari's 

tulous    track 
resulting  for 
a  short 
while. 

button. 
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Operator,  and 
irhere  report 
ed. 


M  Amour.    Re 
tarred  to  by 

Morris,  "  Sur- 
gical l'is 

of   the 

Kidney      and 

Grater 

Aniim.    Re- 
ferred  to  in 

Encyk.       fiir 
Qeb.  und 
Gyn..p.  383 

Ml 

nger.    Re- 
ferred  to  in 
Encyk.     fiir 
Geb  und 
I    Gyn.,  p.  S83. 
M  Howard  Kelly 
Am.  Qyu. 
and  Obst. 
Jour  .  1808 
rol.  xii. 


Chalot.    H 
Policlinico. 
1899,  p.  257. 


88 


N 


ID 


Brrtazzoli       II 
Policlinico. 
1898. 

/a.  II 
Policlinico, 
1899. 

Chiaventone. 
Referred     to 
by  Morris 
''  Surgical 
Diseases  of 
the  Kidney 
and  Ureter." 
vol.  ii.,  p  580 

Mackenrodt. 
Eucyk.  fiir 
Geb.  und 
Gvn  .  p.  881. 

Frltsch.    En- 
cyk.  fur  Geb 
nnd  Gvn.,  pp 
881-888. 


Podres.    Re- 
ferreil  to  in 
Encyk  fiir 
Geb.  und 
Gyn 

Pernice  and 
Martin      Re 
ferred    to    ii 
Encyk.  fur 
Geb.  und 
Gyn..  p.  8H8. 


~  L 


Oonditlon  de- 
manding ope- 
ration 


1898  Tumor  of  blad- 
der. Growth 
at  or  near  ure 
teral  orifice. 


1 898 


1898 
1898 


1899 


1899 


1899 


1899 


1899 


1899 


WOO 


1900 
1900 


1900 


Salpingitis     and 

ovarian  cyst. 


Uretero-vaginal 
fistula    Follow 
ing     hysterec- 
tomy.      Right 
ureter  implant- 
ed in  bladder. 


Injury  to  ureter 
during  an  ab- 
dominal hys- 
terectomy for 
cancer.  Im- 
mediate repair. 

Uretero  cervico- 
vaginal  fistula 
following  diffi- 
cult labor. 

Uretero-vaginal 
fistula    follow- 
ing vaginal 
hysterectomy. 

Ureteral  fistula  . 


M-ili  id, 


Median  abdominal  incision 
suprapubic  cystotomy, 
extraperitoneal. 


According  to  Wttael 


Median  abdominal  incision 
transperitoneal. 


Abdomen  incised  just  inside  Drained  per 
of  right  anterior  superior  vag  nam. 
spine  of  ilium,  extending 
to  spine  of  pubes.  Extra- 
peritoneal method  sug- 
gested by  Fritsch  was 
adopted.  Field  of  opera- 
tion contaminated  by  dis- 
charge from  ureter.  Ure- 
ter split  on  dorsum  and 
anastomosed  into  bladder 
wall. 

Median  abdominal  incision  iGauze and  tube 
Ureter    re-embedded     ae-|    drainage 


Remarks. 


i  lured. 


Drained 
through 
domino! 

wound. 


ab 


cording  to  Navaro.  Bo 
ari*s  button  used  in  graft 
ing  bladder. 

Median  abdominal  incision 
transperitoneal.  Boari's 
button  used  for  grafting 

Median  abdominal  incision, 
transperitoneal. 


Vesical   grafting  with  Boa 
ri's  button. 


Opened  the  abdomen  at 
outer  edge  of  rectus  mus- 
cle. Followed  oblique  and 
transversalis  fascia. 

Opened  at  flank.  Followed 
ureter  from  point  near 
common  iliac  vessels 
Nephrectomy  hud  to  be  at 
once  performed  because 
of  loss  of  blood. 

Median  incision,  trans- 
peritoneal,   according    to 
Witzel 

Suprapubic 


According  to  Mackenrodt. 


through 
dominal 
wound 

No  drain.. 


Gauze  drain 


ab 


Died     from 
sepsis  on 

sixth  day. 


Cured. 


Failed. 


Cured. 
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Operator,    and 

o  °° 

Condition        de- 

'i 

where  report- 

.   Vj 

o3 

manding    ope- 

Method. 

Remarks. 

Result. 

>■ 

ed. 

Z« 

Q 

ration. 

(8 

Rouffart.      En- 
cyk  fur  Geb. 

2 

1900 

? 

Incision  at  outer  border  of 
rectus  muscle.   Completed 

Cured. 

& 

»7 

und  Gyn.,  p. 
888.     Also 
Morris,  p.  568. 

operation  by  a  paraperi- 
toneal route. 

■is 

Howard  Kelly. 

1 

1900 

Right  ureter  in- 

Median abdominal  incision. 

Gauze    drain 

Cured. 

Jour,  of 

volved  in   car 

transperitoneal.    Silk    su- 

through   ab- 

fAmer.    Med. 

cinoma  of  the 

tures   employed    for    im- 

dominal 

X  Assoc,  Octo- 

ovary.     Inten- 

plantation.   ; 

wound.      No 

ber  6,  1900. 

tionally  sev- 
ered   and    im- 
mediately    re- 
implanted      in 
bladder. 

leakage. 

10 

1 

1900 

Right  ureter  in- 
volved in  can- 
cer   of    cervix 
uteri;  inten- 
tionally  sev- 
ered  and     im- 
mediately    re- 
implanted      in 
bladder 

* 

50 

1 

1900 

Uretero-vaginal 
fistula. 

Median  abdominal  incision, 
transperitoneal.    Silk  and 
catgut  sutures. 

Gauze    drain 
through    ab- 
dominal 
wound. 
Leakage. 

Failed. 

51 

1 ' 

1 

1900 

Ureter    involved 

Median  abdominal  incision, 

"Pelvic   gauze 

Death. 

in      malignant 

transperitoneal. 

drain." 

Cause    un- 

ovarian tumor. 

known. 

Almost  the  en- 

tire pelvic  por- 

tion     removed 

with      growth. 

Immediate  im- 

plantation. 

59 

Lapthorn 

1 

1901 

Uretero-vaginal 

Median  abdominal  incision, 

Gauze   drain 

Cured. 

Smith.    Phil- 

fistula   follow- 

transperitoneal.       Ureter 

through    ab- 

adelphia 

ing  confine- 

found over  common  iliac 

dominal 

Med.     Jour., 

ment. 

vessels,   traced   to  abnor- 

wound. 

October      19, 

mal     implantation.      Van 

19D1. 

Hook's  implantation. 

59 

Dougal  Bissell. 

1 

1901 

Uretero-ulerine 
hatula     follow- 
ing confine- 
ment. 

Median  abdominal  iucision. 
transperitoneal     Anterior 
surface  of  left  hroad  liga- 
ment incised.     Ureter 
found     at    the      base    ot 
space   made  between  the 
anterior  and  posterior  sur- 
faces of   broad  ligament. 
Anastomosed  to  the  upper 
and   posterior   surface    of 
bladder  with  silk  sutures. 

Rubber  tube 
drain     per 
vagi  nam.  No 
leakage. 

10.  Monatsschrift  fiir  Geburtshiilfe  und  Gynakologie,  1899,  vol.  ix.,  p, 
174. 

11.  Boabi:   Annales  des  malades  des  organes  genito-urinaires,  1891. 

12.  Pozzi:   Treatise  on  Gynecology,  p.  770. 

13.  MaoMonagle:   Transactions   of   the   American   Gynecological    So- 
ciety, 1899,  p.  510. 

14.  KELLY:    Operative  Gynecology,  p.  4ti2. 

16.  Morris:    Surgical  Diseases  of  Kidney  and  Ureter,  vol.  ii.,  p.  279. 
L6.   Ibid.,  p.  284. 

17.  Ibid.,  p.  385. 
L8.   Ibid.,   p.  385. 

19.  Smith:   American  Journal  oi  Oustkiku  s.  September,  1901,  p.  818. 
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Operator,  and 

-5? 

Condition        da 

d 
v. 

where  report  - 

- 

Q 
1901 

man. hue     ope- 

Method. 

Remarks. 

Result. 

ad 

i 

ration. 

M 

Warder.   Jour. 

Rlghi  nreter  in- 

Median abdominal  Incision, 

Gauze  drain. 

Cured. 

Amer.     Med. 

jured  while  re- 

transperitoneal.      Catgut 

Assoc,      Aii- 

moving    intra- 

bu! urea   used   for  anaato 

IH,  15HW 

ligamentous 
ovarian  tumor. 
I  mmedlate  im- 
plantation. 

sing  meter    wit  h    blad 

der. 

:■:■ 

" 

l 

1901 

Division  of  right 

Meilian  abdominal   incision. 

Draiu  not 

Vesicovagi- 

ureter   during 

transperitoneal.       Ureter 

Stated. 

nal    list  iila 

panhyst.T.  c 

was     implanted      in     the 

of   urethra 

tomy  (abdomi- 

fundus  of    bladder.    Cat- 

which 

nal),  three 

gut    and   silk    used.     Wit- 

eventually) 

inches  from 

sel's  method  employed  to 

closed.  a»»j 

bladder     wall. 

anchor  bladder. 

Immediate 

implantation. 

'    "* 

M 

" 

l 

1901 

Injury      to       the 

Mediau  abdominal  incision, 

Gauze  drain 

Vesico-vagi- 

ri^lit  ureter 

transperitoneal.       Catgut 

pervaginam. 

nal    fistula 

during     supra- 

sutures for  anastomosis  to 

resulted. 

pubic  hy  st  erec- 

bladder.     YVitzel's  method 

Eventual  In- 

tomy.  but  not 

employed. 

closed  by 

discovered  and 

plastic 

operated  on 

work  on 

uutil  fifteen 

vagina  and 

hours  afti  r 

bladder 

first  operation. 

wall 

•r, 

Howard  Kelly. 

l 

1902 

Stricture  of 

Median  abdominal  incision, 

Gauze    drain 

Recovered 

Jour.    Amer. 

right  ureter 

transperitoneal. 

through    ab- 

Tuberculo- 

Med    Assoc, 

due  to  tubercu- 

dominal 

sis  devel- 

August   16, 

lar  ulcer. 

wound. 

oped  later 

IMS. 

in  both 

ureter  and 
kidney. 

INTRA-ABDOMINAL  BUT  RETROPERITONEAL  SHORTENING  AND 
ANTERIOR  FIXATION  OF  THE  ROUND  LIGAMENTS  FOR 
POSTERIOR    UTERINE    DISPLACEMENTS. 

BE1N<;    A    PRELIMINARY    REPORT    CONCERNING    THE    TECHNIQUE,    WITH 
REPORT    OF    CASES.1 


F.    F.    SIMPSON,    M.D., 
Pittsburg,    Pa. 


(With    six    illustral  ions   i 


We  are  ;ill  agreed  thai  many  displacements  of  the  uterus  are 
transitory;  that  many  cause  no  Bymptoms  and  require  no  treat- 
ment; that   many  yield  to  local   treatmenl   and   pessaries;  and 

'Read  at  the  meeting  of  the  Southern  Surgical  and  Gynecological  As- 
sociation, at  Cincinnati,  November  11.  12.  13,   1902. 
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that  in  many  others,  both  simple  and  complicated,  the  foregoing 
measures  utterly  fail  to  give  relief.  Of  course  you  are  all 
familiar  with  the  evolution  of  this  subject.  The  speedy  relief 
given  these  sufferers  by  simple  operative  measures  led  to  the 
very  general  adoption  of  that  mode  of  treatment.  It  soon  be- 
came apparent  that  in  fashioning  a  technique  the  operator 
should  contemplate  the  fulfilment  of  the  highest  purpose  of 
woman — maternity.  The  ingenuity  of  surgeons  quickly  met 
that  demand,  and  ventrofixation  gave  way  (except  in  a  limited 
class  of  cases)  to  the  methods  of  suspending  the  uterus  from  the 
anterior  abdominal  wall  as  described  by  Kelly,  Fowler,  Martin, 
and  others ;  to  the  various  round-ligament  suspensions  of  Olshau- 
sen,  Ferguson,  Beck,  Gilliam,  Martin,  and  others;  to  the  inguinal 
shortening  of  the  round  ligaments  by  the  procedures  of  Alexan- 
der, Edebohls,  Martin,  Goldspohn,  and  others;  to  the  intra- 
abdominal shortening  of  the  round  ligaments  according  to  the 
methods  of  Polk.  Wylie,  Dudley,  Mann,  Morris,  Bissell,  Baldy, 
and  others;  and  to  the  several  ways  of  shortening  the  round 
ligaments  through  the  vagina  as  advocated  by  Vineberg,  Ries, 
and  others.  The  advocates  of  many  of  the  methods  of  shorten- 
ing the  round  ligaments  have  insisted  that  sufficient  regard  has 
not  been  paid  structures,  other  than  the  genital  apparatus,  nor- 
mally found  in  the  abdominal  and  pelvic  cavities.  To  be  highly 
successful  any  operative  procedure  designed  to  relieve  dis- 
placements should  at  least  take  cognizance  of  the  presence  of  the 
intestines  and  of  the  habits  and  accidents  common  to  them.  It 
has  repeatedly  been  claimed,  and  with  reason,  that  artificial 
bands  stretched  across  the  abdominal  cavity  invite  strangulation 
of  those  viscera.  This  applies  to  ventrosuspension  of  the  uterus, 
after  which  we  get  a  suspensory  Ligament,  and  doubly  so  to  the 
attachment  of  the  round  ligaments  to  the  anterior  abdominal 
wall  according  to  the  methods  of  Ferguson  I  1898),  Beck.  Gilliam, 
Martin,  and  others;  for  here  we  have  two  bands  instead  of  one. 
This  type  of  operation  possesses  a  very  positive  advantage  over 
other  methods  of  shortening  the  round  Ligaments,  viz.,  in  chang- 
ing their  direction,  thus  increasing  their  retaining  power. 
At  first  these  objections  were  purely  theoretical;  but  just  as 
one  case  after  another  of  dystocia  following  firm  ventrofixation 
of  the  uterus  was  reported  until  the  epoch-making  papers  of 
Milander  and  Noble  defined  the  limits  of  that  operation,  so 
have  cases  of  intestinal  obstruction  due  to  the  suspensory  Liga- 
ment been  creeping  into  the  literature.     True,  but  few  accidents 
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of  this  kind  have  been  reported.  It'  they  were  far  more  numer- 
ous, however,  they  would  not  counteract  the  sum  total  of  good 
these  operations  have  done  by  changing  invalidism  into  count- 
less years  of  happy  and  useful  lives.  When  Rufus  B.  Hall  can 
relate  three  such  oases  from  his  own  rich  experience,  and  Jacobs 
and  others  can  report  like  cases,  we  are  constrained  to  believe 
thai  the  procedures  which  have  been  most  widely  applicable  and 
most  efficient  with  regard  to  the  genital  apparatus  are  seriously 
at  fault  by  virtue  of  their  disregard  for  the  other  abdominal 
viscera.  In  1896  Dr.  Noble  was  able  to  collect  only  eighteen 
cases  of  dystocia  due  to  firm  fixation  of  the  uterus.  To-day  he 
could  find  record  of  many  times  that  number.  When  a  woman 
reaches  the  menopause  that  danger  ceases;  but  when  artificial 
suspensory  bands  stretch  across  the  abdominal  cavity,  death 
alone  frees  her  from  the  possibility  of  intestinal  obstruction. 
Already  ten  cases  of  this  kind  have  been  reported.  What  may 
we  reasonably  expect  in  the  future,  when  we  recall  that  many 
afflicted  with  hernia  do  not  become  victims  of  strangulation  till 
long  after  middle  life? 

In  common  with  most  of  you  I  have  for  years  wished  for  a 
procedure  which  would  be  as  widely  and  easily  applicable  as 
ventrosuspension,  and  which  would  possess  its  good  qualities 
without  its  objectionable  features. 

With  the  hope  of  stimulating  continued  thought  along  that 
line,  I  take  the  liberty  of  presenting  for  your  criticism  a  pre- 
liminary report  concerning  the  technique  of  a  procedure  which 
seems  to  me  to  meet  our  requirements — a  procedure  which  I 
have  employed  three  times  within  about  a  month  and  which  I 
have  not  seen  described.  But  utility  and  not  originality  leads 
me  t<>  burden  the  literature  with  one  more  method. 

It  consists  essentially  in  changing  the  course  of  the  round 
ligaments  from  a  transverse  to  nearly  an  antero-posterior  direc- 
tion; in  shortening  the  round  Ligaments  so  as  to  leave  the  distal 
end  slack,  the  proximal  end  being  used  to  control  the  move- 
ments of  the  uterus;  finally,  and  especially,  in  effecting  these 
changes  beneath  or  by  puckering  the  parietal  peritoneum,  thus 
leaving  no  hands  of  adhesion  and  no  pockets  which  may  stran- 
gulate an  intestine.  These  principles  have  commended  them- 
selves to  me  as  being  mechanically  and  surgically  correct.  Vary- 
ing details  of  technique  will  readily  suggesl  themselves  to  the 
operator.  The  method  outlined  below  has  been  employed  with 
the  san ase  and  speed  as  an  ordinary  ventrosuspension. 
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1.  Operations  upon  the  lower  genital  tract,  such  as  curetting, 
repair  of  cervix,  perineum,  etc..  are  often  required,  the  suspen- 
sion being  but  a  counterpart  to  the  correction  of  the  other  ab- 
normalities. 

2.  A  median  abdominal  incision  one  and  one-half  to  three 
inches  long  is  made  just  above  the  symphysis. 

3.  Adhesions  to  the  uterus  are  freed  and  lesions  of  the  adnexa 
are  given  such  attention  as  they  require. 

4.  The  wound  is  held  wide  open  by  one  retractor,  which  is 
drawn  straight  up,  thus  making  the  opening  vertical  and  per- 


Kir;.  1.  The  round  ligament  is  grasped  about  one  inch  from  the  uterus, 
drawn  up  into  the  wound,  and  a  silk  ligature  is  inserted  in  such  a  way  as  to 
encircle  about  three-fourths  of  Its  thickness  and  to  include  about  one  inch  of 
that  structure  in  ii*  grasp. 

mitting  the  operator  to  look  far  into  the  sides  of  the  pelvic 
cavity. 

~>.  The  round  ligament  is  grasped  by  a  delicate  forceps  one 
inch  from  its  uterine  attachment  and  drawn  up  to  the  surface 
of  the  wound. 

<;.  A  silk  suture  is  passed  through  the  ligament  at  this  point, 
in  such  a  way  as  to  encircle  about  three-fourths  of  its  circum- 
ference and  to  include  about  an  inch  of  thai  structure  in  its 
grasp.     'See  Fig.  1.) 
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7.  The  needle  is  takes  off  and  both  ends  of  the  suture  are 
passed  ihrouirli  t lie  eye  of  a  carrier. 

8.  The  peritoneum  is  incised  just  below  and  in  front  of  the 
round  Ligament.  The  carrier  is  then  inserted  and  passed  di- 
rectly forward,  immediately  beneath  the  peritoneum  of  the 
veaico-uterine  pouch,  to  a  point  on  the  anterior  abdominal  wall 
just  above  Poupart's  ligament  and  an  inch  and  a  half  to  the 
side  of  the  median  line,  where  ii  again  emerges.     (See  Fig.  2.) 

9.  Both  ends  of  the  suture  are  grasped  and  the  carrier  is 
withdrawn. 


H.PI.H. 

I'i',.  2.  The  carrier  is  then  inserted  and  passed  directly  forward,  immediately 
beneath  the  peritoneum  of  the  vesicouterine  pouch,  to  a  point  on  the  anterior 
abdominal  wall  just  above  I'oupart's  ligament  and  an  inch  and  a  half  to  the 
tide  of  the  median   line,   where   if   again   emerges. 


10.  One  end  of  the  suture  is  now  threaded  on  a  sharply- 
curved  needle,  which  is  passed  into  the  abdominal  wall  so  as  to 
grasp  peritoneum,  muscle,  and  fascia,  again  emerging  into  the 
cavity.     I  See  Fig.  3. 

When  the  two  ends  of  the  suture  are  now  tied,  the  ligament 
is  drawn  into  and  along  the  subperitoneal  channel  made  by  the 
•  airier.  Both  round  ligaments  having  been  thus  secured,  the 
conditions  existing  are  entirely  analogous  to  those  of  an  awning. 
The    uterus   represents    the    frame;    the    round    ligaments    and 
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sutures  attached,  the  cords  by  which  it  is  raised ;  that  part  of  the 
abdominal  wall  caught  in  the  grasp  of  the  suture  represents  the 
pulley  over  which  the  awning  cord  runs ;  and,  finally,  the  perito- 
neum of  the  vesico-uterine  pouch  represents  the  covering  of  the 
awning.  When  the  cords  are  tightened  the  uterus  is  raised 
just  as  an  awning  is.  The  peritoneum  is  thus  folded  loosely 
over  the  round  ligaments,  and  when  the  sutures  are  tied  the 
uterus  is  held  in  normal  anteversion,  just  as  truly  and  securely  as 
the  frame  of  an  awning  is  kept  more  or  less  straight  up  after  it 
has  been  raised  and  fastened.     ( See  Fig.  4. ) 


H.M.H. 

Fig    3. — One  en<l  of  the  suture  is  now  threaded  on  a  sharply-curved  needle, 

which  la  passed  Into  the  abd inal  wall  so  as  to  grasp  peritoneum,  muscle,  and 

fascia,  agalu  emerging  Into  ih<'  cavity. 


Briefly  my  cases  are  as  follows : 

Case  I. — Mrs.  F.,  aged  27,  three  children,  youngest  18  months. 
For  several  years  has  suffered  from  dragging  pain  in  back. 
oblique  inguinal  pains,  etc.,  making  her  quite  unequal  to  the 
task  of  caring  for  her  household.  This  lias  been  worse  since 
her  last  confinement,  and  her  discomforl  is  always  intensified  at 
her  menstrual  periods. 

ExaminatioE  showed  Laceration  of  perineum  with  rectocele 
and  cystocele,  lacerated  cervix,  retroverted  uterus,  and  a  cystic 
righl  ovary. 

October  10,  L902,  curetting  and  repair  of  the  lacerations  were 
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done  and  the  abdomen  opened  by  a  median  abdominal  incision. 

The  cystic  ovary  was  resected  and  the  uterus  held  forward  by 
the  technique  above  described,  except  that,  instead  of  burrowing 
beneath  the  peritoneum,  i*  was  picked  up  along  the  same  course, 
much  as  one  picks  up  the  tissues  in  doing  Emmet's  perineor- 
rhaphy. Though  the  peritoneum  was  thus  puckered  up,  she 
Buffered  no  inconvenience  when  the  bladder  became  distended. 
Examination  three  and  a  half  weeks  after  operation  showed 
the  uterus  in  normal  anteversion,  with  free  lateral  but  limited 
backward  met  ion.  She  expresses  herself  as  being  more  comfort- 
able than  she  has  been  for  years. 


Pig    i.     The  peritoneum  la  tims  Folded  loosely  over  the  round  ligaments,  and 
whi'ii  the  Buturea  are  tied  the  uterus  Is  in'hl  in  aormal  anteversion. 


Case  II. — The  second  ease  is  in  every  way  analogous  to  the 
foregoing,  excepl  thai  the  suffering  lias  been  mere  severe.  She 
too  was  relieved  and  the  uterus  was  found  to  be  in  its  proper 
position.     Operation  October  14,  1902. 

CASE  III. —  .Miss  S..  aged  19,  I'm-  yens  a  sufferer  from  retro- 
version. Ber  physician  found  thai  while  she  wore  a  pessary  she 
was  comfortable,  bu1  when  t  was  removed  the  old  trouble  re- 
turned, lb-  had  to  give  her  an  anesthetic  to  replace  the  pessary 
each  time.  It  was  accordingly  deemed  advisable  to  replace  the 
uterus  and  keep  it  in  place  by  operative  measures.     In  this  case 
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the  technique  was  as  described  above.  While  there  was  no  dis- 
comfort from  the  distension  of  the  bladder  in  the  other  two  cases, 
it  was  thought  the  puckering  of  the  peritoneum  might  interfere 
with  its  function.     In  this  case  the  same  object  was  accom- 


Fig.    "». — When   the  direction    of   the    round    ligaments   is   anteroposterior,   the 
stretching  required  to  permit  retroversion  must  be  mu< ii  greater. 

plished  by  tunnelling  the  peritoneum.  This  operation  was  done 
October  23,  1902.  Examination  November  11  showed  the  uterus 
to  be  in  norm;il  position,  with  the  same  mobility  as  in  the  other 
eases. 
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The  facility  with  which  this  operation  has  he. mi  done  shows 
that  its  technical  difficulties  arc  few  and  easily  overcome. 
Further,  it  possesses  several  distinct  advantages.  The  change  in 
■direction  of  the  Ligaments  increases  their  retaining  power. 
Thus,  a  clothes  line  sags  between  the  posts;  put  it  in  the  form 
of  a  swing  and  the  weight  of  a  man  will  be  easily  sustained.  A 
change  in  the  direction  of  the  round  ligaments  gives  analogous 
results. 

When  the  direction  of  the  ligaments  is  antero-posterior,  the 
stretching  required  to  permit  retroversion  must  be  much  greater 
than  when  the  ligaments  retain  their  natural  course.  (See 
Figs.  5  and  G.) 


PiG.  6.  When  the  direction  of  the  ligaments  is  anteroposterior,  the  stretch 
ing  required  to  permit  retroversion  must  be  much  greater  than  when  the  liga 
ments  retain  their  natural  course. 


As  the  new  attachment  of  the  round  ligaments  is  on  a  lower 
level  than  the  body  of  the  uterus,  these  ligaments  are  not  on 
such  a  constant  strain  as  in  most  other  procedures. 

As  the  change  in  direction  is  effected  beneath  the  peritoneum, 
there  are  no  pockets  in  the  peritoneal  cavity  and  no  bands 
stretch  across  it,  constantly  inviting  intestinal  obstruction. 

True,  this  operation  has  not  stood  the  test  of  time  and  preg- 
nancy, but  other  similar  methods  of  shortening  the  round  liga- 
ments have.  This  procedure,  it  seems  to  me,  combines  their  ad- 
vantages with  those  of  being  more  widely  applicable  and  free 
from  the  dangers  of  intestinal  complication. 

Pfnn    AVKM  I 
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INTRAMURAL   EXTRAPERITONEAL   ANCHORAGE    OF   THE 
ROUND   LIGAMENT    FOR    POSTERIOR    DISPLACE- 
MENT   OF    THE    UTERUS.1 


GEORGE  H.  NOBLE,  M.D., 
Atlanta,  Ga. 


(With    four    illustrations.) 


Since  doing  my  first  operation  for  intramural  extraperitoneal 
anchorage  of  the  round  ligament  (April  6,  1893)  my  technique 
has  been  changed  by  using  the  transverse  in  place  of  the  vertical 
incision,  and  thus  fortifying  the  abdominal  wound  against  the 
danger  of  hernia.     It  is  this  that  I  wish  to  show  you. 

The  feature  of  the  operation  is  the  intramural  extraperitoneal 
implantation  of  the  round  ligaments. 

1.  A  transverse  incision  is  made  through  the  skin,  fascia,  fat, 
and  aponeurosis  down  to  the  recti  muscles.  This  incision,  in  the 
ordinary  subject,  should  be  about  one  and  a  half  inches  above 
the  pubis  and  should  extend  laterally  to  the  outer  border  of  the 
recti.  The  recti  are  separated  vertically  in  the  median  line  and 
the  peritoneum  opened  in  the  same  direction.  The  pelvis  is  in- 
vestigated, proper  attention  given  to  the  local  pathologic  con- 
ditions, and  the  uterus  raised. 

2.  A  pair  of  light  compression  forceps  with  teeth  in  the  end 
(Semi's)  is  passed  through  the  abdominal  opening  and  grasps 
one  of  the  round  ligaments  about  the  middle  of  its  intraperito- 
neal portion.  By  traction  on  the  forceps  the  uterus  is  pulled 
somewhat  to  the  side  of  the  pelvis  which  is  opposite  the  liga- 
ment, held,  the  peritoneum  is  drawn  away  from  the  region  of 
the  internal  abdominal  ring,  and  the  ligament  made  taut  so 
thai  it  may  he  the  more  readily  recognized  in  the  extraperitoneal 
manipulations  to  follow. 

::.  Now  just  beyond  the  outer  edge  of  the  rectus,  at  the  end 
of  the  transverse  incision,  the  point  of  a  pair  of  artery  forceps  is 
ihrust  through  the  posterior  sheath  of  the  muscle,  but  does  not 
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enter  the  abdomen.  The  forceps  is  opened  and  withdrawn,  so 
that  an  aperture  large  enough  to  admit  the  index  finger  is  left. 
The  finger  is  introduced  through  this  opening  in  the  preperito- 
neal fat,  and  feels  the  round  ligamenl  without  difficulty,  for  it 
is  broughl  into  prominence  by  tension  <>u  the  forceps  which  holds 
its  uterine  end   i  Figs.  1  and  '_'  i. 

4.  The  finger,  passed  through  the  opening  just  described,  is 
hooked  under  the  extraperitoneal  portion  of  the  ligament  from 
below  upward,  and  draws  it  up  into  the  wound.  The  sheath 
oi  the  ligamenl  is  then  split  open  by  blunl  dissection  I  Fig.  3  . 
The  sheath  and  the  peritoneum  are  stripped  hack  in  the  direction 


■ 


FlG.  1. — The  finger  is  introduced  through  this  opening  in  the  preperitoneal 
fat  and  feela  the  round  ligament  without  difficulty,  for  it  is  brought  into  promi- 
nence by  tension  on  the  forceps  which  holds  its  uterine  end. 

oi  the  uterus,  completely  divesting  the  ligament  of  its  covering. 
It  is  tln-n  drawn  out  of  the  wound,  and  forceps  slipped  under- 
neath retains  it  until  the  opposite  Ligamenl  is  raised  and  denuded 
in  the  same  way  |  Pig.  3).  If  the  uterus  has  been  in  a  state  of 
marked  retroversion,  the  Ligaments  will  have  become  so  at- 
U  nuated  as  to  allow  their  approximation  in  the  median  line  in 
iront  of  tht-  recti,  which  approximation  will  restore  the  uterus 
to  its  normal  position. 

5.  "When  it  has  been  determined  that  the  ligaments  are  long 
enough  to  meet  in  the  median  line,  they  are  each   left  looped 
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over  forceps  while  the  peritoneum  of  the  median  incision  and  the 
recti  muscles  are  closed  with  continuous  kangaroo  or  catgut 
sutures. 

6.  The  ligaments  are  next  approximated  in  front  of  the  recti 
and  tied  together  (Fig.  4). 

7.  Now,  beginning  in  one  angle  of  the  transverse  incision,  the 
cut  edges  of  the  aponeurosis  are  stitched  together  with  a  con- 
tinuous kangaroo  suture.  When  one  or  two  loops  of  the  suture 
have  been  passed,  the  needle,  in  crossing  the  interval  between  the 
two  edges,  is  made  to  pass  through  the  ligament.     It  is  well  also 


Fi<;.  2.  The  finger  is  hooked  under  the  extraperitoneal  portion  of  the  liga- 
ment from  below  upward,  drawing  it  into  the  wound.  1.  recti  muscle;  2,  intra- 
peritoneal portion  of  the  round  ligament  :  .':.  extraperitoneal  portion  of  the 
round   ligament  :   4.   uterus:   .">.   ovaries:  »;.   rectum. 


to  pick  up  a  little  of  the  muscle  on  each  side  of  the  ligament  in 
order  to  provide  against  dead  spaces.  This  process  is  contin- 
aed  as  each  successive  loop  is  passed  until  the  centre  of  the  in- 
r-isiun  i><  reached,  when  the  free  end  of  1 1 1  *  -  suture  is  clamped  and 
left  ]on<_'.  Starting  in  tin-  other  angle  "f  the  transverse  inci- 
sion (but  looping  in  a  contrary  direction,  bo  that  when  the  two 
sutures  meet  their  free  ends  may  be  on  opposite  sides  of  the 
wound),  ;i  second  Btrand  <'i'  kangaroo  unites  the  <><lges  of  tbe 
aponeurosis  on  thai  side  and  pi<-ks  up  the  round  ligament  and 
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adjacenl  portions  of  the  muscles  as  before  (Fig.  4).  The 
kangaroo  tendons  are  tied  together  and  tin-  ligaments  are  tlms 
embedded  and  firmly  anchored  between  the  aponeurosis  and 
muscles. 

8.  The  structures  in  front  of  the  aponeurosis  are  closed  in 
the  usual  manner. 

If  now  the  ligaments  have  aol  b one  stretched  very  much, 


Fig.  '■',.  The  sheath  of  the  muscle  Is  then  split  open  by  bltml  dissection,  and 
forceps  slipped  underneath  retains  it  until  Hi"  opposite  ligament  is  raised  and 
denuded  in  the  same  way.  i.  round  ligament  with  covering;  2,  round  ligament 
with  covering  removed. 


or  if  the  recti  are  very  wide  or  both,  it  will  no1  be  possible  to 
bring  the  looped  ends  of  the  Ligaments  together.  In  this  case 
they  may  be  drawn  up  and  carried  mesad  only  so  far  as  is  neces- 
sary to  replace  the  uterus,  and  moored  as  above;  or  they  may  be 
cut  off  a1  their  distal  ends  and  their  free  extremities  thus 
brought  together  or  made  i<>  lap  in  1 1 1 « *  median  Line. 

The  Ligaments  thus  embedded  contrad  extensive  adhesions  with 
the  aponeurosis  and  muscles-  adhesions  which  are  sufficiently 
strong  to  support   the  uterus  after  the  ratures  have  heen  ah- 

12 
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sorbed.  Direct  suturing  to  the  aponeurosis  attaches  the  liga- 
ments to  a  tissue  possessed  of  strength  and  elasticity — elements 
that  are  necessary  for  the  ideal  fixation  of  a  support  upon  which 
the  weight  of  the  womb  and  the  ever  varying  degrees  of  intra- 
abdominal pressure  are  exerted.  Supports  attached  to  fixed 
points,  such  as  bones,  or  fascia  in  close  proximity  to  the  same, 
receive  the  total  effect  of  any  force  suddenly  applied  to  the 
supported  body,  and  in  consequence  often  suffer  injury  on 
the  application  of  a  force  which  would  do  them  no  harm  were 
these  points  less  firmly  fixed.  The  aponeurosis  is  strong  in  tex- 
ture, but  yielding  as  a  whole,  in  the  area  to  which  the  ligaments 


Fig.  4. — The  ligaments  are  nexl  approximated  in  front  of  the  recti  and  tied 
together.     Now.  beginning  in  one  angle  of  the  transverse  incision,  the  cul 
of  the  aponeurosis  are  Btltched   together  with  continuous  kangaroo  sutures,  the 
loops  of  which  are  made  to  pass  through  the  ligaments.     I.  round  ligament  tied 
In  the  centre  of  the  wound;  2,  ap urosis ;  3,  free  ends  of  kangaroo  sutures. 

are  anchored,  since  its  bony  attachments  are  some  distance  away. 
Consequently  the  traction  exerted  upon  the  anchored  ligaments, 
varying  as  it  dues  \\  ii h  ao  many  circumstances,  is  not  borne 
entirely  by  them,  bu1  is  participated  in  and  modified  by  the 
elasl  ic  parietes  of  the  abdomen. 

In  an  article  published  in  the  Atlanta  Journal  Record  of 
If  "Heine  of  October,  L899,  and  appearing  in  the  Transactions  of 
tin-  Southern  Surgical  and  Gynecological  Association,  vol.  xii.. 
L899,  I  reported  a  Dumber  of  operations  based  upon  the  princi- 
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pies  embodied  in  the  present  description.  At  thai  time,  how- 
ever, I  uvcd  no  transverse  incision,  but,  having  <-ui  through  the 
abdominal  wall  in  a  vertical  direction,  I  dissected  between  the 
aponeurosis  and  muscle,  opened  the  posterior  sheath  a1  tl liter 

side  of  the  rectus,  raised  the  ligamenl  and  sutured  it  between 
the  aponeurosis  and  rectus  after  the  manner  above  outlined. 
The  combined  transverse  and  vertical  incision  renders  the  opera- 
tion easier  and  lessens  the  liability  to  subsequent  hernia. 

When,  in  April,  1893,  I  first  suspended  the  uterus  in  the  way 
described,  I  waited  almost  three  years  before  repeating  the 
operation,  preferring  to  discover  if  any  disappointing  symptoms 
should  supervene  rather  than  to  proceed  unguardedly  with  a 
multiplicity  of  cases.  In  this  instance  the  woman  had  laborious- 
domestic  duties  which  put  the  method  to  a  severe  test,  but  with 
such  a  gratifying  outcome  that  I  began  repeating  it;  and  now. 
after  a  trial  of  several  years,  I  employ  no  other  procedure  for 
anchoring  the  uterus,  except  when  the  saving  of  time  is  a  con- 
sideration, or  when  such  circumstances  as  removal  of  both  ap- 
pendages or  the  previous  occurrence  of  the  menopause  warrant 
the  simpler  method  of  ventrosuspension. 

I  have  mnv  suspended  the  uterus  by  intramural  anchorage  of 
the  ligaments  sixty-seven  times.  The  cases  thus  treated  embrace 
all  degrees  of  retroversion  and  prolapsus;  the  patients  represent 
all  classes  of  society.  I  have  followed  carefully  the  twenty- 
three  operations  done  in  my  private  infirmary  and  most  of  those 
done  in  the  Grady  Hospital.  I  could  not  hope  for  more  satis- 
factory results.  In  no  case  have  there  developed  subsequent  to 
the  operation  any  unpleasant  symptoms  traceable  to  the  method 
of  suspension ;  in  fact,  in  only  a  few  instances  were  there  any 
which  might  not  follow  any  exploratory  abdominal  incision 
slight  infection  in  two  cases  .  The  relief  of  the  annoying 
symptoms  which  warranted  surgical  intervention  is  prompt. 
The  uterus  remains  high  and  freely  movable. 

The  operation  possesses  many  advantages  over  others  de- 
nned to  relieve  the  same  conditions. 

There  i>  hut  one  incision;  through  it  any  pelvic  complication 
may  be  treated. 

The  weak  distal  end  of  the  ligamenl  is  not  depended  upon  for 
support.  ,i-  in  the  operations  of  Alexander,  Wylie,  Emil  Horde, 
Mann,  and  others;  the  portion  utilized  is  the  strong  uterine  end. 

The  operation  is  applicable  to  a  greater  number  of  cases  than. 
other  round-ligament  operations. 
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It  does  not  interfere  with  the  normal  mobility  of  the  uterus  or 
its  physiologic  development  during  pregnancy. 

It  causes  no  vesical  irritation  or  dysuria  if  the  ligaments  are 
not  embedded  too  low  down,  and  no  dragging  if  they  are  not 
brought  through  too  high  up. 

The  anchorage  is  superior  in  permanency  to  all  peritoneal 
attachments :  the  uterine  portion  of  the  ligament  will  not  stretch 
away. 

There  are  no  sutures  in  the  fundus  to  irritate  the  uterus. 

The  womb  is  not  anteverted,  as  Emmet  claims  is  done  in  the 
Alexander  operation,  but  is  suspended  in  the  axis  of  the  pelvic 
brim. 

The  fixation  is  extraperitoneal ;  no  irritated  point  invites 
subsequent  adhesions  to  the  abdominal  viscera. 

The  operation  does  not  predispose  to  hernia,  not  infrequent 
after  the  Alexander  operation;  the  round  ligament  does  not  pull 
open  the  internal  abdominal  ring  by  constant  strain  on  its 
inner  border. 

There  is  no  encroachment  upon  the  bladder  nor  interference 
with  its  distension,  as  the  round  ligaments  are  drawn  a  very 
little  nearer  to  the  median  line  than  normal. 

Abnormal  shortening  of  the  ligaments  does  not  occur;  the 
"slack"  only  is  taken  up  and  the  ligament  restored  to  its  natural 
length. 

The  round  ligaments,  therefore,  accommodate  themselves  to 
the  increasing  size  of  the  uterus  in  pregnancy  and  subse- 
quently undergo  involution  the  same  as  the  uterus.1  The  peri- 
toneal bands  or  adhesions  in  ventrosuspension  stretch  in  preg- 
nancy, but  do  tint  reshorten  or  contract  after  labor.  In  respect 
ki  this  feature  the  Ligamenl  operation  is  particularly  fortunate. 

The  peritoneal  investment  is  not  drawn  into  the  abdominal 
walls,  producing  funnel-shaped  depressions  and  inviting  hernia 
— a  criticism  applicable  to  some  other  operations. 

The  danger  of  the  operation  is  aboul  on  a  par  with  explora- 
tory abdominal  incision.  The  separation  of  the  peritoneum  is 
not  ;i  serious  question.  The  deep  epigastric  vessels  are  to  be 
kepi  in  mind.  When  the  Ligaments  are  being  raised  the  opera- 
tor's finger  is  to  their  inner  side  and  usually  they  are  not  seen. 
If  they  are  drawn  up  with  the  ligament  they  can  be  recognized 

and  .separated    t'rmii   it. 

'This  is  shown  by  a  Dumber  of  cases  passing  successfully  through 
pregnancy  and  parturition. 
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TWO    HYSTERECTOMIES    FOR    FIBROMA    UTERI. 

si  iHirv     DKA.TB      I'WJfiNTY-FOUB     days     aiiii;     OPERATION      in     ONE,     TYPHOID 

i  i  \  i  EB    \\  i  I'M    1:1  .<  "\  n:\     in     i  hi     Ol  iikk.1 


II.  GRAD,  M.D., 
New  Yolk. 


The  presenl  attitude  of  the  gynecologist  toward  fibroids  of  the 
uterus  differs  from  that  of  a  decade  ago,  and  this  position  toward 
these  benign  growths  is  the  outcome  of  experience  and  judicious 
investigation.  Experience  has  demonstrated  that  these  growths. 
though  pathological  in  every  way,  may  remain  in  situ  with  com- 
parative impunity  to  the  patient — comparative  impunity,  be- 
cause,  even  after  the  lapse  of  many  years,  the  quiescent  stage 
may  give  place  to  changes  in  these  tumors  which  call  for  radical 
operations.  The  profession  has  realized  the  fact  that  the  number 
of  fibroids  which  give  rise  to  no  symptoms,  and  of  patients  who 
are  ignorant  of  harboring  these  growths,  are  indeed  very  great. 
Fibroma  uteri  is  quite  a  common  pathological  condition,  but 
calls  for  no  special  treatment.  These  tumors  need  not  be  re- 
moved simply  because  of  their  presence.  But  while  the  gynecol- 
ogist has  embraced  this  spirit  of  conservatism  toward  fibroids  of 
the  uterus,  he  has  also  been  formulating  data  for  his  guidance 
in  handling  them  when  they  become  rebellious  and  give  rise  to 
symptoms.  These  established  and  much-emphasized  data  are 
that  a  fibroid  of  the  uterus  which  gives  rise  to  hemorrhage  not 
yielding  to  other  treatment  should  be  removed  by  operation.  The 
tumors  that  give  rise  to  pain  and  cause  suffering  and  invalidism 
should  be  dealt  with  in  the  same  radical  manner.  Again,  the 
growths  that  cause  pressure  symptoms,  by  their  veiy  bulk  and 
impaction  in  the  pelvis,  call  also  for  operation:  and,  lastly,  an 
operation  is  imperative  in  those  fibroids  that  undergo  pathologic 
changes.  These  formulated  data  for  the  removal  of  fibroids  have 
borne  good  fruit,  because  patients  with  fibroids,  who  are  ailing 
with  conditions  not  directly  depending  on  the  tumors,  have 
been  kept  from  radical  operations  thai  mighl  endanger  Life.     A 

'Read  before  the  Woman's  Hospital  Society.   November  25,   1902. 
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case  in  point  is  that  of  a  patient  who  has  been  under  observation 
for  six  years.  She  began  to  suffer  with  abdominal  distress,  con- 
stipation, and  pain  in  the  back.  She  was  just  passing  through 
her  period  of  menopause  with  concomitant  nervous  manifesta- 
tions. After  being  under  treatment  for  some  time,  her  medical 
attendant  discovered  a  fibroid  and  referred  her  to  a  gynecologist, 
who  advised  operation.  A  second  consultant  failed  to  agree  as 
to  the  advisability  of  radical  measures  and  counselled  waiting. 
In  a  few  months  the  patient  was  rid  of  all  her  symptoms  and 
has  remained  well  since.  In  this  case  the  tumor  gave  rise  to  no 
hemorrhage,  no  pain,  no  pressure,  and  was  not  the  seat  of  degen- 
eration, none  of  the  symptoms  enumerated  above.  Its  mere 
presence,  though  admitted  that  it  is  pathological,  did  not  call  for 
radical  measures. 

These  remarks  do  not  apply  to  fibroids  complicated  with  ad- 
nexal  disease.  Cases  of  this  class  form  a  group  by  themselves 
and  must  be  dealt  with  accordingly.  When  a  fibroid  of  the 
uterus  is  complicated  by  tubal,  ovarian,  or  other  pathologic  condi- 
tions of  the  abdomen,  these  lesions  themselves,  and  not  the  tumor, 
may  demand  operations.  Cases  of  this  class  are  frequently  en- 
countered, and  in  these  the  tumors  should,  of  course,  be  removed 
when  the  lesions  are  being  dealt  with.  There  is  a  class  of  fibroid 
cases,  where  the  tumor  gives  rise  to  no  symptoms,  where  the 
general  health  of  the  patient  is  good,  yet  the  question  of  operation 
becomes  imperative  on  account  of  the  mental  state  of  the  patient. 
The  patient's  knowledge  of  her  condition  has  a  depressing 
psychical  effect  and  no  amount  of  assurance  will  convince  her 
that  her  condition  is  not  alarming  and  dangerous.  It  may  be 
in  the  best  interest  of  these  patients  to  operate,  remove  the 
lumor,  and  relieve  their  anxiety.  It  should  not  be  forgotten. 
however,  in  considering  the  advisability  of  an  operation  for  this 
condition  alone,  that  sometimes  these  cases,  in  spite  of  operation, 
will  Lapse  into  melancholia. 

]\'  hysterectomy,  or  even  myomectomy  per  sc,  would  have  no 
mortality  rate,  the  removal  of  every  fibroid  tumor  would  be  a 
pi  oper  procedure,  because  a  fibroid  of  the  uterus  is  a  pathological 
state;  bu1  Burgeons,  even  of  Large  experience,  consider  the  opera- 
tion a  major  one,  attended  with  mortality,  as  is  any  other  major 
operation.  Nbl  ;ilone  is  there  a  mortality  in  the  operation  of 
hysterectomy,  bu1  Fatal  complications  occur  even  in  clean  cases 
where  the  question  of  sepsis,  hemorrhage,  and  shock  does  not  arise. 
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These  i plications  are  of  various  kinds,  and  some  of  them  of 

such  a  nature  thai  they  cannol  be  even  formulated  before  the 
operation.  An  unusual  complication,  resulting  fatally,  occurred 
in  th-'  following  case : 

Mrs.  V.  aged  M  years,  was  firsl  seen  in  October,  L900.  The 
patient  had  iu>iic<'il  an  enlargement  at  the  lower  part  of  the 
abdomen  for  the  past  two  years,  she  had  been  married  fourteen 
years,  bul  had  never  been  pregnant.  She  enjoyed  good  health 
up  to  a  year  before,  when  she  began  to  complain  of  abdominal 
distress  and  pain  in  the  bladder.  Frequent  urinal  ion  was  trou- 
blesome, especially  al  night.  She  had  had  bearing-down  pains 
for  the  past  three  months,  and  was  unable  to  stand  on  her  feet 
for  any  length  of  time.  Her  menses  had  always  1 n  quite  pro- 
fuse, and  had  been  much  more  so  for  the  past  two  years.  The 
flow  had  become  ver\  irregular,  and  for  the  past  three  months  she 
had  been  flowing  almosl  continuously.  The  patient  was  anemic 
and  suffered  with  headaches  and  insomnia.  She  had  been  losing 
.in  weight.  Her  bowels  were  constipated  and  loss  of  appetite 
was  a  prominent  symptom.  The  metrorrhagia  was  troublesome. 
She  was  greatly  incapacitated  by  being  obliged  to  keep  quiet,  as 
motion  aggravated  the  How.  In  fact,  if  it  were  not  for  the  con- 
stant flow  she  would  not  have  sought  relief,  as  she  could  bear  the 
pain  and  pelvic  discomfort,  although  at  times  they  were  very 
re. 

Bimanual  examination  revealed  an  abdominal  tumor  com- 
pletely Ailing  the  true  and  false  pelvis.  The  cervix  was  crowded 
against  the  pubic  bone  and  was  palpated  with  some  difficulty. 
The  posterior  cul-de-sac  was  obliterated  by  a  large  mass  which 
filled  the  true  pelvis.  The  fundus  of  the  uterus  could  not  be 
distinguished  from  the  general  tumor  mass,  but  the  direction  of 
the  Bound  in  the  uterine  canal  showed  the  organ  to  be  pushed 
over  to  the  left  side  of  the  peh  is.  Examination  of  the  chest  was 
:ve.  The  urine  obtained  by  the  catheter  at  the  time  of 
the  examination  was  normal  chemically  and  microscopically. 
Enquiring  carefully  into  the  remote  history  of  the  patient  elicited 
the  fact  that  she  was  subjeel  to  abdominal  pain  of  an  acute  nature 
at  various  times.     The  history  of  these  attacks  pointed  Btrongly 

to  that  of  peritonitis,  and  the  findings  on  abdominal  section  veri- 
fied these  statements.  She  had  never  had  rheumatism.  Her 
family  history  was  entirely  negative. 

<  >n    opening    the    abdomen    numerous    coils    of    intestine    were 
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found  adherent  to  the  tumor.  After  liberating  the  growth  from 
all  adhesions,  it  was  found  that  the  mass  which  obliterated  the 
cul-de-sac,  raised  the  uterus,  and  was  so  prominently  felt  by  the 
vagina,  was  an  intraligamentous  fibroid  springing  from  the  side 
of  the  uterus.  This  mass  was  removed  first,  after  tying  the 
round  ligament  and  ovarian  artery.  With  this  mass  out  of  the 
way,  room  was  gained  for  freer  manipulations,  and  a  supravag- 
inal amputation  was  performed  according  to  the  Kelly  method. 
From  the  anterior  surface  of  the  tumor  and  uterus  sufficient 
peritoneal  flap  was  obtained  to  cover  the  cervical  stump,  the 
fresh  surfaces  of  the  pelvis,  the  stump  of  the  ovarian  artery, 
and  round  ligaments.  The  abdomen  was  then  closed  without 
drainage.  The  operation  was  clean,  complete,  and  satisfactory. 
It  was  hoped  that  the  shreds  of  adhesions  on  the  intestine  would 
take  care  of  themselves,  as  no  fresh  peritoneal  surface  was  left 
in  the  entire  pelvis.  The  patient  made  a  rapid  recovery  from  the 
operation.  The  temperature  and  pulse  remained  normal ;  bowels 
moved  on  the  second  day  without  a  cathartic  or  enema.  On  the 
eighteenth  day  the  stay  sutures  of  silkworm  gut  in  the  abdomen 
were  removed,  revealing  on  palpation  a  firm,  primarily  well- 
united  abdominal  wound.  Bimanual  examination  showed  entire 
absence  of  tenderness  in  the  pelvis,  the  cervix  was  movable,  an- 
terior and  posterior  culs-de-sac  free,  not  a  sign  of  induration  or 
exudation.  On  the  twentieth  day  patient  was  allowed  to  sit  up 
in  bed,  and  the  exertion  was  followed  by  no  reaction.  On  the 
twenty-first  and  twenty-second  days  after  operation  the  patient 
left  the  bed  and  was  in  the  best  of  spirits,  feeling  well  in  every 
particular.  She  slept  well,  appetite  was  good,  she  was  cheerful 
in  spirit,  with  strong  hopes  of  a  rapid  gain  of  strength.  On  the 
twenty-third  day  the  patient  was  up  and  about  the  room  several 
times  during  the  day.  On  the  following  morning  she  dressed 
herself  without  assistance  and  sat  down  for  breakfast,  when  she 
was  suddenly  taken  with  a  sharp  pain  in  the  chest;  she  cried  out, 
fell  from  the  chair  in  a  faint,  became  cyanosed,  gasped  for 
breath,  fell  unconscious,  and  died  in  about  five  minutes.  No 
autopsy  was  permitted. 

Thr-s"  dreadful  cases  of  sudden  death  have  received  careful 
attention  from  a  number  of  investigators,  and  the  outcome  of 
their  inquiry  is  that  they  are  due  to  thrombosis  and  embolism  of 
the  pulmonary  artery.  Thrombosis  occurs  in  some  of  the  pelvic 
or  femora]  veins;  the  clot,  dislodging,  is  swept   away  by  the 
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blood  currenl  and  enters  the  righl  auricle,  passes  into  the  righl 
ventricle,  the  systole  of  which  drives  it  into  the  pulmonary  artery. 
A  small  embolus,  or  even  a  Dumber  of  Braall  emboli,  may  cause 
but  transitory  disturbance  in  tin-  activity  of  the  hearl  and 
prompl  recovery  follow  tin'  accident.  An  embolus,  however, 
may  be  so  large  as  to  completely  plug  the  vessel,  resulting  in 
Mi<l<lrn  death.  Kvi'ii  a  very  small  embolus  may  cause  death 
with  frightful  rapidity  in  the  following  way :  The  small  embolus, 
having  arrived  in  the  right  ventricle  of  the  heart,  becomes  en- 
tangled in  the  chordae  tendinese,  thus  forming  the  nucleus  of 
;i  much  larger  clot,  which  is  suddenly  driven  against  the  pul- 
monary artery,  effectually  plugging  the  opening  or  causing 
fatal  reduction  of  the  calibre  of  the  vessel.  Kelly,  in  his  "Ope- 
rative Gynecology,"  says:  "Death  from  embolism  has  occurred 
after  myomotomy,  removal  of  the  tubes  and  ovaries  for  myoma, 
hysteromyomectomy,  extirpation  of  a  carcinomatous  uterus,  ex- 
ploratory incision  for  carcinoma,  ovariotomy,  ventrofixation,  and 
curettage  of  a  cancerous  cervix."  "Relatively  the  greatest  num- 
ber of  cases  has  occurred  after  myoma  operations,  which  exhibit 
so  large  a  proportion  as  eighteen  out  of  a  total  of  forty-three 
cases"  (Gessner). 

Pulmonary  embolism  is  not  so  rare  an  accident  as  one  is  led 
to  believe  in  hunting  up  the  literature  on  the  subject.  The 
fatal  cases  reported  are  comparatively  few.  A  large  number 
of  cases  recover  and  many  of  the  milder  attacks  are  not  diagnosed. 
In  obstetric  cases  pulmonary  embolism  is  not  so  very  rare.  Three 
cases  have  come  under  my  observation.  In  one  of  these  the 
accident  proved  fatal,  and  the  two  others  recovered.  In  the 
fatal  case  the  accident  occurred  on  the  tenth  day  after  a  normal 
labor  and  puerperium.  In  the  second  case  the  embolism  occur- 
red on  the  third  day  after  a  normal  labor.  The  attack  was 
very  mild,  and  when  I  saw  the  case  in  consultation,  an  hour  and 
a  half  later,  the  patient  had  practically  recovered  from  the 
attack.  In  the  third  case  a  pulmonary  infarction  had  occurred 
on  the  sixteenth  day  after  a  forceps  delivery.  The  case  occurred 
in  my  own  practice.  The  patient  was  kept  in  bed  fourteen  days 
after  confinement,  the  attack  coming  on  after  being  oul  of  the 
bed  for  two  days.  It  took  six  weeks  before  the  symptoms  cleared 
up  in  this  patient.  Had  the  embolus  in  this  lasl  ease  been  septic, 
a  septic  pneumonia  would  probably  have  been  the  result.     In 
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making  a  diagnosis  of  these  attacks  the  possibility  of  air  em- 
bolism should  be  kept  in  mind. 

Symptoms  of  Typhoid  Fever  one  week  after  Hysterectomy. — 
Miss  S.,  aged  27  years,  had  noticed  an  enlargement  of  the  lower 
part  of  the  abdomen  for  some  eight  months.  She  had  always 
been  vigorous;  enjoyed  perfect  health  up  to  six  months  before. 
Since  then  she  had  been  disturbed  with  pelvic  distress  and  was 
obliged  to  abandon  her  work  as  a  saleswoman.  She  frequently 
had  attacks  of  pain  in  the  left  lower  quadrant  of  the  abdomen. 
These  attacks  were  so  acute  that  her  medical  attendant  had  to  re- 
sort to  morphine  to  give  relief.  Her  menses  had  become  very 
profuse  in  the  past  two  years ;  before  that  they  were  always  quite 
regular.  Six  months  ago  she  had  a  very  severe  uterine  hem- 
orrhage, which  was  controlled  with  difficulty.  Since  then  she 
had  been  flowing  as  much  as  twenty  days  out  of  each  month. 
Patient  was  very  anemic,  nervous,  and  irritable.  Her  sleep  was 
restless,  appetite  poor,  bowels  regular.  I  saw  the  patient  in 
one  of  her  attacks.  The  abdominal  pain  was  localized  over  the 
tumor  mass,  which  was  plainly  palpable  through  the  abdominal 
parietes.  The  pains  simulated  those  of  labor,  and  I  believe  they 
were  caused  by  uterine  contractions,  the  organ  trying  to  expel 
the  large  submucous  fibroid  shown  in  the  specimen.  At  the  time 
of  the  consultation  I  thought  the  pains  were  due  to  a  localized 
peritonitis.  Why  uterine  contractions  severe  enough  to  cause 
pain  should  have  occurred  so  periodically  I  am  unable  to  explain. 

Bimanual  examination  revealed  a  movable  tumor  connected 
with  the  uterus,  reaching  half-way  up  the  umbilicus;  there  was 
a  profuse  flow  present,  and  the  patient  claimed  to  have  flowed 
continuously  for  twenty-two  days.  The  tumor  felt  smooth,  like 
a  pregnant  uterus.  The  uterine  sound  showed  the  organ  to  be 
five  inches  deep.  The  patient  was  put  to  bed  and  appropriate 
diet  and  tonics  prescribed.  An  operation  was  later  advised  and 
accepted  by  the  patient. 

Tin-  nature  of  tit*-  operation  was  carefully  explained  to  her, 
and,  under  proper  aseptic  precautions,  the  abdomen  was  opened 
in  the  median  line  and  a  supravaginal  amputation  of  the  uterus 
ami  tumor  performed.  Having  obtained  an  ample  peritonea! 
flap  from  the  anterior  wall  of  the  uterus,  all  stumps  and  raw 
surfaces  were  covered  with  it.  suturing  it  in  place  with  a  con- 
tinuous catgul  suture.  The  abdomen  was  then  closed  without 
drainage.     The  patienl  bore  the  operation  well,  leaving  the  table 
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with  a  pulse  of  less  than  100.    The  reaction  was  prompt;  pain 

omparatively  slight,  requiring  only  one-eighth  of  a  grain  of 

morphine  hypodermatically.    The  temperature  on  the  night  of 

the  operation  rose  to  100°  R,  hut  dropped  almost  to  Qormal  on 
the  Following  day.  By  the  third  day  after  operation  convales- 
cence was  fully  established,  the  howels  having  moved  with  the 

aid  of  a  small  dose  of  calomel.  The  temperature  and  pulse  wen- 
normal,  there  was  entire  absence  of  pain,  the  patient  felt  well  and 
cheerful,  and  everything  was  propitious  Cor  a  speedy  recovery. 
On  the  seventh  day  the  patient  complained  of  a  severe  head- 
ache,  which  called  for  morphine  by  mouth  to  give  relief.  The 
temperature  began  to  rise  and  reached  103°  F.  The  pulse  also 
ibove  100.  The  dressings  were  removed,  and  the  ab- 
dominal  wound  was  found  practically  healed:  not  a  sign  of  in- 
duration was  to  be  noticed  about  it,  and  there  was  an  entire 
absence  of  tenderness.  Nor  did  a  vaginal  examination  help  to 
clear  up  the  temperature  question.  A  blood  examination  failed 
ro  show  malarial  plasmodia,  and  I  was  surprised  to  find  an 
absence  of  leucocytosis,  the  leucocytes  being  6,000.  The  ab- 
sence of  leucocytosis  at  once  suggested  typhoid  infection  and  a 
Widal  test  was  made-,  the  reaction  was,  however,  negative.  The 
headaches  continued;  prostration  was  great:  the  tongue  became 
coated  and  furred,  tympanites  appeared,  and  a  temperature 
range  of  between  104  P.  in  the  evening  and  100°  to  1<>1°  F.  in 
the  morning.  Diarrhea  set  in.  the  number  of  movements  rang- 
ing between  eighl  and  twelve  in  twenty-four  hours.  These  diar- 
rhea] movements  were  rather  characteristic  of  typhoid.  Another 
Widal  was  made,  but  the  reaction  was  negative.  Repeated  care- 
ful physical  examination  failed  to  elicit  any  other  symptoms  but 
those  enumerated  above,  and  by  exclusion  a  diagnosis  of  typhoid 
was  justifiable,  although  there  was  an  absence  of  Widal's  reac- 
tion. The  subsequenl  history  of  the  case  bore  ou1  the  diagnosis. 
The  treatment  of  the  case  consisted  in  a  careful  regulation  of 
diet,  attention  to  the  function  of  the  skin,  and  sponging  when 
the  temperature  rose  above  103°  F.  In  three  weeks  the  tem- 
perature subsided  rather  suddenly,  the  tympanites  improved,  the 
tongue  became  moist,  the  diarrhea  gave  way  to  normal  bowel 

Functions,  and  convalescence  was  finally  established,  the  patient 
recovering  fully  without   complication. 

The   clinical    picture   in    this  case   was   not    thai    of  sepsis.      At 
the  onsel  of  the  disturbance  the  patient  passe. I  froi unparative 
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health  to  great  physical  prostration,  with  clinical  symptoms 
of  typhoid.  In  connection  with  this  subject  of  negative  Wi- 
dal's  reaction  in  the  presence  of  clinically  positive  typhoid 
fever  the  recent  literature  on  the  subject  is  of  interest.  Since 
The  Widal  reaction  has  come  into  general  use  to  aid  in  the  diag- 
nosis of  typhoid  fever,  it  has  been  observed  that  no  such  reac- 
tion occurred  in  a  limited  number  of  cases  of  otherwise  typical 
typhoid.  Careful  bacteriological  investigations  of  the  secretions 
and  blood  of  patients  ill  with  typhoid  with  negative  Widal 's  re- 
vealed the  fact  that  the  bacillus  isolated  from  these  cases  differed 
from  the  typhoid  bacillus  in  certain  characteristic  culture  reac- 
tions. They  did  not  behave  like  the  Eberth  bacillus.  The  organ- 
ism isolated  received  the  name  of  paratyphoid  bacillus.  Further 
bacteriological  studies  showed  that  there  is  a  group  of  these 
paratyphoid  organisms,  and  that  they  are  intermediate  between 
the  so-called  colon  bacillus  and  that  of  typhoid.  These  germs 
differ  from  the  colon  bacillus  in  the  power  of  the  latter  to  coagu- 
late milk.  The  paratyphoid  organisms  cannot  be  utilized  for 
agglutination  reaction  to  aid  diagnosis,  because,  there  being  a 
group  of  them,  they  do  not  all  respond  to  the  same  blood. 

At  the  recenc  meeting  of  the  New  York  State  Medical  Associa- 
tion, during  a  symposium  on  typhoid,  the  question  was  under 
discussion,  and  it  was  shown  that  the  paratyphoid  bacillus  gives 
rise  to  a  systemic  infection  identical  with  typhoid  fever.  The 
temperature  range  is  high,  prostration  is  great,  and  relapses 
occur  in  about  ten  per  cent  of  cases.  The  fever  lasts,  on  the 
average,  about  three  weeks  and  subsides  rather  abruptly.  That 
infection  by  this  organism  is  not  very  rare  is  shown  by  the 
fact  that  thirty-eight  carefully-studied  cases  have  been  reported 
during  the  past  year.  A  report  of  fourteen  cases  of  this  infec- 
tion is  given  in  the  Milnchener  medicinische  Wochenschrift  of 
October  21,  1902.  In  only  one  of  those  cases  was  a  Widal  reac- 
tion obtained,  and  in  that  case  the  agglutination  test  of  the 
paratyphoid  bacillus  was  also  present.  The  case,  therefore,  was 
one  of  double  infection. 

115  East  Oni:   Hundbed  ami   Simm  \mi    strket. 
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SARCOMA   OF  THE  UTERINE  PARENCHYMA. 


HENRY   D.    BEYEA,  M.D., 

Associate  Burgeon,  Gynecean  Boepltal, 
Philadelphia. 


Sarcomata  arising  in  and  developing  from  t he  myometrium  as 
a  multinodular  new  growth  of  the  uterus  is  a  very  rare  and, 
from  a  clinical  and  pathological  standpoint,  one  of  the  most  in- 
teresting diseases  of  the  female  genital  tract.  Not  more  than 
Beventy  or  eighty  such  cases  are  to  be  found  described  in  the 
literature.  It  would  seem  that  no  very  accurate  clinical  study  of 
this  class  of  sarcomata  of  the  uterus  had  been  made.  Their  his- 
togenesis is  undetermined  and  is  a  question  which  has  led  to 
much  discussion.  Some  investigators  believe  that  they  arise 
through  a  metaplasia  of  the  muscle  cells  of  a  pre-existing  myoma 
of  the  uterus  and  are  myosarcomata;  others,  that  they  arise  in 
the  connective-tissue  cells  of  such  a  tumor ;  still  others,  that 
they  are  primary  sarcomata  of  the  myometrium.  It  would  seem 
probable  that  the  first  theory  is  most  frequently  the  correct  one ; 
possibly  some  arise  from  the  connective  tissue  and  others  from 
the  myometrium.  I  offer  this  short  description  of  the  histogene- 
sis to  call  your  attention  to  the  present  status  of  our  knowledge 
of  these  tumors.  I  wish  to-night  simply  to  present  before  you  the 
clinical  history  and  a  brief  pathological  study  of  the  one  case 
raining  under  my  observation. 

Mrs.  B.  H.,  a  white  woman,  married  thirty-nine  years,  aged 
57,  the  mother  of  ten  children,  was  admitted  to  the  Gynecean 
Eospital  under  my  care  on  April  10,  1902.  Her  previous  history 
was  negative;  she  had  always  enjoyed  excellent  health  until  her 
ut  illness.  The  menstrual  function  was  established  at  15 
years  of  age,  and,  except  during  pregnancies,  was  regular  and 
normal,  not  very  profuse,  and  continued  from  five  to  seven  days. 
Her  labors  were  normal.  There  was  no  history  of  uterine  dis- 
ease or  tumor.  The  menopause  waa  established  at  50  years  of  age 
and  without  complication.     In  ihe  spring  of  1901.  about  a  year 

'Read  before  the  Section  on  Gynecology,  College  of  Physicians  of 
Philadelphia.  December  iv  l '.<"-. 
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before  coming  under  observation,  her  health  began  to  fail ;  she 
lost  markedly  in  weight  and  complained  of  pain  in  the  lower 
right  side  of  the  abdomen.  She  gradually  grew  worse,  and  in 
August,  for  the  first  time,  discovered  a  nodule  the  size  of  a  hen's 
egg  in  the  right  side  of  the  abdomen.  A  few  weeks  later  the 
right  limb  became  swollen  and  painful;  she  was  unable  to  walk 
and  was  compelled  to  go  to  bed.  This  subsided  under  treatment 
and  she  was  again  about  for  a  few  days,  when  the  same  symp- 
toms developed  in  the  left  limb.  This  also  was  relieved  by  treat- 
ment. The  tumor  rapidly  increased  in  size,  became  more  pain- 
ful, and  she  continued  to  fail,  now  more  rapidly,  in  general 
health.  There  was  no  hemorrhage  or  other  discharge  from  the 
genital  tract.  The  diagnosis  of  rapid-growing  myoma  of  the 
uterus  was  made  and  she  was  referred  to  me. 

A  pelvic  examination  determined  the  following  conditions : 
Vaginal  outlet  muciparous.  Small  bilateral  laceration  of  the 
perineum.  Cervix  multiparous.  A  multinodular  tumor  of  dense 
consistence  filled  the  pelvic  cavity  and  extended  into  the  abdo- 
men as  far  as  the  umbilicus.  It  evidently  developed  from  the 
uterine  body,  and  particularly  involved  the  posterior  wall  of  the 
cervix.  The  mass  was  immovable  and  intimately  connected  with 
the  pelvic  wall  and  the  tissues  beneath  the  posterior  vaginal 
vault. 

Considering  the  absence  of  the  usual  symptoms  of  a  myoma  of 
the  uterus,  the  great  rapidity  of  growth  of  a  multinodular  solid 
tumor  in  a  woman  well  advanced  in  the  post-climacteric  period  of 
life,  and  the  intimate  attachment  of  the  tumor,  with  rapidly 
failing  health,  a  diagnosis  of  sarcoma  of  the  uterus  was  made. 

Thinking  thai  ii  was  still  possible  to  completely  remove  the 
growth,  and.  because  of  the  possibility  that  we  were  mistaken  in 
our  diagnosis,  the  tumor  might  be  a  rapid-growing  myoma,  ex- 
ploratory  celiotomy  was  determined  upon.  At  the  operation, 
performed  April  14.  1902,  the  undoubtedly  malignant  character 
of  lli<'  disease  was  at  once  discovered,  and  that  it  extended  into 
the  uterine  Ligaments  to  the  bony  pelvic  wall.  The  abdomen  was 
closed.     The  patienl  died  three  days  later. 

Pathological  Report. — The  specimen  removed  at  necropsy 
through  the  celiotomy  wound  consisted  of  a  large  multinodular 
tumor  of  the  uterine  body  the  size  of  an  adult  head,  and  the 
t  ulies  and  ovaries.  The  nodules  were  interstitial  in  position, 
and  developed  mostly  in  the  myometrium  to  the  right  of  the 
uterine    cavity.     The    endometrium     was    smooth    and    intact 


BEY]  \:    SARCOMA    OF   THE    UTERINE    PARENCHYMA.  L91 

throughout  its  entire  surf  ace.  There  was  slight  congestion  in  the 
left  uterine  I'oniu.  The  inyometrium  was  aonnaJ  in  appearance 
and  varied  in  thickness  from  one  to  two  centimetres.    The  righl 

uterine  wall  contained  a  nodule  fifteen  by  ten  centimetres  in 
diameter,  which  bulged  into  the  uterine  cavity.  The  right  tube 
was  tortuous  and  elongated,  measuring  seventeen  centimetres, 
and  was  Btretched  over  the  chief  mass.  About  the  wall  of  this 
tube  were  several  hard  nodules  the  size  of  marbles,  one  measur- 
ing four  by  six  centimetres.  The  left  tube  and  ovary  were  ap- 
parently Dormal.  Several  nodules  were  attached  to  the  posterior 
surface  of  the  supravaginal  cervix.  On  section  the  nodules  were 
found  to  be  indefinitely  encapsulated  and  wholly  surrounded  by 
myometrium.  The  tumor  was  made  up  of  pink  and  yellowish 
homogeneous  tissue,  soft  in  the  centre  and  growing  firmer  toward 
the  periphery  of  the  nodule.  A  whitish  juice  exuded  from  the 
eut  surfaces.  The  new  growth  extended  to  the  bony  wall  and  it 
was  necessary  to  eul  through  tumor  substance  in  order  to  remove 
the  mass.  Microscopic  sections  made  from  the  endometrium 
showed  nothing  abnormal  aside  from  a  glandular  hyperplasia: 
those  from  the  tumor  masses  spindle,  becoming  round-cell  sar- 
coma.    The  degenerative  process  was  fatty. 

The  histological  study  of  this  tumor  is  as  yet  incomplete.  We 
have  been  unable  to  demonstrate  whether  it  is  an  instance  of  the 
metaplasia  of  the  muscle  cells  of  a  myoma  or  the  myometrium 
into  a  myosarcoma,  or  whether  the  tumor  had  its  origin  in  the 
connective  tissue  of  a  myoma.  There  is  no  positive  evidence  that 
there  was  a  pre-existing  myoma  of  the  uterus,  yet  we  have  no  in- 
formation thai  would  disprove  this  belief.  The  clinical  history 
is  that  usually  gained  :  thai  a  multinodular  tumor,  very  rapid  in 
growth*  developed  some  time  after  the  menopause,  with  rapid 
loss  of  weighl   and   failing  health. 

We  hope  iii  the  near  future  to  present  a  careful  and  thorough 
histological  and  clinical  study  of  this  ease  with  those  reported 
in  the  literature. 
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HEPATOPTOSIS. 


IRVING   MILLER,  M.D., 
Baltimore.  Md. 


Osler  opens  his  lectures  on  "The  Diagnosis  of  Abdominal 
Tumors"  by  quoting  Bishop  Butler's  maxim,  i.e.,  "Probability 
is  the  rule  of  life";  and  the  more  I  study  abdominal  tumors  the 
more  I  am  impressed  with  the  astuteness  and  profound  know- 
ledge of  this  great  clinical  teacher.  The  errors  in  diagnosing 
obscure  abdominal  tumors  will  never  be  fully  known,  for  the 
surgeon  always  falls  back  on  the  exploratory  incision  to  supple- 
ment his  deficiency  in  diagnostic  technique,  and  seldom  looks  the 
least  bit  perturbed,  however  far  from  the  true  conditions  he 
may  have  been.  Having,  not  long  since,  made  an  erroneous  diag- 
nosis in  a  very  instructive  case  that  proved  to  be  on  exploratory 
incision  one  of  hepatoptosis,  I  hereby  report  it  and  the  peculiar- 
ities it  presented.  Displaced  and  movable  livers  are  quite  com- 
mon, but  a  liver  so  movable  as  this  proved  to  be  will  not  be  met 
in  many  thousand  examinations. 

Mrs.  \Y.,  aged  32.  the  mother  of  three  children,  all  of  whom 
were  delivered  by  Dr.  Zimmerman,  who  referred  the  case  to  me 
for  diagnosis  and  operation.  The  last  confinement  occurred  six 
years  since,  soon  after  which  the  woman  noticed  a  lump  in  her 
abdomen,  most  prominent  at  first  just  below  the  costal  border. 
Tt  did  not  give  any  pain,  and  while  several  opinions  were  given, 
no  two  alike,  it  resulted  in  ihe  patient  not  following  any.  The 
only  regional  symptom  the  patient  complained  of  was  a  dragging 
sensation  in  the  abdomen,  but  not  sufficiently  painful  to  cause 
actual  disability.  The  woman  is  thin,  pale,  sallow,  emaciated. 
Leucocytes  normal,  red  corpuscles  normal,  hemoglobin  only 
sixty  per  cent  of  normal.  Urine  negative,  bowels  constipated, 
appetite  variable.  Never  any  definite  history  of  jaundice  or  of 
biliary  colic.     The  abdominal  walls  are  very  lax. 

When  r  first  examined  the  abdomen  I  found  the  tumor  in  the 
right   flank,  easily  moved  to  the  left  of  the  median  line,  and 
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down  in  the  iliac  Fossa  of  the  righl  Bide.  The  edge  of  the  hand 
is  easily  insinuated  between  the  rib  border  and  the  tumor, 
neither  does  the  mass  rise  with  respiration.  Deep  inspiration 
does  qoi  affecl  Ms  position.  The  tumor  is  convex,  and  ;it  this 
examination  T  thoughl  it  possessed  a  decided  kidney  shape, 
although  very  Large.  I  ili<l  not  feel  any  sharp  border,  bu1 
•  lid  make  out  a  depression  thai  at  this  examination  1  con- 
sidered to  be  the  hilus  of  the  kidney.  The  oexl  morning, 
when  examining  the  case,  I  discovered  the  kidney  wi  situ,  and  the 
tumor  was  not  so  movable  as  yesterday,  and,  furthermore,  it  now 
occupied  a  place  partly  under  the  ribs,  presenting  only  a  convex, 
hard,  globular  mass  immediately  under  the  abdominal  wall  and 
between  the  ombilicus  and  ninth  rib.  The  stomach,  when  dilated 
at  this  sitting,  occupied  a  position  entirely  below  the  umbilicus. 
and  decidedly  transverse,  the  greater  curvature  reaching  nearly 
to  the  left  flank.  The  tumor  was  at  lliis  examination  decidedly 
globular,  and  not  so  movable  with  the  stomach  dilated.  This 
globular  mass  is  immediately  below  the  angle  of  the  ninth  rib 
and  under  the  abdominal  wall,  without  any  other  organ  inter- 
vening. 

AVhile  I  thought  it  might  be  a  gall  bladder,  I  also  concluded 
I  did  not  know,  and  explored  the  next  morning.  I  made  an 
incision  six  centimetres  long  and  opened  through  the  outer  edge 
of  the  rectus  directly  upon  the  convex  surface  of  the  liver.  The 
tumor  is  the  liver,  a  floating  liver,  and  a  very  small  liver  at  that, 
although  macroscopically  it  is  normal.  "With  my  hand  in  the 
abdomen- 1  could  move  the  liver  in  any  direction,  and  when  the 
tumor  is  shoved  well  to  the  left  side  I  can  easily  pass  my  finger 
under  the  vena  cava,  which  is  pulled  out  from  its  vertebral 
bed.  The  gastrohepatic  omentum  and  vessels  therein  are  much 
thicker  and  longer  than  normal.  With  my  finger  in  the  fora- 
men of  Winslow  I  can  easily  deliver  ducts  and  vessels  out  of  the 
abdominal  cavity.  The  hepato-renal  reflexion  of  peritoneum  is 
pulled  out  so  thai  it  forms  a  meso-peritoneum,  and  so  much  elon- 
gated are  the  peritoneal  reflexions,  as  well  as  the  elongation 
or  displacement  of  the  vena  cava,  that  I  am  sure  the  liver  can  be 
delivered  oul  of  the  abdominal  cavity!  The  gall  bladder  is  oor 
mal  and  does  not  contain  any  calculi.  The  diaphragmatic  vault 
i-  apparently  le^s  arched  than  normal.  The  liver  cannot  be 
completely  reduced  beneath  the  rib  as  far  as  it  should.  The 
stomach  lies  entirely  below  tlie  ombilicus. 

13 
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As  there  is  a  general  enteroptosis  I  did  not  consider  it  possible 
to  keep  the  liver  in  place  by  any  safe  operative  procedure,  for  in 
this  case  there  is  every  condition  that  causes  hepatoptosis.  First. 
and  what  I  consider  the  first  step  toward  the  production  of  a 
floating  liver,  an  extreme  degree  of  relaxation  of  the  abdominal 
walls;  second,  with  the  relaxed  walls  there  is  a  general  prolapse 
of  all  of  the  abdominal  viscera,  thus  removing  from  the  liver  the 
cushion-like  support  that  these  organs  give.  Third,  the  vena 
cava,  the  greatest  support  of  this  massive  organ,  is  so  pulled  from 
the  vertebral  column  that  it  does  not  support  the  organ,  and  this 
immense*  blood  vessel  is  the  main  support  of  the  liver.  Faure 
and  Peare  each  report  a  case  that  is  very  similar  to  this  of  mine. 
As  for  any  one  condition  being  the  cause  of  floating  liver  is 
neither  possible  nor  rational.  When  the  abdominal  walls  are 
excessively  relaxed  and  a  condition  of  enteroptosis  exists,  there 
is  a  possibility  of  the  vena  cava  being  gradually  pulled  from 
its  bed,  and  it  is  when  all  of  these  conditions  exist  we  find  the 
extremely  movable  liver  herein  described.  Although  the  case 
proved  very  instructive  and  interesting  to  me,  I  cannot  help  but 
hear  the  words  ringing  in  my  ears  that  ended  the  lectures  of  the 
learned  Osier:  "Did  we  reason  correctly  upon  the  data  before 
us?  No,  wir  haben  nicht  richtig  gedacht." 
1734  St.  Pave  street. 


STRANGULATED    HERNIA   IN   CHILDREN   UNDER   ONE    YEAR. 

REPORT    OF    A    CASE    TWENTY-SEVEN     DAYS    OF    A.GE'     HERNIOTOMY:     RECOVERY. 


W.    B.    REID,    M.D., 

Surgeon    on   the    Staff   of   the    Rome    Hospital  :    Member   of    the    Rome    Medical 

Society;    Nun  Residenl    Member    of    the    Syracuse    Academy    of 

Medicine  and   ill"  New    York   State  and   American 

Medical    Assoclal  inns, 

Rome.    N.    V. 


Strang i  lated  hernia  in  a  child  so  young  is  extremely  rare, 
and  it  is  my  privilege  to  here  record  the  youngest  to  have  been 
operated  upon  by  an  American  surgeon  since  the  aseptic  era. 
Though  iho  writer  has  been  able  to  find  105  cases  of  herniotomy 

for  Strangulation    in    which    the    patient    was   under   1    year,    this 

number  is  seen  to  be  small  when  compared  with  the  number  who 
suffer  with  congenita]  hernia.    The  ground  for  this  statement  is 
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based  on  the  resull  of  a  research  through  the  German,  French, 
English,  and  American  medical  literature,  and  includes  the  Last 
compilation  on  the  Bubjecl  by  Dowd,  in  April,  1898.  Since  the 
date  of  howl's  paper  a  period  of  over  four  years  has  elapsed, 
and  only  Biz  cases  of  strangulated  hernia  in  children  under 
1  year  of  age  have  been  recorded,  and  this  number  includes  the 
one  here  reported.  Thus,  in  spite  of  the  fad  thai  congenital 
inguinal  hernia  is  quite  common  in  children,  the  occurrence  of 
strangulation  in  a  child  under  1  year  of  age  is  extremely  rare. 
The  explanation  of  the  racily  of  strangulation  in  infancy  is  to 
be  found  in  the  softness,  at  this  age,  of  the  involved  struc- 
tures, [mportanl  and  exhaustive  studies  upon  the  subject 
have  been  added  to  medical  literature  by  Dowd.1  Stern,2  Tariel,3 
Knoblorli.''  Fere,8  Marsh,8  and  others.  Therefore  the  purport  of 
this  article  is  simply  to  record  my  own  case,  and  add  the 
scattered  cases  which  have  been  operated  since  Dowd's  report  in 
1898,  that  it  may  help  make  statistical  material  from  which 
future  deductions  may  be  drawn. 

Case.  On  February  21,  1902,  in  response  to  a  call  from  the 
parents,  the  following  history  was  obtained  from  the  mother  of 
the  patient  :  J.  F..  male.  27  days,  the  second  child,  had  been  to 
all  appearances  a  robusl  child  at  birth  and  had  given  no  more 
trouble  than  the  first  baby.  The  previous  evening  the  child 
began  to  cry  and  fret  as  if  in  pain,  and  without  apparent  cause. 
At  the  9  o'clock  feeding  the  nurse  was  refused  and  the  little 
taken  was  immediately  vomited.  The  child  vomited  again 
during  the  night,  was  cross,  and  cried  almost  constantly.  Tn 
the  morning,  on  changing  the  napkin  because  of  urinary  soiling, 
the  mother  noticed  '"a  bunch  in  the  right  groin"  and  sent  for 
me.  At  the  time  of  my  visit  she  made  the  positive  statement 
that  the  bowels  had  not  moved  for  thirty-six  hours. 

Physical  Examination. — A  fat,  robust-looking  child  of  usual 
development.  The  facial  expression  was  one  of  pain  and  dis- 
tress.  A  tumor  was  found  in  the  righl  inguinal  region  the  size 
'■('  a  hen's  egg.  Palpation  showed  it  to  be  very  hard  and  tense, 
no  fluctuation,  and  absence  of  any  impulse  when  the  child  cried. 
Tt  was.  in  fact,  very  tender,  any  attempt  at  examination  being 
followed  by  severe  crying  and  demonstrations  of  acute  suffer- 
ing. 

The   diagnosis   of   a    strangulated    hernia    was   given.     The 

child  was  suspended  by  the  feet,  with  the  head  hanging  down, 
and    by   gentle   taxis  an    attempt    was   made    to    reduce    the    mass. 
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Failing  in  the  attempt,  and  realizing  the  possibility  of  a  hydro- 
cele of  the  cord,  counsel  was  asked  for  and  agreed  to  by  the 
parents.  I  sent  for  Dr.  H.  C.  Sutton,  who  not  only  agreed  with 
the  previous  diagnosis,  but  also  suggested  that,  before  giving 
an  anesthetic  for  the  purpose  of  reduction,  the  child  be  removed 
to  the  hospital,  where  it  would  be  possible,  should  taxis  fail,  to 
operate  at  once.  The  child  was  immediately  taken  to  the  hos- 
pital and  prepared  for  operation.  In  the  interval  hot  sterile  ap- 
plications were  constantly  applied.  Under  anesthesia  a  most 
thorough  yet  careful  attempt  was  made  at  reduction;  failing,  we 
promptly  resorted  to  the  operation. 

Operation. — An  incision  one  and  one-half  inches  in  length. 
parallel  with  Poupart's  ligament,  was  made  over  the  most  prom- 
inent part  of  the  tumor.  The  overlying  tissues  were  divided 
down  to  the  sac.  This  was  now  opened  and  found  to  contain 
about  two  drachms  of  dark,  serous  fluid,  the  lower  part  of  the 
cecum  and  appendix,  and  about  two  inches  of  the  ileum.  The 
intestines  were  very  dark,  due  to  the  severe  congestion  caused  by 
lb--  strangulation.  The  point  of  strangulation  was  located  at 
the  internal  ring.  The  constriction  was  found  to  be  so  very 
tighl  that  it  was  impossible  to  return  the  gut  before  cutting  the 
obstructing  band.  It  was  found  necessary  to  divide  the  latter 
in  two  places.  An  incision  was  made,  with  a  blunt-pointed, 
curved  herniotomy  knife,  on  the  inner  and  upper  portions  of 
the  ring.  The  sac  was  then  separated,  ligated,  and  divided  at  the 
interna]  ring.  The  incisions  in  the  ring  were  closed  with  catgut. 
The  canal  was  closed  with  a  running  catgut  ligature,  care  being 
taken  to  keep  the  cord  well  out  of  the  way.  The  skin  was  closed 
will]  catgul  and  strengthened  by  two  silk  ligatures.  During 
the  closure  of  the  canal  the  child  suddenly  became  cyanotic  and 
ceased  to  breathe.  The  anesthetizer,  failing  to  start  respira- 
tion.  deebired  the  child  to  be  dead.  Suspending  the  operative 
procedure,  blowing  in  the  child's  mouth,  swinging  it.  and  using 
continuous  artificial  respiration,  we  finally  succeeded  in  resusci- 
tating  the  little  patient.  The  operation  was  then  finished  with- 
out   more  chloroform,     hi  spite  id'  the  interference  with  the 

aseptic    technique    of    the    operation,    primary    union    followed. 

The  day  after,  the  temperature  rose  to  1(>2°.  but.  dropped  the 
Bame  evening  and  remained  nearly  normal  during  an  uninter- 
rupted convalescence. 

The  wound  was  dressed  with  sterile  gauze  and  a  large  pad  of 
cotton  firmly  bandaged  over  the  incision.     It  seems  the  pad  of 
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cotton  reinforces  and  helps  to  strengthen  the  canal  during  the 
healing  process.  Should  it  be  accessary  Eor  me  to  perform  this 
operation  again  on  :i  child  so  young,  I  should  use  the  plaster  of 
Paris  dressing  over  the  cotton  pad.  We  Pound  i1  extremely  dif- 
ficult to  bold  the  pad  in  place  with  the  ordinary  bandage. 

A  word  in  regard  to  the  technique  of  the  operation.  It'  the 
operator  will  start  with  this  point  in  mind,  that  he  not  only 
wishes  to  relieve  the  immediate  strangulation,  hut  also  produce 
;i  permanent  cure  of  the  hernia,  he  will  be  more  particular  in 
his  dissections.  The  incision  should  be  well  away  from  the  point 
of  strangulation  where  the  tissues  are  nearly  normal.  When 
the  point  of  strangulation  is  Located  at  the  external  ring,  the 
strangulation  should  be  approached  from  above;  when  at  the 
internal  ring,  the  opposite  incision  and  approach  will  render  the 
technique  more  easy.  The  more  closely  it  is  possible  to  follow 
the  routine  Bassini  operation,  the  more  may  we  expect  ideal  re- 
sults so  far  as  the  radical  cure  of  the  hernia  is  concerned. 

In  a  case  of  strangulated  hernia  in  an  infant  two  questions  at 
once  present  themselves:  1.  Should  taxis  lie  tried,  and  to  what 
extent?  2.  What  is  the  prospect  of  relief  by  operation?  In 
answer  to  the  former,  all  surgeons  agree  that  gentle  taxis  should 
be  made  after  the  hot  bath,  or  after  hot  applications  have  been 
applied  a  sufficient  length  of  time  to  secure  as  complete  relaxa- 
tion as  is  possible.  During  taxis  it  is  my  suggestion  that  the 
child  be  suspended  by  the  opposite  foot  on  which  the  strangula- 
tion occurs,  with  the  leg  on  the  same  side  tlexed.  the  head  hang- 
ing down,  the  body  being  in  the  meantime  held  gently  yet  firmly 
by  an  assistant.  This  can  best  be  accomplished  by  placing  a 
thumb  over  either  shoulder  and  holding  the  child's  hack  in  the 
palms. 

The  answer  to  the  second  .piestion  depends  on  the  Length  of 
time  after  strangulation  the  patient  is  seen  by  the  physician  and 
his  Bubsequenl  treatment.    Operation  is  always  demanded;  even 

in  apparently  moribund  cases  it  may  prove  the  life-savin-  meas- 
ure. The  prognosis  in  a  given  case  depends  on  the  amount  of 
previous  damage  by  taxis,  and  how  early  to  which  operative 
measures  have  been  resorted.    "The  operation  of  itself  causes 

little  danger  to  the  patient.    The  peal  danger  i s  from  injury 

to  the  intestines  through  Long-continued  strangulation.  These 
infants  stand  the  operation  remarkably  well.  Their  recuperative 
powers  are  very  good,  and  their  wounds  are  less  apt  to  b< me 

septic  than  those  of  adults.     Thus  we  see  that   in  hardly  any  of 
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Cases  of  Strangulated  Hernia  in  Infants  Less  than  One  Year 


Operator. 


C.  C.  Allison 
Western  Med- 
ical Review, 
April  1,  1898, 
Omaha,  Neb. 


Dr  C.  McLarin, 
Lancet,  1281. 
May  5,  1900. 
Prince  Alfred 
Hospital,  Syd 
ney. 

Mr.  D.  Arcy 
Powers,  The 
Lancet,  April 
15,  1901. 


Alexis  C.  Mos 
chowitz,  Med- 
ical Record, 
19D1,  page  612. 


Alexis  C.  Mos 
chowitz,  Med- 
ical Record 
1901.  page  613. 


Age  of  child. 


Variety    of 
hernia. 


Contents. 


34  days. . .  Left    ingui-  Eight  inches  of 
nal        re-     small  intes- 
gion.  tine 


14  days. . . 


Congenital 
right     in- 
guinal. 


5  weeks..  Left  ingui- 
nal, con- 
genital. 


4  months. 


3  months 


Congenital 
right     in- 
guinal. 


Right 
guinal. 


Small  intestine, 
four  to  five 
inches  of  ile- 
um (?),  some 
mesentery. 

Little   piece    of 
mesentery, 
knuckle  of 
small       intes- 
tine. 


Returned  with 
out  opening 
sac. 


Large  and  small 
intestines. 


Duration  of 
strangulation. 

Thirty  hours 


Thirty-six 

hours. 


Three  days. 


Seven  hours. 


Two  days. 


Cases  which  have  been  brought  to  the  Author  s  notice  through 


Operator. 


Dr.  I.  S.  Haynes 
New  York, 
N   Y. 


Dr,  Michael  Lu- 
cid. Tully, 
N.  Y. 

Dr.  Michael  Lu- 
cid, Tully, 
N    Y. 


a         ,-    u-i  i       Variety    of 
Age  of  child.         hernia. 


5  weeks . . 


B   months. 
8  months. 


Right       in 
guinal 
oblique, 
congeni- 
tal. 


Oblique    in- 
guinal. 

Direct       in 
guinal 
hernia. 


Contents. 


Intestine,  small 


Dark, serous 
fluid;     ileum, 
very  dark. 

Small  intestine, 
probably  ile- 
um, light  se- 
rous f 1 li ill 


Duration  of 
strangulation. 


From   four  to 
six  hours. 


About  twelve 
hours. 

About  six 

hours. 


BEID:    STRANGULATED    lllKMA    l\    CHILDREN. 


L99 


l     WHICH    MV\I     HI  IN    OPERATED   SINCE    Down's    REPORT   IN    1898. 


Method  .'i"  operation. 


Baasini 


Result 


Recovered. 


Stitching  internal  ring 
Running  stitch  in  canal 
Sac  left  in  situ. 


Division  of  constriction  at 
internal  ring  Sac  iso- 
lated and  ligated  in  two 
{daces  Distal  portion 
eft  for  tunica  vaginalis 
Proximal  stitched  to  sur- 
face of  abdominal  wall. 
External  ring  closed  with 
a  continuous  suture. 

Sac  separated  and  ligated 
without  cutting  or  di- 
lating. Closed  with  a 
continuous  suture.  No 
trouble  in  reducing  con- 
tents. 

Opened  over  tumor.  Sac 
not  extirpated.  Sutur 
ing  of  overlying  struc- 
tin 


Recovered. 


Recovered. 


Recovered. 


Recovered. 


Remarks. 


Dr.  Allison  makes  a  misstat. imenl 
of  facts  in  the  report  of  this 
case:  "  But  one  case  <if  stran- 
gulated hernia  in  an  infant  at  a 
vininger  age  than  this  one  has 
been  reported  "  Note  Case  1, 
Case  2  in  Dowd's  Report  ( 1 ) 
and  other  cases  previously  re- 
corded 

Possible  recurrence  owing  to 
faulty  technique. 


This  case  might  have  been  reduced 
by  gentle  taxis  at  the  hands  of 
some  operators. 


Discussion  and  Correspondence,  but  as  yet  have  not  been  Reported. 


Method  of  operation 


Bassini  Fine  chromic 
catgut  for  all  sutures 
Time  of  operation,  twen- 
ty five  minutes. 


The      MacKwcn 
cure). 


(radical 


Bassini's  radical  operation 
for  inguinal  hernia 


R-sult. 


Primary 
union. 
Perfect 
result 


Recovered. 
Recovered. 


Remarks. 


Dr.  Haynes  says:  "This  was  a 
typical  case  I  have  dissected  a 
great  many  infantile  subjects  of 
this  age.  but  never  operated  on 
the  living  for  inguinal  hernia. 
The  structures  Showed  beautiful- 
ly, and,  though  delicate,  caused 
no  trouble,  but  came  together 
nicely.  The  entire  Bassini  tech- 
nique was  carried  out.  only  I 
prefer  chromic  gut  to  silk.  The 
result  was  perfect;  everything 
held,  even  when  the  baby  cried. 
Of  course  we  didn't  let  him  cry 
any  more  than  we  had  to  for  the 
first  week.  Three  months  after 
the  operation  the  scar  wan  solid." 
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the  fatal  cases  was  the  operation  done  promptly.  In  nine  of 
them  (speaking  of  the  one  hundred  previous  cases)  there  was 
gangrene  of  the  intestines,  a  condition  of  collapse,  fecal  vomit- 
ing, etc.,  at  the  time  of  operation.  "We  find  repeatedly  that 
operation  Avas  delayed  on  account  of  the  tender  age  of  the  infant, 
and  that  attempts  at  taxis  were  made,  one  after  another,  until 
the  conditions  were  most  unfavorable.  Delay  and  repeated  at- 
tempts at  taxis  are  far  more  dangerous  than  operation.  One 
cannot  judge  closely  of  conditions  by  the  meagre  histories  given. 
but,  so  far  as  we  may  judge,  the  mortality  of  strangulated 
hernia  in  children  under  1  year  of  age  would  be  considerably 
less  than  ten  per  cent  if  the  operation  were  promptly  done  by 
surgeons  who  have  only  the  average  experience."7 

The  soundness  of  Dowd's  logic  is  borne  out  in  this  report  of 
nine  operative  cases  without  a  death.  It  is  my  sincere  convic- 
tion that  were  these  cases  of  strangulated  hernia  in  children 
operated  upon  under  aseptic  conditions,  and  early,  before  they 
had  been  maltreated  by  taxis,  the  mortality  need  not  be  more 
than  three  per  cent. 
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MANAGEMENT   OF   DIFFICULT   BREECH   PRESENTATIONS. 


BY 

II.    J.   STACEY,   M.D., 

ObBtetrlciaO    to   Kansas   Stair    Home   for    Friendless     Women, 
Leavenworth,  Kansas. 


This   article   is   Limited   to   tl osideration   of  those  cases 

in  which  one  is  confronted  by  a  difficult,  but  not  impossible, 
labor  with  breech  presentation.  Such  a  labor  is  mosl  often  seen 
in  the  primipara,  where  the  child  is  disproportionately  large, 
because  the  mother's  pelvis  is  slightly  contracted  or  the  child 
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is  unusually  large;  it  may  occur  in  any  case  in  which  the  cervix, 
vagina,  and  perineum  are  unyielding,  and  in  multipara  when 
the  child  is  disproportionately  Large.  It  includesoriiriii.il  hreeeh 
presentations  and  those  changed  into  breech  by  version.  Though 
1  have  Been  no  mention  of  this  method  in  the  Literature  of 
obstetrics,  many  physicians  may  have  previously  "discovered" 
it;  at  leasl  I  am  certain  that  it  has  nol  been  given  sut'ticient 
emphasis  before  the  profession  at   Large. 

Probably  all  men  practising  obstetrics  to  any  considerable 
extenl  have  been  baffled,  in  their  efforts  to  deliver  a  child  pre- 
Benting  by  the  breech,  by  a  rigid  cervix  or  by  the  rapid  con- 
traction  of  the  lower  uterine  segment  and  cervix,  catching  the 
child's  neck  and  the  cord,  causing  death  by  asphyxiation  and 
strangulation.  The  child  may  be  dragged  out  dead.  Forceps 
can  sometimes  lie  put  on  high  and  delivery  thus  effected;  but 
all  will  admit  that  the  application  of  forceps  in  that  position  is 
perilous  to  both  mother  and  child.  The  forceps  may  grasp  and 
tear  oft'  the  cervix;  and.  when  properly  applied,  the  forceps 
can  be  locked  and  managed  with  the  greatest  difficulty;  and 
the  head,  often  fully  extended,  cannot  be  well  handled  in  the 
very  oamped  space  at  the  operator's  disposal. 

Influenced  by  these  considerations,  and  having  watched  a 
skilled  obstetrician  extract  two  dead,  mutilated  babies,  I  was 
led  to  devise  some  method  of  escaping  that  dangerous  lower 
uterine  segment  and  cervix.  This  plan  also  avoids  the  difficul- 
ties caused  by  a  small,  non-elastic  vagina  and  rigid  or  friable 
"wet  pasteboard")  perineum.  While  such  conditions  offer 
no  greal  danger  to  the  infant,  forceps  being  easily  applied 
after  the  head  is  out  of  the  uterus,  yet  the  mother  is  likely  to 
merely  Lacerated.  In  the  following  description  T  assume 
thai  Labor  has  begun  with  the  breech  presenting  either  normally 
or  following  podalic  version.  It  is  too  late  to  do  external  version 
or  in  any  way  escape  a  dit'ticult  breech-presentation  labor. 

Carefully  sterilize  the  vagina  and  cervix — to  be  ready  for 
emergencies — with  tincture  of  green  soap,  sterile  water,  and 
small  gauze  Bponges,  followed  by  a  douche  of  a  mild  antiseptic 
solution,   as  creolin   two   per   cent.     Allow   labor     to    progress 

naturally    until    the    breech    is   down    nearly    to   the   perineum — 

until  the  child  is  sitting  on  the  recto-vaginal  septum.     If  the 

cervix  is  not  disposed  to  dilate  sufficiently  to  allow  this,  dilate 
it    with   the   fingers.      Dilating    instruments  are  of   UO   use   in    this 

operation;  none  of  them  will  dilate  the  cervix  sufficiently,  aside 
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from  the  risk  of  traumatism   and   additional  danger  of  infec- 
tion.    The  operator's  hand  must  be  thoroughly  sterilized. 

Now.  with  breech  well  engaged,  put  the  patient  in  the  dorsal 
position  with  knees  drawn  up,  and  anesthetize  profoundly.  With 
the  sterile  hand  carefully  dilate  the  vulvar  orifice,  closing  the 
hand  and  withdrawing  the  fist  slowly.  If  necessary,  introduce 
the  other  hand  open  beside  the  closed  fist,  continuing  until  the 
perineum  is  wel]  stretched.  At  the  same  time  fully  dilate  the 
vagina  up  to  the  presenting  breech.  Xow  gently  push  the  child 
upward  and  bring  down  both  feet ;  or,  if  one  foot  presented 
before,  bring  down  the  other.  Both  feet  are  brought  down  to 
give  the  operator  better  control  of  the  child,  rendering  easier 
any  necessary  rotation,  and  to  avoid  luxation,  or  at  least  strain, 
of  the  child's  hip  joint. 

With  the  child's  thighs  in  the  cervix,  reintroduce  the  hand — 
the  palm  of  which,  in  the  semi-prone  position,  corresponds  to 
the  child's  abdomen — and  dilate  the  cervix  and  lower  uterine 
segment  thoroughly  until  they  are  practically  paralyzed.  Upon 
the  completeness  of  the  dilatation  depends  the  success  of  this 
method.  "While  dilating  the  cervix,  gradually  withdraw  the 
chloroform,  so  that,  from  now  on,  the  woman  can  aid  in  expel- 
ling the  child :  preferably,  however,  she  should  remain  partly 
anesthetized.  See  that  the  cord  is  out  of  the  way.  Grasp  the 
feet  and  draw  the  child  slowly  down  until  its  umbilicus  is 
nearly  to  the  mother's  vulva,  while  an  assistant — or  the  opera- 
tor's own  hand,  if  necessary — keeps  the  heail  well  flexed,  so  as  to 
avoid  extension  and  consequent  catching  at  the  pelvic  brim. 
The  operator  now  makes  stronger  traction  while  the  assistant 
ses  down  on  the  head  firmly;  if  the  woman  is  sufficiently 
aroused  from  the  anesthetic,  instruct  her  to  expei  the  child 
with  all  her  strength.  The  head  then  passes  down  the  parturienl 
■•anal,  escaping  the  grasp  of  the  uterus;  a  little  rotation  of  the 
child's  hips,  or  side-to-side  pull,  serving  to  deliver  the  child  to 
the  shoulders. 

The  arms  and  shoulders  are  then  quickly  delivered,  deliver- 
ing the  posterior  arm  first,  then  rotating  and  delivering  the 
opposite  arm  following  ili«'  method  well  described  on  page  786 
of  Hirst's  "Obstetrics,"  third  edition).  The  assistanl  then 
tal<<-s  the  child,  while  the  operator  quickly  bu1  carefully  delivers 
the  head  with  forceps. 

I  have  given  this  method  careful  trial  with  the  most  happy 
results.     I  omit  cases,  as  I   have  followed  exactly  the  method 
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given  above  once  with  no  assistance  excepting  thai  of  a  very 
inexperienced  anesthetize!*,  ;i  aurse,  where  the  patient's  pelvis 
w;is  uniformly  contracted. 

The  advantages  of  this  method  of  delivering  breech  presents- 
:  ions  are : 

1.  The  time  of  labor  is  shortened. 

2.  There  is  little  or  qo  laceration  of  the  mother. 

3.  The  child  is  neither  strangled  nor  mutilated. 


THOUGHTS  ON  THE  PROPHYLAXIS  OF  PUERPERAL  ECLAMPSIA. 


D01  QLAS    II.   STEWART,    M.D., 

New   York. 


Deficient  elimination  is  such  a  certain  forerunner  of  puer- 
peral eclampsia  that  some  of  the  French  authors  almost  justify 
the  us<  of  a  new  name  for  this  disease  -stercoremia  gravidarum, 
for  example.  Puerperal  eclampsia  presupposes  retained  excre- 
tions; ;it  least  by  no  possibility  can  skin.  Lungs,  liver,  bowels,  and 
kidneys  be  in  good  working  order.  The  compound,  complex, 
circulating  poison  which  produces  toxic  effects  on  the  nerve  cen- 
-  composed  of  ptomaines,  leucomaines,  ammonium  carbonate, 
;unl  a  group  derived  from  excrementitious  products.  If  a  chem- 
ical formula  is  ever  devised  for  the  substance  causing  the  tox- 
emia, "nitrogen"  and  "carbonic  acid"  will  be  written  down  q.  s. 

The  indications  for  treatment  seem  quite  plain.  Simply  re 
stoi<-  elimination  and  ;ill  will  be  well.  The  nervous  centres  are  all 
irritated  and  ready  for  thai  explosion  called  uremic  convulsions. 
Therefore  the  physician  should  avoid  noise,  whispering,  and 
sudden  movements.  In  other  words,  having  made  the  diagnosis, 
keep  the  patient  free  from  alarm  and  anxiety.  Begin  with  the 
skin  and  increase  the  perspiration  with  the  hot  wet  pack  at  lln  . 
This  has  given  most  brilliant  results;  one  physician  reporting 
thirty-six  patients  and  no  eclamptic  seizure  (Ahlfeld).  Dr. 
Baruch's  book  on  "Hydrotherapy"  gives  clear  directions  for  the 
cold  wet  pack.  The  mode  of  application  and  the  manipulation 
of  the  sheet  are  the  Bame.     In  feeble  women  begin  with  five-min- 
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ute  packs,  followed  by  brisk  friction  of  skin.  If  well  borne,  in- 
crease tbe  duration  to  an  hour.  Two  or  three  hours  is  a  per- 
fectly safe  treatment,  but  I  have  not  found  it  necessary.  I  saw 
a  case  to-day  in  consultation  (December  3,  1902)  where  the  al- 
bumin had  decreased  from  12%  per  cent  by  bulk  to  6  per  cent, 
according  to  the  attendant,  within  forty-eight  hours.  (Spar- 
tein  was  given  internally  for  good  reasons.)  The  hot  pack  was 
advantageously  combined  with  irrigation  of  the  bowel.  The 
amount  of  perspiration  quite  surprises  one.  In  this  case  the 
nurse  said  it  must  have  been  "a  quart."  The  many  advantages 
over  the  cumbrous  and  dangerous  hot-air  bath  need  not  be 
pointed  out.  Inasmuch  as  the  pregnant  woman  is  only  too  well 
supplied  with  CO,,  this  quotation  from  John  Dalton  (page  244), 
' '  Enclosing  one  of  the  limbs  in  an  air-tight  case,  the  air  in  which 
it  is  confined  loses  oxygen  and  gains  carbonic  acid,"  shows  that 
the  treatment  is  rational.  And  the  plethoro-anemia  of  the  pa- 
tient  demands  diaphoresis. 

It  is  possible  to  rectify  the  pulmonary  deficiency  (relative) 
with  the  above  pack  and  by  decreasing  the  amount  of  C02,  to 
be  excreted,  by  frequent  small  venesections  (see  paper  on  "Pre- 
ventive Treatment  of  Puerperal  Eclampsia").  Many  seem  to 
tli ink  that  the  idea  of  venesection  is  to  relieve  pressure  in  some 
way.  forgetting  that  large  quantities  of  normal  salt  solution  are 
often  introduced  through  the  same  artificial  orifice  from  which 
blood  has  escaped,  all  being  performed  at  a  single  sitting.  Most 
pregnant  women  have  increased  arterial  pressure,  and  simple  in- 
vestigation will  discover  pulse  beats  which  would  be  alarming 
if  accompanied  by  abnormal  urine.  Venesection  is  only  a  direct 
method  of  withdrawing  some  of  the  nitro-carbonate-oxide  of  pu- 
trefaction and  waste  from  the  blood.  "Final  products  of  ex- 
cretion represent  the  organic  elements  of  the  food  plus  the  oxy- 
gen which  has  been  absorbed"  (Dalton).  "A  ptomaine  is  a  pu- 
trefactive alkaloid"  (Da  Costa).  "Blood  pressure  cannot  be 
lowered  directly  by  bleeding  unless  the  quantity  removed  be 
dangerously  large"  (M.  Poster).  Little  and  daily  is  the  rule 
and  the  antipyretic  effect  is  valuable  but.  after  single  large  bleed- 
ings,  only  temporary.  The  subject  of  irrigation  with  normal 
Ball  lias  been  thoroughly  gone  over  by  \h-.  Kemp  in  bis  discus- 
sion of  my  paper  on  the  "Preventive  Treatment  of  Puerperal 
Eclampsia."  The  fact  that  diuresis  can  be  obtained  in  twenty 
minutes  may  not  be  generally  known-,  and.  by  the  thorough 
cleansing  of  the  bowels,  the  destruction  and  elimination  of  poi- 
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.nous  by  the  liver  and  the  expulsion,  before  absorption,  of  toxins 
from  the  bowel  are  broughl  nearer  to  the  aormal.  Schifl  and 
Lautenbach  found  thai  blood,  if  the  portal  vein  was  Ligated, 
would  kill  when  injected  into  another  animal.     Bouchard  pro 

duced    violent    convulsions   in    rabbits   by   ;i   dialyy.ed   extract    of 
healthy  human  feces. 
Hi  conclusion,  I  would  emphasize  the  physiological  fact  that  the 

pulse  softens  after  venesection,  not  because  of  less  blood  pressure 
from  the  abstraction  of  blood,  but  because  of  the  withdrawal  of 
toxins  which  irritate  the  nerve  centres.  In  other  words,  you 
are  practically  administering  just  as  much  of  a  sedative  as 
though  you  exhibited  chloral  and  bromide,  with  the  additional 
advantage  of  removal  of  the  cause.  The  heart  slows  down:  not 
i hat  the  Load  is  less.  bu1  the  whip  is  broken. 

The  baneful  effects  of  the  "eclamptic  toxemia"  depend  largely 
on  compounds  of  nitrogen.  Therefore,  if  we  carefully  lower  the 
amount  in  the  food  and  increase  the  aggregate  of  its  discharge 
from  the  economy,  we  have  gone  a  Long  way  in  the  prophylaxis 
of  a  disease  whose  dangers  do  not  stop  with  delivery.  In  diet  a 
regetisl  is.  theoretically,  better  fed  than  a  "lactivorist." 
121  West  Eighty-eighth  street. 


TRANSACTIONS  OF  THE 
NEW  YORK  OBSTETRICAL  SOCIETY. 


Stated  Meeting,  Dm  mb<  r  9,  1902. 

The  President,  Egbert  II.  (Jraxdin.  M.D.,  in  lh<  Chair. 

LARGE  FIBROMA  OF  THE  LEFT  OVARY,  INTIMATELY  CONNECTED  WITH 

THE  UTERUS,  NECESSITATING   BYSTERECTOMY  J 

UNEVENTFUL  RECOVERY. 

Dr.  Berman  J.  Boldt. — II.  L.,  set.  44  years;  married  al  26; 
had  eight  children,  the  last  six  years  ago.  Menstruation  began  al 
the  age  of  16  years,  always  regular.  The  flow  was  never  more 
than  of  from  three  to  four  <lays"  duration.  Ten  months  ago 
she  began  to  have  pain  in  the  right  side  of  the  pelvis,  and  shortly 
afterward  a  gradually  enlarging  tumor  was  noticed  above  the 
symphysis.  The  pain  disappeared  and  she  considered  herself 
pregnant,  although  menstruation  continued  regularly.  During 
the  pasl  four  months  the  tumor  increased  rapidly  in  si/..',  bo  that 
al  the  time  of  her  admission  into  the  hospital  it  filled  the  entire 
abdomen,  extending  three   indies  above  the  umbilicus.     Com- 
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plained  of  pressure  in  the  abdomen,  constipation,  and  frequent 
micturition.  She  had  lost  twenty  pounds  in  weight  since  the 
growth  made  its  appearance.  The  diagnosis  was  a  solid  tumor 
of  the  left  ovary.  The  feature  of  interest  during  the  operation 
was  that  its  base  was  in  the  broad  ligament,  so  that  during 
enucleation  it  was  necessary  to  work  in  close  proximity  to  the 
ureter,  and  because  of  its  intimate  relation  with  the  uterus  it 
gave  the  impression  that  it  was  an  intraligamentous  fibroid ;  but 
if  Ave  examine  the  specimen  it  will  be  seen  that  the  Fallopian 
tube  crosses  the  summit  of  the  neoplasm  and  the  fimbriae  are  dis- 
tinctly seen.  The  normal  ovarian  structure  is  absent.  There 
is  a  possibility  that  it  has  been  destroyed  by  pressure,  but  from 
the  appearance  of  the  specimen  I  look  upon  the  growth  as  being 
of  ovarian  origin.  For  this  reason,  and  on  account  of  the  rapid 
growth  during  the  last  four  months.  I  would  like  to  have  the 
specimen  submitted  to  our  pathologist. 

Dr.  W.  S.  Stone. — I  saw  a  specimen,  in  the  laboratory  of  the 
College  of  Physicians  and  Surgeons,  of  supposed  fibroma  or 
nbromyoma  of  the  ovary  which,  detached  from  the  gross  appear^ 
ance  of  the  specimen.  I  was  unable  to  determine  its  nature. 
After  making  the  several  sections  it  was  found  to  be  a  fibromyoma 
uteri  that  had  been  detached  from  the  uterus  and  become 
adherent  to  the  ovary. 

Dr.  W.  Travis  <;ibb. — While  I  was  an  assistant  to  Dr.  Polk  I 
remember  operating  for  fibroids  of  both  ovaries.  The  fibroids 
were  the  size  of  the  closed  fist  and  well  marked. 

Dr.  Andrew  F.  Currier. — I  suppose  these  cases  are  rare.  I 
remember  a  case  at  the  "Woman's  Hospital  of  this  kind.  The 
patient  was  one  of  Dr.  Thomas',  and  the  tumor  was  the  size  of 
the  elosed  fist,  and  the  clinical  diagnosis  was  made  by  Dr.  Thomas 
before  the  patient  was  operated  upon.  She  was  a  large  and  very 
tat  woman,  with  a  large  quantity  of  ascitic  fluid  in  the  abdomen; 
I  recall  that  as  being  one  of  the  peculiar  features  in  connection 
with  the  case.  I  remember  well  Dr.  Thomas  stating  at  the  time 
thai  it  was  a  very  rare  and  interesting  case.  The  operation, 
so  far  as  I  could  judge,  was  very  simple,  although  the  patient 
died  shortly  afterward.  I  should  like  to  ask  Dr.  Boldt  the  result 
of  operation  in  his  case. 

Dr.  H.J.  Boldt. — The  patient  recovered. 

-i  BM1  COUS  MYOFIBROMA;    ABDOMINAL  HYSTERECTOMY. 

Dr.  Eerman  J.  Boldt. — Patient  set.  30,  school-teacher,  single. 
For  two  years  she  suffered  so  much  Erom  profuse  bleeding  as  to 
incapacitate  her  Erom  her  duties.  While  the  tumor  is  qoI  large, 
•  i'_rlii  by  ten  centimetres,  it  could  not  be  pressed  into  the  pelvis, 
and  the  vagina  and  the  pelvic  floor  were  so  rigid  that  it  was 
deemed  besl  to  remove  il  per  abdomen.  Both  adnexa  were  ]efi 
and  attached  to  the  small  pari  of  the  uterus  which  was  left.  It 
will  also  be  noticed  on  the  specimen  thai  an  enucleation  of  the 
tumor  would  have  been  impossible;  it  forms  an  integral  pari  of 
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the  uterus      No  psychical  disturbance  has  so  far  manifested  it- 
self, which  undoubtedly  is  due  to  the  retention  of  the  adnexa. 

BILATERA1     TUBO-OVARIAN     ABSCESS;    ABDOMINAL    BY8.TER0 
SALPINGO-OttPHORECTOMY. 

Dr.  Hi  km  m  J.  Boldt.  The  patienl  was  Benl  to  my  service  al 
St.  Mark's  Hospital  by  Dr.  Goode.  She  had  been  an  invalid  for 
Beveral  years  as  the  resull  of  recurring  attacks  of  pelvic  peri- 
tonitis. An  exudate  in  the  pelvis  extended  aboul  three  fingers1 
breadth  above  the  symphysis.  Because  of  the  intimate  and  exten- 
sive intestinal  adhesions  the  operation  proved  unusually  difficult. 
The  intention  was  to  'I"  it  per  vaginam,  bu1  because  of  the  danger 
of  injuring  intestines  the  abdominal  route  was  preferred,  after 
making  a  more  careful  examination  under  ether.  Since  her  dis- 
charge from  the  hospital  she  feels  perfectly  well. 

KYOFIBROMATOUS    UTERUS    WITH     EXTENSIVE    PELVIC    PERITONITIS; 
.      ABDOMINAL    BYSTERECTOMY ;    RECOVERY. 

Dr.  Herman  J.  Boldt. — The  patient,  34  years  of  age,  began 
to  menstruate  a1  15.  .Menorrhagia  for  several  years.  During 
the  last  four  years  she  had  intense  pain  in  the  lower  abdomen. 
The  interesting  feature  was  the  unusually  extensive  pelvic  peri- 
tonitis, which  made  the  base  of  the  tumor  so  adherent  that  the 
operation  was  unusually  difficult.  She  developed  pneumonia 
three  days  after  the  operation,  which  delayed  convalescence  some- 
what. One  ovary  was  left  and  attached  in  the  pelvis.  None  of 
the  usual  neurasthenic  symptoms  have  manifested  themselves, 
which  may  be  ascribed  to  retention  of  the  ovary.  That  it  was 
impossible  to  leave  the  other  ovary  may  be  seen  from  the  speci- 
men. Its  dimensions  are  tour  by  six  centimetres.  It  contains 
one  colloid  cyst,  and  other  degenerative  changes  are  present. 
The  tube  is  in  a  condition  of  chronic  inflammation. 

TUBO-OVAKIAX    ABSCF.SK;    VAGINAL    CELIOTOMY. 

Dr.  Herman  J.  Boldt. — In  this  instance  the  affected  adnexa 
were  readily  accessible  through  a  posterior  vaginal  section,  hence 
this  course  was  pursued.  It  was.  however,  much  more  difficult  to 
separate  the  adhesions  than  would  have  been  the  case  if  an 
abdominal  section  had  been  made.  It  should  be  the  rule  that  if 
the  operation  intended  can  be  satisfactorily  done  through  the 
vagina,  this  route  should  be  selected.  On  the  other  hand,  one 
should  not  go  to  extremes  and  endeavor  to  do  operations  by 
this  method  which  could  be  better  and  more  conservatively  done 
if  approached  from  above;  this  latter  is  the  case,  in  my  opinion 
and  in  my  experience,  in  operations  for  chronic  inflammations  of 
the  uterine  adnexa. 

DERMOID  TUMOB  OF  LEFT  oYAKY  KKMOVED  BY  VAGINAL  CELIOTOMY. 

Dr.  Herman  J.  Boldt. — The  patient.  ::i  years  old,  had  two 

children,  the  last  ten  years  ago.      For  nine  years  she  complained 

of  a  pain  in  the  lower  abdomen,  and  for  Beveral  years  noticed  a 
swelling  there.    Examination  showed  a  tumor  which  extended  to 
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about  half  way  up  to  the  umbilicus,  and  reached  down  into  the 
pelvis  so  as  to  cause  a  bulging  of  the  cul-de-sac.  Its  consistence 
was  of  an  irregular  hardness;  the  uterus  was  crowded  upward. 
The  ovaries  could  not  be  palpated,  but  because  of  the  greater 
prominence  being  on  the  left  side,  where  there  was  also  severe 
pain  at  times,  it  was  concluded  that  the  tumor  originated  from 
the  left  ovary,  and  was  thought  to  be  a  dermoid  because  of  its 
consistence.  As  it  reached  to  the  pelvic  floor,  vaginal  section  was 
considered  the  more  desirable  point  of  approach.  The  operation 
proved  the  correctness  of  the  diagnosis.  As  usual  in  such  in- 
stances, the  pelvic  peritoneum  was  soiled  to  some  extent  during 
the  enucleation.  The  adhesions  were  regularly  separated  by 
passing  the  hand  into  the  peritoneal  cavity  alongside  of  the  sac. 
A  pelvic  peritonitic  exudate  delayed  the  convalescence  somewhat. 
This  has  occurred  so  frequently  in  vaginal  operations  for  dermoid 
tumors  that  I  question  whether  the  vaginal  route  is  the  most 
desirable  for  such  tumors,  even  if  they  are  on  the  pelvic  floor. 

MYOMATOUS  UTERUS;  SUPRAVAGINAL  HYSTERECTOMY;  BOTH  ADNEXA 

RETAINED  AND  ATTACHED  TO  THE  REMAINING  UTERINE 

STRUCTURE ;  RECOVERY. 

Dr.  Herman  J.  Boldt. — The  specimen  is  presented  with  a  full 
report  from  Dr.  Brooks,  because  one  of  our  colleagues  expressed 
his  doubt  as  to  the  justifiability  of  having  removed  the  uterus, 
but  suggested  that  it  might  have  been  possible  to  enucleate  the 
tumor.  The  patient  is  28  years  old,  single,  and  suffered  from 
metrorrhagia  so  much  as  to  incapacitate  her  from  attending  to 
her  vocation. 

Dr.  Brooks'  report  is  as  follows:  "Microscopic  examination 
of  the  tissues  removed  from  tumor  and  uterus  showed  the 
following:  Sections  through  the  endometrium  showed  the  lat- 
ter to  be  in  an  advanced  stage  of  hyperplasia  with  marked 
cystic  degeneration.  The  cysts  were  in  some  instances  still  filled 
with  fluid  which  had  been  coagulated  by  hardening  agents 
employed.  The  intertubular  tissue  was  of  the  round-celled  type, 
with  occasional  areas  of  induration  (fibroid).  Sections  from 
the  soft,  glistening  portion  of  tumor  showed  a  loosely-arranged 
fibrillated  tissue  in  the  meshes  of  which  is  a  colloid  or  mucoid 
substance,  coagulated  by  the  fixative.  It  represents,  in  my 
opinion,  a  degeneration  such  as  is  described  in  all  standard  texl 
books  "M  general  pathology.  Sections  from  firm  portions  of  the 
tumor  showed  the  typical  features  of  fibromyoma,  so  well 
described  everywhere."  The  microscopic  examination  of  the 
endometrium  shows  it  to  be  in  an  advanced  stage  of  hyperplasia 
with  marked  cystic  degeneration.  The  tumor  itself  is  in  a  state 
of  beginning  colloid  degeneration. 

MYOFIBROMA   OF  Till:    I'TKIH  s;    <u\.<;  i:\ITAL  ABSENCE  OF  Till'.   rjEFT 
•|i  BE  AMinVAHV;  SUPRAVAGINAL  HYSTERECTOMY;  RECOVERY. 

I)i{.  Herman  J.  Boldt. — The  patient.  Mrs.  II..  is  47  years  old, 
never  pregnant.  She  had  always  been  troubled  with  profuse 
menstruation,  but  during  the  pasl  four  months  she  had  profuse 
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metrorrhagia,  Her  appearance  was  cachectic,  since  the  l""_rin- 
ning  of  the  metrorrhagia  she  noticed  an  increase  in  the  Bize  of 
tlii  abdomen,  and  aboul  the  Bite  of  the  tumor  she  had  pain  The 
neoplasm  filled  the  pelvis  and  encroached  more  on  the  righl  side 
in  tin-  abdominal  cavity;  it  reached  up  to  ;i  line  <>n  a  Level  with 
the  umbilicus.  It  was  irregular  in  contour  ;m<l  seemingly  ad- 
i  to  tin'  abdominal  parietes.  About  the  operation  itself 
there  was  nothing  unusual;  bu'1  while  the  righl  tube  and  ovary 
were  normally  developed,  the  lefl  adnexa  were  absent.  The  mosl 
careful  search  failed  to  show  even  ;i  trace  of  rudimentary  adnexa. 
The  specimen  was  subsequently  examined  by  \h-.  Brooks,  the 
pathologist  to  tin1  hospital,  and  he,  too,  failed  to  find  any  trace  of 
the  adnexa  on  the  specimen.  To  have  overlooked  them  in  the 
abdomen  is  out  of  the  question. 

Dr.  J.  Riddle  Gofpe.  [n  reference  to  Dr.  Boklt's  case  of 
hysterectomy  for  fibroid  tumor,  I  wish  to  say  that  I  do  not  con- 
sider myomectomy  contraindicated  in  such  ruses  on  account  of 
the  condition  of  the  endometrium  alone,  unless  it  be  cancerous. 
Dr.  McCosh  has  recently  reported  a  number  of  these  cases  in 
which  he  did  myomectomies  and  curetted  the  endometrium.  In 
all  the  cases  he  had  a  careful  examination  made  of  the  scrapings, 
but.  with  the  exception  of  one  instance  in  which  there  was  be- 
lieved to  be  accidental  contamination,  he  failed  to  find  by  micro- 
scope or  culture  any  pathologic  bacteria.  Therefore,  so  far  as 
fear  of  infect  ion  fronJ  the  endometrium  in  cases  of  fibroid  tumors 
is  concerned,  it  seems  to  me  we  have  been  entertaining  needless 
fear.  Cystic  degeneration  is  not  a  contraindication;  there  is  no 
reason  why  the  endometrium  should  not  be  curetted  away  and  a 
healthy  interior  to  tin'  uterus  secured. 

T  wish  to  mention  a  case  operated  upon  this  fall.  A  myomec- 
tomy was  done  by  abdominal  section,  removing  a  large  fibroid 
from  the  wall  of  the  uterus.  Tn  doing  so  I  encroached  upon 
the  endometrium  and  broke  through.  The  endometrium  was 
cystic  and  degenerated.  I  saw  no  reason  for  not  curetting  the 
endometrium,  which  I  did  through  the  hole  in  the  top  of  uterus, 
performing  a  transperitoneal  curettage,  so  to  speak.      After  that 

I  passed  a  dilator  through,  dilated  the  cervix,  and  placed  a  strip 
of  gauze  through  into  the  vagina.  I  then  sutured  the  mucous 
membrane  of  the  uterus,  then  the  muscular  structures,  and  then 
the  peritoneum.  The  patienl  made  a  simple  and  nice  con- 
valescence.  Therefore  I  think  that  we  may  disregard  the  condi- 
tion of  the  endometrium  so  far  as  contraindicating  myomectomy 
in  th<  To  what  extenl  Die  involvement  by  the  neoplasms 

may  contraindieate  myomectomy  is  a  nice  question,  to  be  de- 
termined by  careful  examination,  and  depending  somewhat  upon 
the  experience  ot  the  operator.  The  indications  for  myomectomy 
are  being  rapidly  extended. 

PERITONITIS;    INTESTINAL  OBSTRUCTION;   CAUSE    NOT  POUND. 

Dr.  Herman  d.  Boldt. — The  patient  was  seen  by  me  about 

14 
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midnight  of  December  2.  The  following  history  was  given  by  her 
physician  :  She  was  taken  ill  suddenly  on  the  morning  of  Decem- 
ber 2  with  excruciating,  cramp-like  pain  in  the  abdomen,  which 
was  referred  to  the  right  side,  in  the  cecal  region,  as  the  point 
of  greatest  intensity.  She  was  seen  about  the  time  of  its  onset  by 
Dr.  Broder,  who  gave  her  a  hypodermatic  injection  of  morphine 
and  sent  her  home  in  an  ambulance  as  soon  she  felt  relieved. 
Six  years  ago  she  was  operated  upon  by  me  for  mobile  retro- 
flexion. When  seen  with  Dr.  M.  Lewinsky  her  temperature  was 
normal,  pulse  134.  respiration  not  counted,  but  it  was  accel- 
erated ;  appearance  pale,  as  we  find  those  in  collapse.  Examina- 
tion of  the  pelvic  organs  was  negative;  the  uterus  was  well  up 
and  anterior  so  far  as  could  be  determined  per  vaginam,  a 
bimanual  examination  being  impossible.  The  abdomen  was  sensi- 
tive in  its  entirety,  but  especially  so  in  the  lower  part  from  about 
two  fingers'  width  above  the  umbilicus.  It  seemed  as  though 
a  large  exudate  was  in  the  abdomen.  It  was  said  that  her  bowels 
had  moved  normally  the  day  previous  and  slightly  that  morning. 
Xo  cause  for  the  sudden  onset  of  the  pain  could  be  elicited  from 
the  history.  No  diagnosis  could  be  made,  except  that  she  had 
peritonitis,  and  it  was  thought  best  to  make  an  exploratory  lap- 
arotomy. Extrauterine  pregnancy  and  appendicitis  had  been 
discarded  by  me  as  probable  causative  factors.  The  only  other 
condition  which  was  thought  likely  by  us  to  have  caused  the 
sudden  attack  of  peritonitis  Avas  the  rupture  of  a  perhaps  exist- 
ing pyosalpinx.  because  the  patient  had  been  under  the  care  of  a 
physician  in  Chicago  for  supposed  pelvic  disease,  said  to  be 
ovarian  inflammation.  At  all  events,  it  was  deemed  best  to  send 
her  to  the  hospital  at  once  and  explore  the  abdominal  cavity 
without  delay.  On  arrival  there  she  was  given  a  high  enema  to 
empty  the  intestinal  tract — no  result.  An  ice  coil  was  applied  to 
the  abdomen.  When  seen  about  8:30  a.m.  the  patient  said  that 
she  felt  much  better:  and  although  the  abdomen  was  not  quite 
as  much  distended  as  during  my  first  visit,  nor  quite  as  rigid,  it 
was  still  evident  that  an  intense  peritonitis  was  present.  The 
relatives  requested  consultation  by  medical  men  before  the  in- 
tended  exploration  should  be  done.  This  was  cheerfully  acceded 
to.  She  was  seen  in  consultation  with  Drs.  W.  II.  Porter  and  W. 
II.  Thomson:  while  Dr.  Porter  agreed  as  to  the  desirability  of 
making  an  exploratory  section,  Dr.  Thomson  thoughl  ii  besl  to 

wail    and    eontinue   the  eneniata.    t,.  see    whether   the  obstruction 

which  was  Beemingly  present  could  he  relieved  by  other  means. 
It  was  siaied  by  the  nurse  thai  flatus  had  escaped  after  one 
enema,  and  also  a  few  Bcybala.  After  another  enema  more  flatus 
was  passed.  Her  condition  when  seen  about  5  p.m.  was  undoubt- 
edly worse.     \>r.  Einhorn,  who  happened  to  he  in  the  hospital, 

was  good  enough  tO  see  her  with  me.  and  directly  afterward    Dr. 

Thomson  saw  her  again  at  the  request  of  relatives.  All  agrei  d  as 
to  the  desirability  of  making  an  exploratory  section  to  find  out  the 

Cause  of   the   trouble,    no   one   having   made  a  definite  diagnosis. 
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<»n  opening  the  abdomen  it  was  found  thai  the  pelvic  organs  and 
the  appendix  were  normal.  The  entire  intestinal  tracl  was  care- 
folly  searched  without  finding  the  seal  of  obstruction.  It  was 
i  vi<lciit  that  the  cause  of  the  peritonitis  was  aol  Erom  any  macro- 
Bcopica]  Lesion  in  the  abdominal  cavity.  It  was  an  acute  intestinal 
paralysis,  caused  by  an  acute  peritonitis  of  andiscoverable  origin. 
A  trocar  puncture  made  into  the  small  bowel  gave  exit  only  to 
Borne  fluid  previously  introduced  by  the  enemata.  This  was  like- 
wise tlif  case  through  the  opening  made  by  colostomy.  Death 
ensued  thirty  hours  later  with  gradual  increase  of  the  symptoms 
<>f  intestinal  obstruction.  The  autopsy  did  oot  shed  additional 
light  on  the  cause  of  the  peritonitis. 

Db.  J.  Kiddle  Goffe. — T  should  like  to  ask  \)v.  Boldl  if  any 
attempt  was  made  to  obtain  cultures  Erom  the  exudate  or  serum 
of  the  abdomen. 

Dr.  II.  J.  Boi.DT. — T  cannot  say. 

Dr.  J.  RiddTjE  Goffe. —  I  should  like  to  recall  a  case  somewhal 
of  similar  character  to  the  one  reported,  occurring  in  a  young 
woman  in  whom  peritonitis  was  undoubtedly  due  to  ptomaine 
poisoning:.  She  was  the  wife  of  a  physician  and  she  and  her 
husband  had  been  calling  on  some  friends  in  the  evening  and  had 
been  served  with  refreshments.  Lobster  was  one  of  the  articles 
of  diet.  During  the  night  both  were  taken  with  intense  cramps 
in  the  abdomen  attended  with  active  emesis  and  diarrhea.  The 
husband,  after  a  complete  evacuation  from  promptly  taking  salts. 
made  a  recovery.  The  wife,  however,  developed  a  high  tempera- 
ture  the  following  day.  and  the  case  ran  on  to  an  acute  and 
extremely  malignant  form  of  peritonitis.  Nothing  seemed  to 
help  her.  Dr.  Wyeth  and  Dr.  Bull  were  called  in  consultation. 
and  it  was  finally  decided  to  make  an  exploratory  incision.  This 
was  done  and  nothing  was  found  in  the  pelvis  or  abdomen  to 
account  for  the  peritonitis.  The  appendix  was  involved  iu  the 
general  inflammation  and  was  removed.  The  patient  died 
promptly.  The  general  opinion  was  that  we  had  to  deal  with  a 
case  of  ptomaine  poisoning.  No  lesions  were  found  that  could 
account  for  the  inflammatory  action. 

Dr.  Joseph  Bbettaueb. — I  should  like  to  ask  Dr.  Boldl  if  the 
peritonitis  was  purulent. 

Dr.  H.  J.  Boldt. — No. 

Dr.  Brettauer. — Was  there  serous  exudation.' 

Dr.  Boldt. — Yes. 

Dr.  Brettaufr. — It  is  a  difficult  thing  to  discuss  this  particu- 
lar case  in  the  absence  of  a  bacteriological  examination  and 
report.  If  the  Berum  thai  was  present  in  the  peritoneal  cavity 
contained  the  colon  bacilli,  then,  of  course,  explanation  is  easier. 
Cases  have  been  frequently  repotted  as  being  idiopathic  peri- 
tonitis, but  they  are  really  cases  of  secondary  peritonitis.  Per- 
sonally I  believe  that  in  cases  of  chronic  constipation,  or  chronic 
colitis,  with  superficial  ulcerations  in  the  course  of  the  colon, 
without   any  rupture  of  the  gut,  it  is  possible  that  some  of  the 
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colon  bacilli  may  wander  through  the  intestinal  wall  at  places 
where  the  epithelial  lining  is  interrupted  and  cause  peritonitis. 

Dr.  yV.  T.  Gibb. — Recently  I  had  a  case  similar  to  the  one 
reported.  It  was  one  of  general  peritonitis,  with  much  enlarge- 
ment of  the  abdomen  and  all  the  other  symptoms  of  peritonitis. 
The  gentleman  I  had  in  consultation  said  there  was  a  large 
abscess  surrounding  the  appendix.  Still,  a  positive  diagnosis 
could  not  be  made,  as  the  abdomen  was  so  tense.  The  abdomen 
was  opened  and,  so  far  as  could  be  seen  from  the  gross  appear- 
ance, no  trouble  was  found  in  the  appendix,  which  was  no  more 
inflamed  than  the  rest  of  the  peritoneal  surface.  There  seemed 
to  be  no  other  cause  for  the  trouble.  The  appendix  was  taken  out 
and  the  patient  made  a  prompt  recovery.  On  opening  the  ap- 
pendix there  was  found  a  partial  obliteration  of  its  lumen. 

Dr.  R.  A.  Murray. — It  is  not  uncommon  to  find  appendicitis 
where  no  perforation  or  necrosis  has  occurred  and  the  appendix 
vermiformis  grossly  exhibited  no  more  marked  signs  of  inflam- 
mation than  the  rest  of  the  peritoneum  infected  by  it.  There 
was  no  limiting  layer  of  fibrin  and  the  peritonitis  was  diffuse 
and  very  severe  and  sudden.  I  have  seen  three  cases  recently 
where  appendicitis  was  easily  diagnosed  by  the  hardness  or 
brawniness  of  the  abdominal  wall  over  the  appendix,  and  a  large 
exudate  with  pus.  forming  a  tumor,  was  diagnosed  by  the  operat- 
ing surgeon,  but  on  opening  the  abdomen  very  few  adhesions, 
no  pus.  and  an  imperforate  inflamed  appendix  was  found  with 
diffuse  peritonitis.  The  onset  was  sudden  and  quickly  prostrat- 
ing in  each  instance.    I  do  not  believe  in  idiopathic  peritonitis. 

Dr.  H.  J.  Boldt. — The  appendix  was  found  to  be  smaller. 
There  were  no  evidences  of  inflammatory  signs  beyond  those  as- 
sociated with  the  general  serous  peritonitis.  Whether  a  bacte- 
riological examination  was  made  or  not  I  do  not  know.  The  case 
occurred  only  a  couple  of  days  ago.  I  can  say,  though,  with 
positiveness,  that  nothing  was  found  except  an  ordinary  general 
diffuse  peritonitis.  I  should  like  to  ask  Dr.  Brettauer  if,  in  those 
•cases  in  which  the  infection  comes  from  the  colon  bacilli,  the 
attacks  were  .is  acute1  in  character  as  in  the  instance  which  was 
related.  This  woman  was  perfectly  well,  and  the  attack  came  on 
suddenly  in  one  who  was  in  the  best  hygienic  surroundings. 
When  the  history  of  the  case  was  given  me  I  first  thought  of  a 
perforation  of  the  appendix  or  ruptured  ectopic  gestation. 

With  regard  to  the  cystic  degeneration,  I  did  not  bring  it  up 
as  a  question  of  the  indication  for  operation.  I  simply  men- 
tioned it  as  a  pathological  finding  by  \h-.  Brooks.  As  the  speci- 
men shows,  it  was  a  case  of  colloid  degeneration  of  the  tumor. 

and    il    would    have   been    impossible   to   enucleate   the   tumor  by 
means  of  a  myomectomy  j  that  was  entirely  oul  of  I  he  <i'"'st  ion. 

DR.   A.  F.  CURBIEB   read   the   paper  of  the  evening,  entitled 
Tin    scum.  OF  VAGINAL  INCISION. 

He  said  thai  it  would  be  impossible  to  present  any  subject  to 
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the  Society  for  discussion  which  had  qoI  been  tested  and  upon 
which  most  of  those  present  had  qo1  formed  an  opinion.  In 
ilic  judgmenl  of  some  of  the  workers  in  this  Held,  the  advanl 
of  the  vaginal  route  were  exaggerated  t « »  the  detrimenl  of  the 
method  which  was  based  upon  the  median  abdominal  incision, 
and  it  was  believed  by  them  to  be  unwise  to  abandon  a  method 
which  had  resulted  in  such  inestimable  advantages  and  benefit  in 
favor  of  one  which,  whatever  its  merits,  was  not  without  dis- 
advantage and  danger.  This  discussion  had  resulted  in  the  re- 
establishmenl  of  tin-  value  of  the  abdominal  method  of  procedure, 
and  had  also  led  to  the  enlargement  of  the  scope  of  vaginal 
incision,  and  had  given  us  many  new  and  valuable  indications 
for  the  treatment  of  pelvic  and  abdominal  disease. 

By  vagina]  incision  we  take  the  term  in  its  most  comprehensive 
sense,  whether  the  cut  be  anterior  to  the  vaginal  portion  of  the 
cervix,  circular,  or  posterior  to  it;  a  lateral  incision,  for  partic- 
ular reasons,  an  anterior  incision  with  lateral  prolongations,  a 
median  incision  at  right  angles  to  the  anterior  or  posterior  one,  or 
any  other  modification  that  may  he  made  to  meet  individual  re- 
quirements. The  circular  incision  has  its  sphere  of  usefulness 
almost  exclusively  in  those  cases  in  which  the  uterus  is  to  be  re- 
moved either  with  or  without  the  appendages. 

The  usefulness  of  the  anterior  incision  with  its  modifications  is 
somewhat  more  exlensive.  but  Dr.  Currier  preferred  the  posterior 
incision  in  almost  all  cases.  The  posterior  incision  affords  the 
greatest  amount  of  working  space. 

It  seems  to  be  a  fact  that  a  section  of  the  peritoneum  by  way 
of  the  vagina  makes  less  impression  upon  the  vital  forces  than 
one  made  through  the  abdominal  wall,  though  we  cannot  give  an 
explanation  that  is  satisfactory.  It  may  be  because  fewer  tissues 
are  invaded,  or  because  of  different  relations  in  the  nerve  supply. 
The  opportunity  for  drainage  and  irrigation  by  the  vaginal  in- 
cision was  incomparably  superior  to  that  which  may  be  derived 
by  the  abdominal  route.  Should  hemorrhage  occur  after  a 
vaginal  operation,  we  have  the  most  positive  evidence  of  its 
occurrence  and  can  usually  relieve  ii  by  pressure  more  efficiently 
and  with  less  danger  to  the  patient  than  by  the  formidable 
operation  of  opening  the  abdomen.  The  elimination  of  the  possi- 
bility of  hernia  in  almost  all  cases  is  also  no  inconsiderable 
advants  a 

The  anterior  vaginal  incision  may  he  made  for  certain  diseases 
and  dislocations  of  the  uterus,  for  certain  diseases  of  the  tubes 
and  ovaries,  and  occasionally  for  the  treatment  of  inflam- 
matory exudates  within  the  pelvis.  The  most  frequenl  indication 
for  operating  upon  the  uterus  through  the  anterior  incision  is 
retroflexion.  It  is  essentia]  for  the  success  of  such  an  operation 
that  tin'  uterus  he  movable  or  but  slightly  adherent,  that  it  b 
greatly  enlarged,  and  the  pelvis  of  at  least  the  average  dimen- 
sions. The  uterus,  having  been  brought  to  the  front,  may  he 
1  in  the  anterior  position  by  shortening  the  round  ligaments, 
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by  attaching-  the  body  to  the  supravaginal  cervix,  or  by  at- 
taching the  body  to  the  anterior  vaginal  wall.  The  method 
of  vaginal  fixation  was  not  entirely  successful,  and  he  thought 
it  ought  to  be  abandoned,  excepting  in  those  cases  in  which  the 
child-bearing  period  was  past.  If  the  anterior  wall  of  the 
uterus  was  the  seat  of  myomata,  intramural  or  subperitoneal, 
such  growths  might  be  removed  through  this  incision.  Pyosalpinx. 
hydrosalpinx,  and  ovarian  tumor  are  occasionally  located  in  the 
anterior  segment  of  the  pelvis,  and  if  they  are  unattached  they 
can  usually  be  removed  through  this  incision.  Inflammatory 
exudates  and  collections  of  pus  in  the  anterior  segment  of  the 
pelvis  and  in  the  subperitoneal  tissue  may  be  drained  through 
the  anterior  vaginal  incision.  An  additional  incision  in  the  groin 
may  be  useful  in  effecting  more  perfect  drainage  and  irrigation. 
The  anterior  incision  will  occasionally  prove  a  valuable  aid  in 
diagnosis. 

The  field  of  usefulness  of  the  posterior  vaginal  incision  was  a 
very  broad  one 

1.  It  is  distinctly  valuable  for  the  aid  it  renders  diagnosis.  The 
advantages  in  such  cases  are  enhanced  if  the  uterus  and  its 
appendages  are  movable.  If  the  uterus  is  not  movable  it  is 
unwise  to  attempt  to  drag  it  down.  Many  conditions  other  than 
gynecological  can  be  diagnosed  through  this  incision,  as  tuber- 
culous deposits  of  the  omentum,  enlarged  retroperitoneal  glands, 
disturbed  conditions  of  the  intestines,  etc. 

2.  Treatment  of  pelvic  exudates  by  this  method  is  subject  to 
limitations.  The  fingers  have  not  the  same  mechanical  advantage 
in  breaking  up  adhesions  as  they  would  have  through  an  abdom- 
inal incision.  The  danger  of  injuring  the  intestines  in  such 
manipulations  is  ever  present  and  the  abdominal  route  would  be 
safer.  If  a  pelvic  abscess  is  found  it  might  be  perforated  with 
a  trocar,  the  pus  drawn  off,  the  cavity  irrigated  with  a  mild 
antiseptic  solution,  the  incision  enlarged  with  the  scissors  or  a 
dilator,  a  canula  fixed  in  the  incision,  and  irrigation  performed 
once  or  twice  a  day  until  the  discharge  ceases.  This  treatment 
bad  relieved  many  to  such  an  extent  that  they  refused  further 
operal  ion. 

.!.  Tumors  of  the  ovaries  and  tubes,  if  not  too  firmly  adher- 
ent, may  be  removed  by  this  route.  If  the  uterus  has  been  muti- 
lated in  the  attempl  to  remove  the  tumor,  it  may  he  necessary  to 
remove  it  as  well,  but  there  was  no  logic  in  removing  a  uterus 
simply  he<-;i use  il  might  give  1  rouble  later,  [f  the  mass  within  the 
pelvis  is  too  dense  and  firm  the  operation  may  be  completed  by 
means  of  an  abdominal  Incision.  Diihrssen  suggested  thai  it* 
,-i  tumor  is  on  one  side  only  of  the  pelvis,  and  the  uterus  fixed, 
the  broad  ligamenl  on  the  diseased  side  may  be  divided  dose  to 
the  uterus,  between  a  double  row  of  ligatures.  The  uterus,  thus 
liberated,  may  be  drawn  ou1  of  the  vulva  or  pushed  to  one  side 
of  the-  pelvis,  thereby  giving  space  Eor  the  release  and  removal 

.  f  the   tumor  of  the  ovary  or  tube,   which    mighl    not   uthei-wi.se 
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be  readily  liberated.  He  suggested,  furthermore,  thai  it  was 
possible  to  make  the  section  of  both  broad  Ligaments,  should  thai 
be  deemed  desirable. 

4.  The  class  of  uterine  myomata  in  which  there  is  a  distinct 
pedicle  and  in  which  the  tumor  is  troublesome. 

5.  [ntraliganientous  cysts  mighl  be  attacked  from  below  and 
enucleated;  in  these  cases  the  subsequent  drainage  of  the  cavity 
winch  remains  is  more  satisfactory  and  the  operation  less  for- 
midable by  the  vagina  than  by  the  abdomen. 

6.  In  addition  to  the  knowledge  which  the  posterior  incision 
gives  as  to  the  Location  and  surroundings  of  the  displaced  uterus 
and  appendages,  it  also  affords  the  opportunity  for  their  release 
if  they  are  not  loo  firmly  adherent,  for  their  removal  if  they  are 
sufficiently  diseased,  and  for  their  replacement  should  that  form 
of  treatment  be  indicated. 

7.  The  posterior  vaginal  incision  may  also  be  used  for  the 
drainage  of  accumulations  of  fluid  in  the  abdomen  resulting  from 
tuberculosis,  liver  and  kidney  disease,  and  malignant  new 
growths.  This  method  of  treatment  had  not  yet  had  the  trial 
that  it  deserved.  Tuberculosis  of  the  peritoneum  is  often  cured 
by  section  and  drainage;  and  though  the  other  diseases  cannot 
be  cured,  distressing  symptoms  may  often  be  relieved.  The 
removal  of  ascitic  fluid  uives  but  partial  relief;  permanent  drain- 
age by  a  vaginal  incision,  a  curved  tube  of  metal  or  glass  being  re- 
tained in  the  vaginal  opening,  and  irrigation  with  salt  or  boric 
acid  solution,  would  be  a  valuable  palliative  measure  in  a  large 
series  of  distressing  c.-ises. 

8.  The  posterior  vaginal  incision  had  also  a  field  of  useful- 
ess     for    the    parturient    and     puerperal    condition.     Ovarian 

tumors  with  long  pedicles,  which  have  acted  as  insuper- 
able obstacles  to  delivery,  have  been  removed  by  this  route. 
Duhrssen  had  advocated  this  route  as  an  approach  to  a  ruptured 
uterus,  the  broad  ligamenl  on  either  side  being  divided,  the  uterus 
drawn  down,  and  the  rent  closed  after  the  location  has  been 
actually  determined  by  inspection.  In  puerperal  septicemia  with 
perimetric  induration  and  possible  abscess,  the  vaginal  incision 
with  irrigation  and  drainage  would  often  prove  a  Life-saving 
measure.  The  advantages  of  this  method  bad  not  yet  been  appre- 
ciated by  the  profession.  Some  gynecologists  advised  the  vaginal 
operation  for  ectopic  gestation  during  the  first  few  weeks  of  its 

history,  if  the  tumor  is  no  larger  than  a  fist  or  a  child  "s  head,  if  it 

lies  low  in  the  pelvis,  and  if  hemorrhage  is  not  present  and  has 
do1  been  present  for  several  years.  Dr.  Currier  considered  ibis 
dangerous  advice,  as  ii  is  not  always  possible  to  say  whether 
hemorrhage  is  not  taking  place  in  such  tumors,  ami  it  is  certainly 
easy  to  excite  dangerous  hemorrhage  by  the  manipulations 
required  tor  the  removal  of  such  a  tumor  through  the  vaginal 
incision. 

Dr.  W.  M.  Polk. — T  think  it  is  desirable  for  us  to  bear  in 
mind   that  this  is  not    child's   work.      No  one  should   attempt    it 
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until  he  is  familiar  with  work  by  the  suprapubic  route.     It  is 

dangerous  to  attack  an  extrauterine  pregnancy  from  below.  The 
point  brought  up  with  regard  to  the  difficulty  of  controlling 
hemorrhage  and  the  danger  of  sepsis  is  well  taken,  and  I  have 
been  surprised  that  any  should  attempt  to  control  hemorrhage 
by  any  other  than  the  suprapubic  route. 

The  other  point  is  well  taken  with  regard  to  supporting  a  retro- 
flexed  uterus,  and  I  know  that  it  is  quite  in  keeping  with  work 
that  has  been  done  by  members  of  this  Society  who  are  regarded 
as  experts  in  this  operation.  I  have  been  led  to  understand  that, 
at  Kaufman's  clinic,  the  operation  can  be  done  better  from  below. 
It  seems  to  me  that  to  determine  the  plan  of  the  work  we  should 
first  decide  whether  its  methods  are  of  more  value  than  those  in 
vogue. 

Dr.  H.  L.  Collyer.- — I  heartily  approve  the  method  of  empty- 
ing abscesses  before  doing  an  abdominal  section ;  many  cases.  I 
believe,  are  saved  in  that  way.  As  already  stated,  eventually 
further  operation  may  not  be  required.  This  has  been  my  experi- 
ence. So  far  as  the  vaginal  fixation  of  a  retroflexed  uterus  is  con- 
cerned, I  have  ceased  to  operate  in  that  way.  It  does  not  relieve 
the  patient  satisfactorily,  and  it  adds  new  symptoms  frequently 
worse  than  prior  to  operation. 

Dr.  J.  Riddle  Gopfe. — I  find  that  the  subject  of  vaginal  sec- 
tion for  the  treatment  of  pelvic  disease  in  women  is  attracting 
steadily  increasing  attention.  This  paper  of  Dr.  Currier's  is  a 
renewed  evidence  of  it.  and  I,  in  common  with  all  of  us,feel under 
personal  obligation  to  the  author  for  this  interesting  review  of 
the  work  of  German  operators  in  this  field.  I  am  a  firm  believer 
in  the  advantages  and  possibilities  of  the  vaginal  method  and  am 
constantly  extending  its  range  of  application  in  my  work. 

In  large  pelvic  abscesses  with  patients  much  emaciated  from  a 
disease  of  long  standing,  or  in  actively  acute  cases,  we  all  know 
it  is  preferable  to  make  an  incision  in  the  vagina  and  evacuate 
the  pus  from  below.  Now.  why  do  we  choose  this  in  preference 
to  laparatomy?  Because  we  believe  that  it  is  for  the  best  in- 
teresl  of  the  patient,  gives  less  shock,  less  traumatism,  and 
greater  rapidity  of  procedure.  Dr.  Grandin,  when  he  has  a  ease 
of  ectopic  gestation,  before  opening  the  abdomen  makes  ;i  vaginal 
incision  to  confirm  his  diagnosis.  Why  .'  Because  it  is  a  simple 
and  safe  procedure  and  may  save  the  patienl  Erom  ;i  Laparatomy 
— a  procedure  w  hi ch  he  deems  more  unfortunate  for  her.  When 
his  worst  fears  are  confirmed  he  feels  thai  the  risks  of  Laparatomy 
are  justifiable  and  proceeds  to  do  it,  alt  bough  some  men.  in  many 
instances,  prefer  to  complete  the  work  through  the  vagina.     It 

.-'■ems  to  me,  reasoning  from  two  classes  of  cases,  that.  ;is  a   rule, 

any  work;  that  can  he  done  ;is  safely  ami  as  satisfactorily  Erom 
below  as  from  above,  from  the  standpoint  of  the  patient,  is  better 
don,.  Prom  below.  I  think  thai  this  is  ;i  proposition  thai  all  are 
willing  to  accept.  Then  tie'  question  arises,  what  conditions  can 
!»■  treated  through  the  vagina,  from  below,  ;is  safely  and  as  '•!'- 
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fleiently  as  from  above)  Thai  is  n  matter  of  persona]  expe- 
rience. For  myself,  I  find  thai  almosl  any  condition  thai  is 
Found  within  the  true  pelvis  can  be  treated  as  efficiently,  as 
promptly,  as  satisfactorily,  to  myself,  to  tin'  patient,  and  to  the 
patient's  future  health,  from  below  as  from  above  It  is  ;i  pref- 
erable method  for  many  reasons  aside  from  its  Bafety,  and  there- 
fore I  employ  it. 

The  question  now  comes  up  as  to  the  incision  thai  should  be 
made.  Dr.  Currier  favors  the  posterior  incision,  and  he  seems  to 
draw  a  line  sharply  between  the  two.  In  my  practice  it  is  com- 
mon to  make  both  incisions.  If  I  have  a  retroverted  uterus, 
with  prolapsed  appendages,  bound  down  by  adhesions,  I  make  a 
posterior  incision  to  break  up  adhesions  in  Douglas'  pouch  and 
along  the  base  of  the  broad  ligaments,  and  then  ihe  anterior  to 
complete  the  work.  When  it  comes  to  the  removal  of  the  ap- 
pendages or  treating  them  surgically,  resecting  tubes  or  ovaries 
and  other  conservative  work,  I  find  that  these  organs  can  be 
reached  far  more  easily  and  satisfactorily  through  the  anterior 
incision.  If  we  remember  the  normal  position  of  the  uterus,  that 
the  fundus  is  pointed  toward  the  symphysis  pubis,  it  becomes  ap- 
parent that  it  is  necessary  to  depress  the  fundus  only  through  a 
very  short  arc  of  a  circle  to  bring  it  down  into  the  vagina.  The 
fundus  in  the  vagina  forms  with  the  broad  ligaments  an  inclined 
plane  with  the  appendages  on  either  side.  They  can  be  brought 
down  to  the  vulva  and  can  be  handled  with  far  greater  ease  than 
in  working  through  an  abdominal  incision.  Criticism  was  made 
at  the  American  Gynecological  Society  that  in  doing  this  work 
from  below  the  sunshine  could  never  give  you  light  there.  You 
can  get  as  much  sunshine  at  the  vulva  as  you  can  through  the 
abdominal  incision.  As  to  the  method  of  breaking  up  adhesions, 
if  attacking  them  through  the  abdominal  incision,  the  first  step 
we  take  is  to  get  down  to  the  bottom  of  the  pelvis  by  a  safe  route 
and  as  promptly  as  possible,  because  it  is  safer  and  easier  to  sep- 
arate adhesions  from  below  up  than  from  above  clown.  The  line 
of  cleavage  is  readily  found  there,  and  in  coming  up  along  the 
surface  of  the  diseased  and  adherent  organs  the  adhesions  readily 
give  way,  and  when  the  coils  of  intestines  are  reached  at  t he 
top  the  danger  of  injuring  them  is  reduced  to  a  minimum.  Now, 
if  you  are  operating  through  the  vagina  you  can  come  down  at 
once  on  the  proper  starting  poinl  for  the  separation  of  adhesions, 
and  that  is  the  secret  of  success  in  freeing  adherent  organs,  even 
beyond  the  field  of  sight.  A  little  careful  attentive  experience 
enables  one  b}r  touch  to  discriminate  in  a  surprising  manner  the 
various  tissues  with  which  we  have  to  deal. 

With  regard  to  the  efficiency  of  this  method  of  shortening  'In- 
round  Ligaments  through  the  vaginal  incision,  my  experience  has 
been  highly  satisfactory.  The  uteri  have  remained  in  place. 
The  patients  have  been  anatomically  and  symptomatically  cured. 
I  cannol  say  that  there  have  been  no  recurrences.  There  were 
several  among  my  early  cases,  due  to  errors  of  technique. 
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With  regard  to  dermoid  cysts,  I  have  removed  three  through 
the  vaginal  incision,  and  I  have  experienced  no  trouble,  except 
in  one  case  where  there  was  a  pint  of  fluid  present.  No  peri- 
tonitis developed  in  this  case,  but  a  small  collection  of  pus  ap- 
peared at  the  upper  extremity  of  the  vaginal  incision. 

With  regard  to  the  method  of  making  an  anterior  incision,  I 
first  make  a  transverse  incision  in  front  of  the  cervix,  then  a 
longitudinal  incision  at  right  angles  to  this  throughout  the  entire 
length  of  the  vaginal  wall.  The  vagina  is  then  dissected  from 
the  bladder  for  one  and  a  half  inches.  With  a  strong  retractor 
the  bladder  can  be  carried  up  against  the  abdominal  wall,  and 
by  depressing  the  cervix  with  the  traction  forceps  a  large  open- 
ing is  made  through  which  one  can  both  feel  and  see.  While  I 
use  the  posterior  incision  to  break  up  adhesions,  the  anterior  one 
affords  the  better  and  the  greater  facility  for  doing  the  work. 
This  method  offers  the  best  means  for  doing  myomectomy  in  cases 
of  small  fibroids.  I  operate  through  the  vaginal  incision  upon 
tumors  situated  in  all  parts  of  the  uterus.  Dr.  Currier  questions 
the  advisability  of  operating  upon  tumors  situated  otherwise  than 
in  the  anterior  wall.  I  find  that  the  situation  makes  no  differ- 
ence, provided  the  fundus  can  be  delivered  into  the  vagina.  I 
remember  one  case  in  which  I  removed  seven  tumors  that  were 
situated  in  all  parts  of  the  uterus,  making  five  different  incisions. 
We  are  apt  to  find  a  multiplicity  of  pathologic  conditions  in  many 
cases,  and  it  simplifies  matters  very  much  if  Ave  are  able  to  begin 
with  the  intrapelvic  work  and  then  attack  the  separate  conditions 
as  they  present  themselves  on  the  way  down  to  the  vulva.  In 
one  case,  just  referred  to.  after  removing  the  five  fibroids  from 
the  uterus  I  did  a  curettage,  a  trachelorrhaphy  for  bilateral  Lacer- 
ation, shortened  the  round  ligaments  and  then  did  a  perineor- 
rhaphy, all  without  rising  from  the  operating  chair  in  which  I 
Bat.  This  patient,  the  wife  of  a  physician,  was  able  to  leave  the 
sanitarium  on  the  nineteenth  day  after  the  operations  and  travel 
three  hundred  miles  to  her  home.  I  saw  her  one  year  after  the 
operation.     She  was  completely  cured. 

With  regard  to  this  work,  1  do  not  think  that  men  who  have 
gained  greal  technique  and  facility  in  operations  through  the 
abdomen  are  going  to  change  to  the  vaginal  route.  Hut  r  do  be- 
Lieve  thai  the  nexl  generation  of  medical  men  who  have  opportu- 
nities in  their  hospital  training  to  do  ami  see  vaginal  work  are 
going  to  practise  this  method,  and  the  young  men  will  surprise  us 
all  by  the  amount  id'  work  and  the  facility  with  which  they  do  it 

through  the  vagina. 

Dr.  <i.  <i.  Ward,  Jr.— Would  yon  operate  in  ectopic  gestation 
by  this  vaginal  i oute  .' 

Dr.  Goffe.  I  have  never  attempted  it  when  there  has  been  an 
active  hemorrhage.     I  have  removed  the  products  of  conception 

later  On  after  rupture.      I  should   no1    hesitate  to  operate   iii  case 

there  was  an  unruptured  sac. 

Dr.  .Iii-uii    B.  JANVRDT. — There  are  two  points  upon  which   I 
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should  like  to  dwell.  First,  with  regard  to  cases  of  ectopic  gesta- 
tion m  which  our  President  and  some  others  make  use  of  incisions 
through  tlic  vagina  for  diagnostic  purposes.  I  agree  with  Dr. 
Polk,  and  I  believe  thai  in  these  cases,  when  it  heroines  necessary 
to  make  an  abdominal  incision  to  remove  thai  which  is  to  be  re- 
moved, opening  from  below  may  complicate  matters  Beriously. 
Therefore  I  have  never  made  use  of  it. 

The  other  point  is  in  reference  to  the  removal  of  cysts,  dermoid, 
ovarian,  or  others,  by  the  vaginal  route.  We  all  know  that  we 
Frequently  meet  with  very  extensive  intestinal  adhesions  to  the 
sac.  Although  I  have  never  tried  to  remove  these  Large  tumors 
per  vaginam,  T  can  well  imagine  the  difficulties  of  dealing  with 
these  firm  adhesions  from  below  rather  than  through  an  ab- 
dominal incision.  Therefore,  in  any  case  of  tumor,  ovarian, 
parovarian,  or  what  not,  where  I  feel  that  from  its  Long  con- 
tinuance there  may  he  intestinal  adhesions,  I  certainly  should  no1 
attack  them  through  the  vagina  but  through  the  abdomen.  In 
operating  by  the  hitter  route  it  certainly  is  easier  for  me  to  dis- 
sect off  these  adhesions  from  the  sae,  knowing  that  I  was  not  tak- 
ing off  portions  of  the  cyst  wall  itself  and  allowing  them  to  re- 
main applied  to  the  intestines,  and  not  injuring  the  intestines 
themselves  which  might  happen  did  I  make  the  attempt  from 
below.  I  have  seen  Dr.  Goffe  operate  two  or  three  times  for 
shortening  the  round  ligaments.  He  has  clone  it  very  nicely  and 
with  success;  the  anterior  opening  is,  of  course,  the  one  he  pre- 
fers. 

Dr.  <i.  W.  Jarman. — T  should  like  Dr.  Currier  to  give  as  some 
lighl  in  regard  to  broad-ligamenl  cysts.  T  think  that  we  all  have 
found,  when  attacking  broad-ligamenl  cysts  through  the  ab- 
domen,  how  exceedingly  difficull  it  was  to  remove  them  if  they 
had  ruptured.  Thai  has  been  my  observation.  When  broad- 
ligamenl  cysts  have  ruptured  it  is  exceedingly  difficult  to  remove 
them  entirely.  I  have  only  tried  to  remove  one  from  below;  it 
was  so  unsatisfactory  that  T  made  up  my  mind  never  to  try  it 
again. 

The  remarks  made  by  Dr.  Goffe  with  regard  to  training  men 
have  impressed  me.  Men  who  have  become  experts  in  working 
through  the  abdomen  are  not  likely  to  adopl  any  new  method. 
I  think,  though,  that  men  who  are  coming  on  after  us,  and  who 
are  watching  the  results  of  both  methods  of  procedure,  will  do 
Ear  more  work  per  vaginam  than  the  present  generation  are  do- 
ing. 

I  )i:.  (  Ilement  <  i.i;\  i.i.AND. — The  ground  has  been  so  thoroughly 
covered  by  the  reader  of  the  paper  and  by  those  who  have  dis- 
cussed it  that  I  have  nothing  to  add.  What  I  wished  to  speak  of 
was  the  pronunciation  of  a  word.  The  doctor,  throughoul  his 
paper,  has  frequently  spoken  oi  the  "va-gi'nal"  route.  I  have 
frequently  made  this  mistake  myself,  bu1  it  is  uo1  correct.  It  is 
eorreel  to  say  "va-gi'na,"  bul  uol  "va-gi'nal."  The  besl  au- 
thorities put  the  accent  upon  the  first  syllable,  which  would  make 

the  pronunciation  "  vag'i-nal." 
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Dr.  W.  S.  Stone. — As  I  have  listened  to  the  discussion  on  this 
subject  I  have  been  impressed  with  the  idea  how  recently  almost 
all  of  the  men  here  were  doing  a  large  amount  of  vaginal  work. 
Everybody  was  recording  the  operations  that  he  had  done 
through  the  vagina ;  there  was  hardly  a  doubt  as  to  its  value. 
And  now  its  general  use  is  limited  to  a  few  of  us.  I  have  thought 
over  the  matter  carefully  and  endeavored  to  study  out  the  real 
reason  for  this  change.  The  only  reason  I  was  able  to  observe 
myself,  in  watching  different  men  operate,  was  that  the  incision 
was  always  made  in  a  perfectly  set  style  through  Douglas'  cul- 
de-sac,  was  very  small,  and  made  the  work  difficult.  While 
I  do  not  pretend  to  know  anything  about  vaginal  work,  I  have 
been  impressed  with  the  defmiteness  with  which  Dr.  Goffe  states 
his  propositions.  I  have  recently  had  one  or  two  fortunate  ex- 
periences in  operating  per  vaginam  in  which  I  have  been  able  to 
easily  remove  an  adherent  gut  from  inflamed  appendages.  I  be- 
lieve that  most  men  believe  that  this  is  just  the  field  for  such 
work,  i.e.,  inflammatory  diseases  of  the  tubes.  I  believe  that  Dr. 
Goffe  makes  a  special  point  of  the  size  and  variety  of  incisions 
in  his  work ;  therefore  it  may  be  possible  for  us  to  develop  further 
in  this  way  of  operation. 

Dr.  Joseph  Brettauer. — My  views  in  this  matter  were  most 
accurately  expressed  by  the  Chairman  at  a  recent  meeting  where 
this  same  subject  was  before  us  for  discussion.  The  more  expert 
I  become  in  this  way  of  operating  the  less  often  I  employ  it.  It 
is  not  because  I  always  make  my  incision  in  the  posterior  cul-de- 
sac,  for  I  do  change  according  to  the  site  of  the  lesion  to  be  at- 
tacked. But  I  do  this  operation  less  because  I  feel  that  I  can  do 
better  for  my  patients,  for  their  future  well-being,  by  working 
through  the  abdominal  incision.  If  the  tubes  or  ovaries  are 
seriously  diseased,  and  adherent  to  the  pelvic  wall,  and  covered 
by  adherent  intestines,  the  operation  from  below  almost  always 
demands  a  removal  of  the  uterus  as  a  preliminary  step — a  sacri- 
fice which  I  can  obviate  by  abdominal  section.  The  removal  of 
movable  cysts,  dermoid  or  others,  and  small  fibroids  by  vagina, 
through  anterior  or  posterior  incision,  is  an  easy  matter  and 
practised  by  all  of  ns  in  suitable  cases.  The  anterior  incision  I 
use  most  frequently  in  cystocele  operations  in  old  women,  dis- 
placing through  ii  1  he  uterus  from  the  peritoneal  cavity  and 
using  ii  as  a  truss  I'or  the  bladder  liy  Bxing  it  to  the  anterior 
vaginal  wall  under  the  urethra. 

Dr.  H.  J.  Boldt. — There  is  one  poinl  that  has  not  been  touched 

upon  at  all.  that  of  he prhage.     Those  who  do  nnich  vaginal 

work  perhaps  may  realize,  when  they  gel  hemorrhage  in  their 
vagina]  work,  thai  it  is  much  more  difficull  to  control  than  it 
wonld  be  if  they  were  operating  from  above.  A.gain,  there  is  a 
greal  Liability  of  hemorrhage  from  the  broad  Ligament,  high  up 
uear  the  uterus,  which  wonld  be  very  difficull  to  control  from  he- 
low.  Also,  in  making  a  vaginal  incision,  especially  in  the  cul  de- 
sac,  one  may  get  a  bleeding  blood  vessel,  and  here  again  it  is  some- 
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times  a  pretty  hard  matter  to  control.  It  is  oi I  the  mosi  diffi- 
cult things  I  know  of  to  control  Buch  hemorrhages.  I  have 
watched  one  of  the  Btrongesl  advocates  of  vaginal  work,  in  his 
attempt  to  shorten  the  round  Ligaments,  make  the  bloodiesl  oper- 
ation I  have  ever  seen  in  a  small  operation.     I  must  say  that  this 

point    of   hemorrhage  has   not    had   sufficient    stress   laid    upon    it. 

and  I  believe  it  is  a  vmy  important  matter  for  our  consideration. 

.1.  Riddle  Goffe.-  -1  wish  to  call  attention  to  one  pr 
dure  thai  I  adopted  in  three  e  uses  Por  the  cure  of  cystocele  in  con- 
nection  with  multiple  operations,  both  intra-  ami  extraperitoneal. 
'I'he  anterior  incision  involves  the  dissection  of  the  bladder  from 
the  uterus  and.  to  a  more  or  less  wide  extent,  from  the  vagina.  It 
occurred  to  me  that  it  would  be  a  very  simple  matter  in  cases  of 
cystocele,  before  closing  the  \ aginal  incision,  to  rotate  the  bladder 
on  its  transverse  axis  and  stitch  its  posterior  wall  up  on  to  the 
face  of  the  uterus  and  broad  Ligaments.  This  I  have  done  with 
mosi  satisfactory  results.  I  believe  it  is  the  simplest  and  most 
permanent  relief  yet  si ig jested  for  the  treatment  of  cystocele. 

With  regard  to  hemorrhage  attending;  this  operation,  it  is  a 
rare  occurrence  to  be  obliged  to  use  ligatures  in  working  through 
the  anterior  incision.  But  there  is  a  greal  deal  of  oozing,  and 
recently  I  have  used  Parke,  Davis  &  Co.'s  adrenalin  chloride. 
swabbing  the  site  of  bleeding  and  Leaving  a  saturated  sponge  in 
contad  with  the  bleeding  surfaces  for  a  minute  or  two,  when  all 
the  oozing  will  eease  and  yon  will  have  a  perfectly  dry  field. 

Dr.  Janvrin. — What  material  do  you  use  in  suturing  the  blad- 
der  to  the  uterus? 

Dr.  Goffe. — Catgut.     On  peritoneal  surfaces  I  prefer  silk. 

Dr.  Janvrin. — I  hope  Dr.  Goffe  will  report  later  whether  the 
bladder  retained  its  function  and  performed  it  well. 

Goppe. — T  will  be  glad  to  report  this  subject  more  fully 
soon. 

Dr.  W.  M.  Polk. — I  am  sure  that  Dr.  Goffe  did  not  mean  quite 
a-  much  as  his  words  implied  with  regard  to  the  abandonment  of 
the  suprapubic  route.  I  think  he  said  that  the  young  men  of 
this  Society  would  probably,  some  time  in  the  future,  abandon 
the  suprapubic  route  in  favor  of  the  subpubic.  As  an  older  mem- 
ber of  this  Society,  and  one  who  can  remember  when  the  men  who 
formed  it  were  the  leaders  in  abdominal  work  and  who  were 
recognized  as  bein<_r  among  the  besl  workers,  I  will  venture,  even 
at  the  risk  of  boring  the  Society,  to  suggest  that  the  younger 
members  will  prove  recreant  to  the  trust  imposed  upon  them  if 
they,  even  for  a  minute,  contemplate  the  abandonment  of  any 

portion  of  the  abdominal  cavity  which  properly  belongs  to  the 
region  of  their  work.  Therefore  I  trusl  they  will  continue  to 
consider  that  al'  portions  of  the  body  belong  to  them,  providing 
thev  have  sufficient  skill  and  education  to  do  the  work  imposed 
upon  thorn. 

Dr.  J.  Riddle  Goffe.  In  answer  to  Dr.  Polk's  remarks  [  wish 
tr.  state  thai   T  limited  that   particular  comment   to  work  done 
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within  the  pelvis.  In  referring  to  the  young  men  I  did  not  have 
in  mind  those  belonging  now  to  this  Society,  but  to  those  belong- 
ing to  the  next  generation ;  they  are  the  ones  who  I  believe  will 
adopt  the  vaginal  route. 

Dr.  Andrew  F.  Currier. — The  discussion  has  been  very  inter- 
esting, but  there  have  been  no  decided  issues  drawn.  The  most 
important  point  that  has  been  brought  forward,  so  far  as  I  can 
recall,  would  indicate  that  either  of  these  routes  will  be  chosen 
according  to  one's  predilection  and  habit.  I  think  that  those 
who  have  seen  Dr.  Goffe  operate  and  the  skill  that  he  has  shown 
will  not  doubt  why  he  prefers  the  vaginal  route,  and  he  may  be 
convinced  that  it  was  desirable  in  some  cases;  he  would  also  be 
convinced  that  the  operation  was  exceedingly  difficult  in  many 
cases. 

The  question  which  was  early  brought  out  in  the  discussion  in 
regard  to  the  treatment  of  ectopic  gestation  by  the  vaginal  route, 
and  the  emphasis  which  was  made  upon  the  danger  of  entering 
by  that  route  by  Dr.  Polk,  were  exceedingly  well  taken.  It  seems 
to  me,  in  connection  with  some  cases  that  I  have  seen,  that  it  is 
not  possible  to  make  an  absolute  diagnosis  that  hemorrhage  is 
not  present  or  has  not  been  present.  As  Dr.  Boldt  has  so  forcibly 
stated  in  connection  with  these  cases,  the  fact  that  it  may  be  en- 
countered is  not  pleasant  to  contemplate.  I  recall  a  case  seen 
with  a  colleague  in  which  the  patient  had  the  uterus  punctured 
by  the  doctor  in  attendance.  When  asked  if  she  was  sure  that  she 
had  punctured  it  she  said:  "Yes,  for  I  could  feel  the  curette 
upon  the  abdominal  wall."  Another  physician  had  subsequently 
made  an  incision  into  the  vagina  and  the  patient  nearly  bled  to 
death.  The  patient  was  profoundly  septic  when  she  was  brought 
to  me.  The  prospect  for  an  operation  was  not  encouraging,  but 
;1  was  performed  and  the  patient  recovered.  This  is  a  sample  of 
the  conditions  we  are  apt  to  find,  and  we  can  rarely  say  that  we 
will  not  find  a  hemorrhage  present  or  that  one  has  not  been  pres- 
ent. For  myself,  I  should  never  attempt  to  operate  upon  a  case 
of  this  nature  except  by  the  abdominal  method. 

Dr.  Goffe  referred  to  his  preference  for  the  anterior  vaginal 
incision.  Those  who  operate  by  the  vaginal  route  are  not  lim- 
ited to  the  anterior,  or  posterior,  or  both  incisions.  This  is  well 
illustrated  by  the  extensive  vaginal  work  of  Diihrssen.  Ho  pre- 
fers the  anterior  incision,  but  admits  one  may  cut  anywhere  and 
in  any  direction  in  the  vagina,  according  to  the  circumstances 
and  to  the  requirements  of  the  patient. 

I  am  sorry  thai  my  experience  in  connection  with  broad-liga- 
ment cysls  prevents  me  from  answering  Dr.  Jainian's  question 
from  the  standpoint  of  personal  experience.  I  have  seen  a  num- 
ber of  ih.se  Illinois,  some  <lia<_rnosticated  before  and  some  at  the 
time  of  operation.  In  all  such  cases,  thus  far,  I  have  removed  the 
tumor  by  the  abdominal  incision. 

The  vagina]  incision  is  certainly  a  rational  means  of  attacking 
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certain  conditions,  bul  it  is  qo1  the  only  method,  and  there  are 
occasions  when  it  is  no1  the  best 

Concerning  the  question  of  hemorrhage,  referred  to  by  Dr. 
Boldt,  those  who  have  had  experience  with  tin-  severer  forms  of 
bleeding  in  these  operations,  especially  if  the  bleeding  vessels  are 
large,  will  admil  thai  it  can  be  controlled  more  readily  from 
above.  But  \'m  the  purpose  of  checking  oozing,  pressure  alone 
is  necessary,  and  the  opportunities  for  doing  this  by  the  vaginal 
route  are  usually  quite  as  good  as,  or  better  than,  by  the  ab- 
dominal  route. 


TRANSACTIONS  OF  THE 
CHICAGO  G-YNECOLOGICAL  SOCIETY. 


Stated  Meeting,  November  21,  1902. 

'Hi,  President,  C.  S.  Bacon,  M.D.,  in  the  Chair. 

Dr.  Carl  Wagner  reported  (by  invitation)  the  following 
cases  and  presented  the  specimens: 

I.    CJTERUS    WITH    LARGE    FIBROID   OF    CERVIX    AXI)   LOWER    SEGMENT 

OF    FUNDUS,    BLOCKING    TJIH    PELVIS,    EXTIRPATED    DURING 

LABOR   WITH    FETUS  IN   STT1  . 

I  reported  this  case  with  full  particulars  at  the  Chicago  Medi- 
cal  Society.  It  appeared  in  the  Chicago  Medical  Recorder  for 
June,  1902.     According  to  the  literature,  this  is  the  first  time 

that  this  operation  has  been  performed. 

.Mis.  K..  36  years  of  age,  with  a  negative  family  history,  had 
heen  pregnant  fifteen  times  previously,  giving  birth  to  nine  chil- 
dren, and  aborting  six  times.  Her  last  child  was  born  three 
years  ago,  and  her  lasi  abortion  occurred  one  and  a  half  years 
She  had  never  had  any  gynecological  treatment.  She  had 
never  been  ailing.  Nine  months  ago  her  periodical  flow  ceased; 
the  course  of  pregnancy  went  on  without  any  disturbance  until 
about  five  or  six  weeks  ago,  when  the  patient  experienced  a  severe 
chill,  followed  by  very  great  malaise,  and  did  not  feel  any  more 
movements  of  the  child.  In  the  course  of  a  few  weeks  the  chills 
became  more  frequenl  and  the  condition  of  the  patient  grew 
alarming,  so  that  the  family  physician,  Dr.  Kreye,  was  sum- 
moned.    I  saw  the  case  two  days  previous  to  the  operation. 

Status  Presens. — A  fairly  strongly  built  woman  of  German- 
American  parentage,  with  a  sallow,  feverish  aspect.  Mammae, 
which  had  hern  Larger,  according  to  her  own  statement,  previous 
to  the  first  chill,  had  gradually  fallen  away;  no  colostrum  in  the 
nipples;  abdomen  quite  lar^e.  as  at  full  term  of  pregnancy;  Labia 
m>t  very  edematous  or  varicosed.  Temperature  101°,  pulse  110. 
Tongue  coated.     Labor  pains  had  heen  present  for  eighl  hours. 
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Physical  examination  revealed  a  uterus  in  size  like  one  at  full 
term,  and  a  hard  tumor  connected  with  its  lower  segment.  This 
tumor  extended  about  four  inches  above  the  symphysis,  and 
bilaterally  to  the  inguinal  rings.  Vaginally  I  felt  a  solid,  hard, 
round  mass,  completely  filling  out  the  upper  vaginal  vault,  with 
an  opening  in  the  centre  corresponding  to  the  location  of  the 
cervical  canal.  This  tumor  could  be  moved  with  the  one  felt 
above  the  symphysis  and  the  pregnant  uterus,  all  appearing  to  be 
a  single  mass.     No  fetal  heart  tones ;  no  maternal  bruit. 

"We  concurred  in  the  diagnosis  of  pregnancy  at  full  term  com- 
plicated by  a  fibroid  tumor  of  the  cervix  blocking  the  whole  pelvic 
cavity  and  invading  extensively  the  lower  segment  of  the  uterus. 


Pig.  l.     Dterus  with  fibroid  of  cervix  extirpated  during  labor  at  term. 

Secondly,  a  dead  ictus,  because  of  the  absence  of  fetal  heart 
tones;  absence  of  maternal  bruit;  the  occurrence  of  chills  and 
malaise,  which  se1  in  contemporaneously  with  the  cessation  of  the 
child's  movements;  the  sudden  falling  away  of  the  mamma',  the 
fever  and  the  Labor  pains,  which  had  commenced  in  the  morning 
of  thai  day.  Examination  under  anesthesia  oexl  morning  cor- 
roborated this  diagnosis. 

Extirpation  of  the  uterus  with  everything  in  situ  was  per- 
formed in  preference  to  Porro  operation  or  Cesarean  section  on 
accounl  of  the  condition  of  the  uterus,  the  child  being  dead,  the 
placenta  macerated,  and  the  liquor  amnii  decomposed,  thus 
inviting  infection  of  the  peritoneal  cavity  during  Cesarean  sec- 
tion preliminary  to  hysterectomy.  Enucleation  of  the  tumor  by 
the  vaginal  route  was  impossible  on  account  of  its  size  and  loca- 
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t  ii.ii.  Invasion  <>i'  the  lower  segmenl  of  the  uterus,  and  adhesion 
of  the  latter  to  loops  of  intestines,  besides  an  encroachmenl  upon 
both  of  the  ureters. 

During  the  operation  no  difficulties  presented  themselves  until 
we  reached  the  vesical  and  ureteral  regions.  The  bladder  had 
been  drawn  up  to  the  funds!  termination  of  the  tumor  and  had 
to  be  dissected  off,  which  proved  to  be  a  v^yy  tedious  task.  Lat- 
erally the  tumor  had  encroached  badly  upon  the  ureters,  bo  that 
On  the  righ.1  side  the  ureter  was  denuded  to  the  distance  of  an 
inch  and  a  half,  while  I  hat  on  the  left  side  had  to  be  dissected 
out  of  the  tumor  to  the  extent  of  tWO  inches.  <  >f  course  there  was 
M  to  fear  necrosis  of  the  denuded  parts  of  the  ureters,    How- 


Fig    _      Pregnant  uterus  with  fibroid  of  cervix  extirpated  at  term. 

ever,  nothing  supervened.  Posteriorly  a  conglomeration  of  six 
loops  of  intestines  had  formed  n  strong,  band-like  adhesion  to  the 
tumor.  This  was  readily  freed  and  ligated.  The  intact  uterus 
and  appendages,  including  the  tumor,  were  ihen  conically  ex- 
cised out  of  the  cervix,  and  the  cervical  canal  cauterized  with  the 
ferrum  candens.  One  continuous  row  of  sutures  brought  the 
corresponding  muscular  tissues  in  apposition  and  closed  the 
canal.  Another  row  of  continued  sutures  adapted  the  serous 
layers  on  top  of  the  stump,  and.  passing  over  both  sides  of  the 
cut  edges  of  the  broad  Ligament,  gathered  these  upon  the  lateral 
ends  of  the  stump. 

A    heavy    silk    thread    was    then    carried    antero-posteriorly 
through  tlie  Btump,  knotted  at  tl mis.  and  lefl  long  enough 

15 
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to  be  rolled  around  a  Maydl's  gauze  bridge  which  rested  trans- 
versely across  the  lower  wound  edges.  This  suture  is  used  as  a 
guy  rope,  and  only  cut  and  pulled  out  at  the  time  when  the 
external  wound  of  the  abdominal  incision  is  almost  healed.  I 
practise  this  in  all  cases  where  Mikulicz  drainage  is  employed. 
The  advantages  which  we  secure  by  this  procedure  are  as  fol- 
lows : 

1.  This  silk  suture  enables  us  to  draw  the  stump  into  close 
approximation  with  the  anterior  abdominal  wall,  so  that  we  can 
insert  the  Mikulicz  drainage  very  easily.  This  is  placed  some- 
what posteriorly  to  the  stump,  between  the  omentum  and  stump, 
after  the  omentum  has  been  drawn  accurately  over  the  intestines 
and  made  to  descend  in  the  pelvis. 

2.  By  holding  on  to  this  thread  the  stump  is  prevented  from 
falling  backward  upon  the  rectum  to  become  adherent  there  as 
well  as  to  loops  of  intestines  which  might  wander  underneath  the 
stump  in  the  pelvis. 

3.  We  produce  an  abdominal  fixation  of  the  stump  just  as  in 
a  regular  hysterectomy,  as  through  the  constant  contact  with  the 
anterior  parietal  peritoneum  it  will  form  a  solid  adhesion. 

4.  In  case  of  secondary  hemorrhage  we  can  easily  tampon 
against  the  bleeding  stump,  as  we  have  a  good,  solid  body  of  it,  or, 
if  necessary  to  search  after  reopening  the  wound,  it  affords  great 
facilities  for  finding  the  bleeding  blood  vessel,  as  we  have  with 
this  guy  rope  a  reliable  landmark. 

5.  In  case  of  infection  of  the  stump,  the  superior  posterior 
part  of  it  is  extraperitoneal  and  lessens  the  danger  of  involving 
the  peritoneal  cavity. 

There  is  one  more  point  I  wish  to  dwell  upon,  and  that  is  the 
question  of  control  of  the  hemorrhage  which  has  so  often  proved 
fatal  in  these  extensive  operations.  Repeatedly  before,  and  very 
clearly  in  this  case,  I  demonstrated  to  those  present  that  enor- 
mously enlarged  blood  vessels  can  be  dealt  with  very  simply  by 
bearini!'  in  mind  that  when  stretching  the  tissues  by  means  of 
traction  on  the  tumor  and  uterus  in  certain  directions,  the  lumina 
of  the  severed  blood  vessels  contained  in  them  do  not  discharge 
any  blood  whatsoever,  but  the  momi  q1  one  relaxes  this  traction  a 
tremendous  hemorrhage  ensues.  Very  little  blood  was  lost  in 
our  case,  as  the  recorded  pulse  on  the  history  sheet  shows.  Xo 
symptoms  of  shod:  followed.  The  closure  of  the  abdominal 
wound  in  such  extensive  cases,  where  there  is  a  likelihood  of 
shock  following,  is  reduced  to  the  simplest  kind,  namely,  through- 
and-tliroiiv.li  sutures  with  heavy  silk,  while  the  corresponding  tis- 
sues are  held  in  accurate  apposition  by  Kocher's  forceps.  The 
course  of  the  convalescence  was  absolutely  uninterrupted; 
patient  left  the  hospital  seventeen  days  after  operation,  in  per- 
feci  health. 

Pathologist's  report  by  Pr.  Ih-rzog. — The  tumor  has  the  his- 
tological  features  of  a  typical  uterine  fibromyoma.     it  presents, 

however,   the   following  special    points:   Most   of  the  non-striated 
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muscle  fibres  of  the  tumor  tissue  are  unusually  large;  they  have 
evidently,  during  the  course  of  the  pregnancy,  takes  pari  in 
the  same  hyperplastic  processes  to  which  the  uterine  museularis 
is  normally  subjected  in  gestation.  The  tumor  is  quite  vascular 
and  contains  more  or  lesa  necrotic  tissue. 

II.  LARGE   SARCOMA    OP   OVARY    as   a    COMPLICATION    OF   PREGNANCY. 

This  is  a  mtv  unique  specimen  and  interesting  Erom  many 
differenl  points  of  view.  According  to  Dsiren's  very  elaborate 
statistical  monograph  (upon  L35  cases,  comprising  all  reported  to 
the  date  of  publication),  there  are  only  two  cases  recorded  of 
operations  for  malignanl  tumors  of  the  ovary  as  complications 
<»!'  either  pregnancy  or  labor.  The  first,  of  (dobeliu.  represents 
a  cystoma,  and  the  second  is  a  doubt  t'ul  case  by  Lee.  [t  is  all  the 
more  interesting  as  we  know,  from  pathology  of  the  female 
genital  tract,  thai  malignanl  tumors  arc  generally  bilateral  and 
thus  '"  ipso  exclude  pregnancy.  The  patient,  aged  42,  had  been 
seen,  before  I  took  charge  of  the  case,  by  several  gynecologists 
and  surgeons  who  seemed  to  have  agreed  upon  a  diagnosis  of 
extrauterine  pregnancy,  while  one  practitioner  had  put  the  pa- 
tient on  ergot,  expecting  the  alleged  myoma  of  tin-  uterus  to 
disappear   by   this   measure. 

Dr.  Ilenrotin.  who  had  the  kindness  to  examine  the  case  with 
me  two  days  previous  to  the  operation,  was  the  only  one  to  sug- 
gest the  possibility  of  a  pre-existing  neoplasm  of  tin1  ovary  which 
suddenly  showed  stimulated  growing  propensity;  while  r  main- 
tained thai  the  uterus,  somewhat  dislocated  to  the  righl  side, 
contained  a  fetus  with  a  placenta  situated  in  its  lefl  horn,  and 
that  the  use  of  ergot  producing  a  detachment  of  the  placenta  per- 
haps gave  rise  to  a  hematoma  in  the  tube  and  neighborhood — sud- 
den appearance  of  the  tumor  and  such  symptoms  as  vomiting, 
swooning,  and  sudden  severe  pain  on  that  side  making  this  idea 
more  plausible.  The  tumor  extended  apparently  Erom  the  sym- 
physis pubis  over  to  the  left  kidney,  and  could  l>e  removed  only 
with  greal  difficulty  on  account  of  many  heavy  adhesions  to  the 
adjacent  bowel  loops,  and  also  on  account  of  the  enormous  ex- 
udate masses  which  had  transformed  uterus,  tumor,  and  the 
corresponding  peritoneum  to  one  great  solid  lump  annihilating 
all  anatomical  outlines  of  the  congested  organs.  The  uterus 
and  fetus  were  procured  a1  the  postmortem,  the  woman  having 
SUCCUmbed    to   an    attack    of   eclampsia    and    anuria    about    eighl 

days  after  the  operation.  Microscopical  specimens  made  by  Dr. 
Herzog  verified  beyond  doubt  the  nature  of  the  tumor  as  a 
sarcoma  of  the  ovary. 

III.  DOUBLE   UTERUS   WITH    DOUHI.K   «  I.IWIX    AND   PARTIALLY     DO!  BLE 

VAGINA. 

This  specimen  is  from  a  patient.  2(1  years  of  age,  who  gave 
birth  to  a  child  in  a  hospital  a  year  and  a  half  ago,  having  been 

taken  there  six  weeks  previous  to  her  Labor,  on  account  of  intol- 
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erable  pains.  I  saw  her  on  account  of  hemorrhage  from  a  six- 
weeks  abortion.  After  examination  I  informed  her  that  she 
had  two  uteri  and  two  vaginae.  The  specimen  shows  that  the 
cervix  of  the  uterus  formerly  pregnant,  now  aborted,  full  of 
erosions  and  with  a  circular  cervical  canal,  lies  behind  the 
vaginal  septum,  which  is  in  such  snug  apposition  to  the  left 
lateral  wall  of  the  vagina  as  to  leave  the  impression  of  only  a 
single  and  absolutely  normally-shaped  vagina  hiding  perfectly 
the  cervix  just  described.  The  other  cervix  has  in  every  respect 
a  virginal  appearance  and  lies  almost  in  the  centre  of  the  vaginal 
vault. 

The  patient  entered  the  hospital  with  all  the  symptoms  of  a 
very  fulminating  peritonitis,  with  enormous  exudate  in  the 
cul-de-sac.  which,  when  opened  and  drained  from  the  vagina, 
permitted  a  discharge  of  about  three  pints  of  foul  pus.  She 
grew  worse  and  fecal  vomiting  set  in,  which  made  it  imperative 
to  laparatomize  in  order  to  relieve,  if  possible,  the  obstruction. 


<**»«z~^ 


I  tenia  blcornis  with   large  fibroma  in  each  horn.     0,  left  ovary-   i 
vitrrl  ;  R,  left  bom;  /,.  righl  born;  r.  fibroid, 

The  picture  presented  was  one  mass  of  agglutinated  intestines 
heavily  covered  with  fibrinous  exudative  layers.  The  tubes  and 
ovaries,  surrounded  by  heavy,  hard  masses  of  exudate,  were  sit- 
uated between  the  intestines  in  n  direction  almost  directly  up- 
ward toward  the  stomach,  reaching  on  one  side,  with  abnormal 
Length,  the  transverse  colon,  and  on  the  other  the  liver.  The 
tidies  and  ovaries  were  situated  one  ;it  the  lateral  horn  of  each 
uterus.     The   uteri,   Lying  in   direct   apposition   to  each  other, 

show,  cut  open,  two  distinct  canals,  eerviees  and   fundi,  and  even 

the  mural  pari  al  the  apposition  region  is  l'nll.\  developed. 
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iv.    i   TORUS    BICORNia    with    LABGB    FIBROMA    W    EACH     HORN     \M» 

A!  SO  Mi  l   i  1 1 'I  l .  I  [BROW  \T\    kROUND  THE  BMALL  I  I  NOUS. 

*  Uterus  bicornis  with  Large  fibroma,  abort  tin-  size  of  a  list. 
In  the  righl  horn,  orange-sized  fibroma  in  the  lefl  horn,  and  a 
Dumber  of  walnut-sized  on  the  common  fundus  of  the  two  horns. 
Each  ovary  is  situated  at  tin1  extreme  lateral  end  of  the  respec- 
tive fibromatous  horn.  The  patient,  26  years  of  age,  had  never 
been  pregnant.  She  suffered  greatly  from  constipation  and 
almost  incessant  urination,  both  of  which  disappeared  since  the 
operation.  Her  monthly  period  lasted  usually  from  ten  to' 
fourteen  days  and  was  accompanied  by  excruciating  pains. 
Some  difficulties  presented  themselves  from  the  right  ureter, 
which  for  the  distance  of  about  two  inches  was  embraced  by  the 
fibrous  mass  of  the  right  horn.     Recovery  was  uninterrupted. 

V.    DERMOID    CYST    OF    Till:    OVARY. 

This  case  is  demonstrated,  in  the  first  place,  because,  in  spite 
of  its  four  years'  existence  and  the  frequent  intense  pain  it 
had  caused  the  prostrated  patient,  it  has  not  formed  any  ad- 
hesions, which  is  almost  invariably  the  case  with  a  dermoid  cyst 
of  the  ovary.  Second,  because  it  shows  nicely  the  so-called 
Kopfh6clx<  r  in  its  early  development.  Kopfhockcr  is  that  sub- 
stance of  the  dermoid  cyst  which,  like  a  wart,  hard  in  consistence, 
projects  into  the  cyst  and  is  histologically  composed  of  various 
tissues;  its  basis  is  formed  from  ovarian  tissue  and  its  surface 
covered  with  pavement  epithelium.  The  Wilms  theory,  accord- 
ing to  which  the  dermoid  of  the  ovary  is  to  be  considered  a  para- 
site, seems  to  be  universally  accepted. 

A  section  throughout  this  specimen  shows  the  following: 

1 .  Hard  skin. 

2.  Hair  follicles  and  sudoriferous  glands. 

3.  In  cutis  numerous  non-striated  muscle  fibres. 

8vbcuttS: 

Pat. 
I> )   Cartilaginous  or  osseous  lamella?  traversing  the  Kopf- 
hdcki  r. 
I  a    tin    <h  i  pt  r  lin/rrs. 

<\  <vstic  cavities  with  ciliated  epithelium,  and  wall  con- 
sisting of  non-striated  muscle  fibres  and  cartilaginous 
structures  with  mucous  s.ilivary  glands.  Just  like 
trachea. 

(b)  Cysts  with  villi,  columnar  epithelium,  lymphatic  struc- 

ture, and  a  ring  of  non-striated  muscle  fibres,  similar 
to  intestinal  tract. 

(c)  Other  structures,  salivary  glands,  and  thyroid  gland. 

All  tli is  proves  the  origin  of  an  ovum  or  Ureieelle. 
But  the  tact   that   these  cystic  formations  communicate  with 
the  main  cavity  of  the  site  of  the  Kopfhocker,  which  is  vested 
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with  buccal  mucous  membrane  (Mundbucht),  earned  the  name 
of  head  nodule,  or  Kopfhocker,  for  this  part  of  the  parasite. 

VI.    OVARIAN    STONE. 

Two  ovaries  with  large  cavities,  each  containing  black  stones, 
the  size  of  a  small  walnut,  and  pus,  from  a  patient  57  years  of  age 
who  had  never  been  pregnant  or  suffered  with  any  disease  pre- 
vious to  about  four  months  and  a  half  ago.  While  on  a  pleasure 
trip  to  Europe  she  took  sick  at  Stuttgart  and  was  treated  for 
gastrointestinal  catarrh  for  a  period  of  about  three  months  and 
a  half  in  a  private  hospital.  Her  condition  growing  steadily 
worse,  and  symptoms  of  increasing  intestinal  obstruction  pre- 
senting themselves,  an  examination  under  chloroform  was  made 
by  the  attending  doctor  and  a  skiagram  was  taken.  The  latter 
showed  a  black  spot  in  the  lower  abdomen.  Cancer  of  the  rectum 
was  diagnosed  and  an  operation  proposed,  which  the  patient, 
however,  refused,  as  the  prognosis  was  not  encouraging.     She 


ft 

fli« 

1 1  >  m   \\ 


li'.     I.      Ovarian  stunt'-  -ovary  cut   open,  showing  stoue  in  situ. 


then  left  the  hospital  and  accomplished  under  great  difficulties 
her  trip  from  Europe  to  America,  and  arrived  in  a  very  emaciated 
condition  in  Chicago  a  iVw  days  previous  to  the  operation.  This 
is  the  time  when  1  saw  the  patient,  who  was  then  suffering  greatly 
with  pain  all  over  her  abdomen  and  belching  gas  with  fecal  odor. 
There  had  been  hardly  any  bowel  movement  for  days,  in  spite  of 
repeated  administration  of  cathartics  and  enemas,  which  latter 
Beemed  to  prostrate  the  patient  for  hours.  On  examination  of 
the  abdomen  I  found  a  hard  mass  about  half-way  between  the 
umbilicus  and  symphysis,  extending  on  both  sides  toward  the 
ovarian  regions  and  downward.  Vaginal  and  rectal  examina- 
tion showed  that  this  mass  extended  to  the  cul-de-sac,  encircling 
the  rectum  and  filling ou1  the  whole  Lesser  pelvis,  while  the  rectum 

itself  admitted  only  with  difficulty  the  little  finger  for  a  very 
short  distance.  Vaginally  one  could  led  on  both  sides  in  the 
qgarian  region  sofl  areas. 

Diagnosis,  old  ovarian  abscess  with  parametritic  exudate  and 
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partial  fibrous  degeneration  extending  to  the  rectum,  encircling 
and  partially  occluding  it.  Two  days  later  I  removed  the  mass 
through  b  celiotomy  opening.  Firsl  we  dissected  the  pari  sit 
oated  in  the  cul  de  sac  and  found  it  to  conaisl  of  Large  exudate 
masses  around  both  of  the  ovaries  which  contained  black  Btones 
;iikI  pus.  The  Btones  were  aboul  the  size  of  small  walnuts  and 
undoubtedly  old  indurated  hematomata.  Their  existence  ac- 
counted, perhaps,  for  the  black  spots  which  are  supposed  to  have 
been  Pound  on  the  skiagram.  Then  we  removed  piecemeal  tin- 
hard  masses  which  surrounded  the  whole  rectum  and  sigmoid 
up  to  the  colon,  after  which  the  Lumen  of  the  bowel  in  question 
a   examined   with   heavy   recta]   bougies,   affirming  as  to  its 


Pig.  5.     Fibroma  of  posterior  Up  of  cervix.  C,  cavity  <>t"  uterus. 

patency.  We  could  now  easily  and  freely  pass  the  bougie  its 
whole  length,  consequently  the  occlusion  of  the  lower  bowel  was 
perfectly  relieved.  Packing  around  the  denuded  sections  of  the 
bowel  and  upon  lie-  raw  surfaces  of  the  cul-de-sac.  ovarian  and 

tubal  regions,  insertion  of  a  thumb-thick  rubber-tube  drain  Lead- 
ing from  the  abdominal  incision  through  an  opening  behind  the 
cervix  into  the  vagina,  and  the  uterus  held  in  position  to  the  ab- 
dominal wall,  concluded  the  operation.  Patienl  is  making  an 
unevenl  t'ul  recovery. 

VII.    FIBROMA    OF    POSTERIOB    LD?    OF    CERVIX    EXTENDING    INTO    THE 
POSTERIOR    PART   OF    FUNDI  3. 

This  specimen  is  from  a  patienl  45  years  of  age  who  gave  birth 
to  five  children  and  bad  been  treated  for  diabetes  by  her  family 
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physician  during  the  last  four  years  on  account  of  frequent 
micturition.  During  the  last  five  months  frequent  and  pro- 
tracted hemorrhages  from  the  uterus  emaciated  her  greatly. 
Hemoglobin  35  per  cent;  urine  normal.  Dr.  De  Lee  and  I  con- 
curred in  the  diagnosis  of  a  fibromyoma  of  the  uterus,  in  spite  of 
the  very  uniform  tumor  seemingly  involving  the  whole  uterus 
and  soft  places  in  some  parts,  which  allowed  some  doubt  as  to  the 
possibility  of  coexisting  pregnancy,  although  fetal  heart  tones 
and  bruit  were  absent.  The  operation  presented  nothing  of 
special  interest.  The  patient  made  a  rapid  recovery.  The  speci- 
men represents  a  tumor  the  size  of  a  child's  head,  and  is  of  in- 
terest as  tumors  of  this  size  develop  but  very  rarely  from  the 
posterior  lip  of  the  cervix.  Dr.  Christian  Fenger,  when  report- 
ing a  similar  case  two  years  ago  to  the  Society,  could  collect  only 
two  such  cases  from  the  literature.  Very  characteristic  is  the 
flattened  condition  of  the  anterior  part  of  the  uterus,  which  re- 
tains its  normal  length  and  thickness;  also  the  uterine  canal 
stretched  over  the  fibroid  mass,  which  crowded  its  way  toward 
the  lumen  of  the  canal,  thus  causing  atrophy  of  the  posterior  wall 
of  the  uterus,  which  is  replaced  by  the  fibroid  tissue,  leaving  a 
mere  layer  of  the  mucous  membrane  of  the  canal  to  cover  it, 

Dr.  Rudolph  W.  Holmes. — Dr.  Wagner  showed  me  the  speci- 
men of  total  hysterectomy  with  the  fetus  and  amniotic  sac  re- 
moved intact.  I  questioned  if  the  fetus  had  been  dead  more  than 
a  few  hours,  or  at  most  two  days.  That  part  of  the  fetus  visible 
through  the  post-operative  incision  into  the  uterus  shows  no  signs 
of  maceration.  It  seems  to  me,  if  the  fetus  had  been  dead  twenty- 
four  hours,  or  at  most  forty-eight  hours,  with  the  described  of- 
fensiveness  of  the  liquor  amnii,  there  would  be  signs  of  beginning 
maceration.  Boldt,  in  The  American  Journal  of  Obstetrics 
for  1898,  recommended  the  operation  which  Dr.  "Wagner  has  car- 
ried out,  but  thus  far  I  have  seen  no  report  of  an  operator  who 
had  removed  at  term  the  uterus  intact  witli  the  fetus  in  situ. 

Dr.  Junius  C.  Hoag. — I  have  found  a  great  deal  of  misappre- 
hension regarding  the  length  of  time  required  to  produce  ex- 
tensive maceration  after  the  death  of  the  child  in  utero.  I  have 
satisfied  myself  that  extensive  changes  may  take  place  so  rapidly 
that  a  fetus,  which  may  have  been  supposed  to  have  been  dead 
in  utero  for  two  <»r  three  weeks,  tnighl  in  point  of  fact  have  only 
been  dead  a  very  few  days. 

Dr.  Wagner  (closing  the  discussion  .     In  regard  to  the  length 

Of  time  after  death  of  the  child,  I  wish  lu  s;iy  that  ahout  six 
weeks  previous  to  the  operation  the  woman   had  severe  chills  and 

vomiting,  which  repeated  themselves  up  to  the  time  of  the  oper- 
ation. I  only  saw  her  two  days  prior  to  the  operation.  There 
were  no  fetal  hearl  tones.  At  the  lime  I  opened  the  uterus,  after 
the  operation,  to  determine  the  nature  of  ti ontents,  the  odor 

Of  the  liquor  amnii   was  quite  offensive. 

I  take  grea!  pleasure  in  thanking  Dr.  Geiger  and  Mi-.  Marcas 


Tin.   CHICAGO   GYNE<  OLOOIOAL  SO<  irn  . 

for  their  work  in  drawing  the  cuts,  and  Dr.  W.  ll.  Herbal  for  his 
valuable  co-operation  in  moel  of  tlie  operations  reported. 
Dr.  Bertha  Van  Hoosen  (by  invitation]  reported  b  ease  of 

SARCOMATOUS    DEGENERATION    IN    A    UTERINE    MYOMA. 

Mrs.  S.  J.  T.,  aiivil  49,  married,  housewife,  American;  no 
diseases  of  importance  either  as  a  child  or  adult;  menstruation 
began  at  14-.  always  irregular  and  painful  until  after  the  birth 
of  her  first  child;  flow  otherwise  normal;  married  at  1!'  and  firsl 
child  born  at  21  years  of  age;  the  Last  child  born  at  the  age  of  35; 
two  children  between  these  two,  making  in  all  four  children;  no 
miscarriages. 

After  the  birth  of  the  last  child  she  had  convulsions  Lasting 
fifteen  hours  and  was  an  invalid  for  one  year.  During  the  preg- 
nancy of  this  last  child  she  was  an  invalid  most  of  the  time  with 
symptoms  pointing  to  nephritis. 

History  of  the  Present  Sickness. — Ever  since  the  birth  of  the 
last  child,  fifteen  years  ago,  has  had  pain  and  tenderness  in  the 
pelvis,  but  never  had  called  a  physician  for  any  pelvic  trouble 
until  September,  1902.  Four  years  ago  she  noticed  that  the 
menstrual  How  was  increased  in  amount,  clotted,  and  appeared  a 
few  days  earlier  than  usual.  During  the  past  two  years  the  flow 
has  amounted  every  month  to  a  hemorrhage,  and  for  the  past 
year  and  a  half  she  has  never  passed  a  day  without  a  show7  of 
blood.  During  the  past  eight  months  the  flow  has  been  constant, 
with  occasional  exacerbations  at  the  menstrual  period  which 
amounted  to  hemorrhages.  No  fetid  odor  was  ever  noticed, 
though  at  times  the  discharge  seemed  almost  watery.  Ten  weeks 
ago  she  gave  up  work  on  account  of  the  severity  of  the  hemor- 
rhage and  has  not  been  out  of  bed  until  a  week  ago.  The  day 
after  she  was  obliged  to  go  to  bed  she  was  seized  with  excruciat- 
ing pain  in  the  left  side,  so  that  relief  could  not  be  obtained  with- 
out the  administration  of  morphine.  Before  this  time  she  had 
never  suffered  any  actual  pain  other  than  tenderness  in  the 
lower  part  of  the  abdomen,  but  she  complained  bitterly  ever 
since  the  hemorrhages  began,  four  years  ago,  of  intense  nervous- 
ness, heat  sensations,  and  sleeplessness,  which  she  describes  as 
worse  than  actual  pain. 

September  23  T  first  saw  the  patient  with  Dr.  Susanne  Borton, 

under  whose  care  she  had  been   for  the  past   week.      I  found  her 

intensely  anemic  and  with  every  appearance  of  a  patient  with 
advanced   eareii a.     After  Listening  to  the  above   history   1 

made  a  vaginal  examination,  found  the  cervix  dilated  but  no  sign 

of  degeneration,  and  a  Large  mass  filling  up  the  entire  pelvis. 

The  mass  seemed  to  be  entirely  connected  with  the  uterus,  ex- 
tending  half-way  up  to  the  umbilicus.  The  tenderness  was  SO 
-iv.it  on  the  Lefl  sidl    Of  the  abdomen  that  palpation  COUld  not  be 

practised.  Palpation  on  the  righl  side  revealed  a  nodular 
growth  which  I  supposed  to  be  a  uterine  myoma.     The  discharge 

was  thin,  bloody,  but  had  no  odor.      She  was  advised  of  thi 
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ousness  of  her  condition  and  decided  to  go  to  the  hospital  Septem- 
ber 2.i.  From  September  25  till  November  1,  when  she  left  the 
hospital,  a  daily  record  has  been  kept  of  her  condition. 

When  she  entered  the  hospital  her  pulse  was  102,  temperature 
99.8°,  respiration  2-i.  The  next  evening  her  pulse  had  dropped 
to  86  and  temperature  to  98.6°.  She  had  been  put  upon  strych- 
nia one-thirtieth  grain  every  four  hours,  liquid  diet,  and  colonic 
flushes  daily,  one  per  cent  carbolic  douche,  two  gallons  night 
and  morning.  Examination  of  the  urine  at  this  time  indicated 
normal  condition  of  the  kidneys. 

September  27  temperature  began  to  rise.  On  the  28th  it 
reached  101.8°  and  remained  above  100°  minimum,  101.8°  maxi- 
mum, until  October  5.  During  this  period  it  became  necessary 
to  pack  the  vagina  to  restrain  the  hemorrhage,  and  the  patient's 
stomach  was  so  disturbed  that  she  was  nauseated  or  vomited  every 
day. 

From  October  5  until  October  14  patient  seemed  to  improve, 
pulse  remaining  in  the  90 's  and  temperature  ranging  from  99° 
to  100.6°.  October  13  patient  complained  of  symptoms  that  led 
me  to  think  she  was  going  to  have  another  period  of  disturbed 
stomach  and  elevated  pulse  and  temperature. 

We  decided  upon  operative  measures,  and  on  October  14,  after 
the  usual  preparations  for  a  major  operation,  patient  was  anes- 
thetized, and  with  the  assistance  of  Dr.  "Wood,  senior  interne  at 
the  Woman's  Hospital,  and  Dr.  Susanne  Horton  and  Dr.  Blake- 
ledge,  anesthetist,  I  performed  a  panhysterectomy  by  the  combined 
abdominal  and  vaginal  incision.  The  patient  became  pulseless 
soon  after  the  abdominal  incision  was  made,  and  normal  salt  in- 
fusion, with  strychnia  one-thirtieth  grainanddigitalistenminims. 
was  begun  and  continued  during  the  operation.  At  the  close  of 
the  operation,  before  the  patient  gained  consciousness,  two  quarts 
of  normal  salt  solution  were  thrown  into  the  colon  and  retained. 
Pulse  before  the  operation  92,  temperature  99.2°,  respiration  26. 
On  returning  from  the  operating  room  two  hours  after  the  oper- 
ation pulse  was  116,  temperature  98.6°.  respiration  27.  In  order 
to  hurry  the  operation  qo  Ligatures  were  used,  clamps  beiim  put 
on  the  broad  ligaments  and  the  abdominal  incision  closed  after 
they  had  Ween  placed.  The  growth  was  removed  in  two  parts, 
also  for  the  purpose  of  hurrying  the  operation.  Clamps  were 
placed  mi  the  uterine  and  ovarian  arteries  and  the  growth  eu1 
down  to  the  internal  os  and  removed.  The  patient  was  then 
placed  in  the  lithotomy  position,  incision  made  around  the  cer- 
vix, anterior  and  posterior  vaginal  cul-de-sac  opened,  and  the 
permanenl  clamps  placed  on  the  broad  ligaments  before  removing 
the  temporary  clamps  placed  above  for  controlling  the  hemor- 
rhage. 

The  after-treatmenl  consisted  of  the  Byford  treatmenl  for 
major  peritoneal  operations.  The  pulse  ranged  from  112  to  124 
during  the  first  week  and  temperature  from  99    to  1<>2°. 

Thirteen  days  after  the  operation  the  pulse  w.-is  88,  tempera- 
ture 99   .   respiration  24,  and   from  that   lime  on  the  patient    has 
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made  a  Bteady  gain  and  was  able  to  Leave  the  hospital  in  an  ambu- 
lance oe  the  nineteenth  day  after  the  operation.  She  ia  now 
able  tn  walk,  has  had  no  pain  since  the  operation,  and  is  an  oper- 
ative race 

The  great  difficulty  we  encountered  after  the  operation  was  in 
the  matter  of  stimulation.  Strychnia  was  administered  hypo- 
dermatically,  one-sixtieth  to  one-thirtieth  grain  every  one  to  three 
hours  as  indicated.  Bowels  were  kept  open  with  milk  of  mag- 
nesia. Eunyadi,  and  calomel.  Fourteen  pints  of  normal  salt  solu- 
tion were  administered  Bubcutaneously  and  by  the  colon  during 
the  first  week.  The  alimentation  during  this  time  was  mainly  by 
rectal  enemata  containing  Valentine's  Beef  Juice  and  water,  pep- 
tonized milk,  heel'  extrad  and  water,  white  of  egg,  peptonized 
milk  and  coffee,  liquid  peptonoids,  matzoon.  The  amount  of 
nourishment  that  was  administered  in  this  way  was  great. 

An  examination  of  the  blood  was  made  one  week  after  the 
operation  and  the  hemoglobin  was  estimated  as  twenty-five  per 
cent,  she  Lost  very  little  blood  during  the  operation,  and  I  be- 
lieve that  the  count,  if  made  before  the  operation,  would  have 
been  the  same  or  even  less.  In  spite  of  the  intense  anemia,  the 
pulse  was  always  of  very  fair  quality  and  neverassumed  an  alarm- 
ing character  during  her  convalescence.  In  1898  I  operated 
upon  a  patient  at  Wesley  Hospital  with  inversion  of  the  uterus. 
performing  a  hysterectomy.  The  patient's  hemoglobin  before 
the  operation  was  nineteen  per  cent.  It  would  seem,  from  these 
two  cases  at  Least,  that  intense  anemia  is  not  always  a  serious 
obstacle  to  the  performance  of  major  operations. 

Report  "H  material  sent  by  J>r.  Van  IIo<>s<  n  October  21,  from 
casi  of  Mrs.  T. — "Uterus  measures  16  by  14  by  8  centimetres. 
Cavity  of  uterus  is  6  by  2  centimetres.  A  small  nodular  mass 
projects  into  this  cavity.  There  are  small  nodules  on  the  surface 
of  the  uterus.  The  growth  on  the  left  lateral  wall  of  the  uterus 
is  an  easily  broken  mass,  not  encapsulated,  measuring  10  by  6 
centimetres.     Left  ovary  in  place  and  slightly  enlarged. 

H  Microscopic  Examination.—  A  section  from  one  of  the  small 
nodules  shows  this  growth  to  be  a  fibromyoma.  A  section  from 
the  mass  on  the  left  lateral  wall  of  the  fundus  shows  a  mixed-cell 

sar na.  with  spindle-cell  elements  predominating.     There  are 

polynuelear  cells  and  a  number  of  cells  undergoing  mitotic  divi- 
sion. There  is  marked  hyaline  degeneration  of  the  blood  vessels. 
A  section  from  the  mar-in  of  this  growth  shows  the  change  from 
a  fibromyoma  into  sarcomatous  elements.  The  lone-,  spindle- 
shaped  muscle  cell,  with  its  rod-like  nucleus,  is  changed  into  an 
oval  cell  with  round  or  spindle  nucleus,  often  very  granular. 
Mitotic  figures  are  also  seen.     The  nodule  in  the  uterine  cavity 

■  lit-  the  same   picture,   that    is.   the  change  of  the   muscle  ele- 
ment- of  ;:  fibromyoma  into  BarCOmatOUS  elements.      Sections  from 

other  parts  of  the  endometrium  and  the  cervix  show  no  involve- 
ment There  is  ;i  small  metastatic  growth  in  the  ovary — a 
myxomatous  patch  in  which  is  seen  tin-  mixed-cell  sarcoma  tissue. 
identical   with  the  uterine  growth 
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Dr.  Maximilian  Herzog. — If  I  understood  Dr.  Van  Hoosen 
correctly,  she  stated  as  the  opinion  of  Roldtansky  and  Virchow 
that  most  sarcomata  found  in  the  uterus  are  secondary  to  myoma. 
In  other  words,  most  of  the  sarcomata  found  in  the  uterus  are 
nothing  but  sarcomatous  degeneration  of  myomata.  It  may  be 
that  this  is  the  statement  of  Virchow  and  of  Roldtansky ;  I  can- 
not recall  it  now.  These  older  statements  should  be  taken  with  a 
good  deal  of  caution.  Sarcoma  of  the  uterus  occurs,  as  a  rule, 
as  a  primary  tumor  arising  from  the  mucous  membrane.  During 
the  last  five  or  six  years  I  have  seen  three  cases  of  primary  sar- 
coma of  the  uterus.  I  have,  however,  seen  only  one  case  of  sar- 
coma secondary  to  a  myoma. 

Dr.  Junius  C.  Hoag. — I  would  inquire  of  Dr.  Van  Hoosen 
with  regard  to  the  amount  of  salt  infusion  that  was  used,  how 
much  was  used  subcutaneously,  how  much  by  the  rectum,  and 
what  the  immediate  results  were. 

Dr.  Van  Hoosen  (closing  the  discussion). — With  reference  to 
the  remarks  of  Dr.  Herzog,  I  will  say  that  Virchow  and  Roki- 
tansky  had  reference  to  sarcoma  of  the  parenchyma,  and  not  to  all 
sarcomata.  I  think  this  question  is  very  hazy.  I  found  few 
cases  in  the  literature  where  there  was  sarcoma  with  myofibroma, 
or  sarcoma  connected  with  myofibroma  in  any  way  whatever.  I 
felt,  from  the  history  of  my  case,  that  the  myofibroma  was  pri- 
mary to  the  sarcoma.  In  the  specimens  some  of  the  cells  are  de- 
generated. 

In  regard  to  salt  solution,  I  think  about  half  of  it  was  given 
subcutaneously  and  about  half  by  the  rectum.  I  believe  the  re- 
sults were  just  as  good  where  we  gave  the  salt  solution  by  the 
rectum,  except  they  were  not  quite  as  quick.  We  got  fulness  of 
the  pulse  more  quickly  where  we  used  the  salt  solution  subcu- 
taneously, but  where  it  was  not  immediately  necessary  we  gave  it 
by  the  rectum. 

(To  be  continued.) 
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Stated  Meeting,  December  18,  1902 
The  President,  George  Erbty  Shoem aki  k,  M.D.,  in  the  Chair. 
1)k.  John  C.  Da  Costa  presented 

'  UNICAL    NOTES   ON    (a)    SOME    PTERINS   FIBROMATA;    (&)    DOUBLE 

VACJINA  AND  I  TKRUS;   (c)    CELIOTOMY  DURING  PREGNANCY; 

AND    (d)    SOME   MISTAKES   IN    DIAGNOSIS. 

Believing  thai  unusual  cases  may  be  of  some  interest  and  that 
we  Bometimes  Learn  much  from  our  own  and  others'  mistakes,  I 
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anl  these  Bpeeimens  and  histories  of  cases  to  the  Section, 
omitting  the  pathology,  long  tedious  histories,  and  temperature 
charts,  and  condensing  what  is  to  be  said  into  the  fewesl  words 
sufficient  to  make  the  description  intelligible. 

I'h  rim  Fibroids. — These  cases  are  presented,  n01  because  uter- 
ine fibroids  are  uncommon,  for  they  are  not,  but  rather  because 
of  the  peculiarity  of  their  growth  in  the  examples  under  dis- 
cussion. 

The  Hrst  is  that  of  J.  M..  tet.  43,  who  was  brought  to  me  from 
the  interior  of  Pennsylvania.  The  growth  was  subperitoneal, 
arising  from  the  anterior  and  exterior  wall  of  the  neck  of  the 
uterus,  and  in  its  growth  had  pushed  up  the  peritoneum  before  it 
and  turned  the  uterus  itself  upside  down,  forcing  it  downward  so 
as  to  till  the  pelvis,  and  thus  producing  all  the  abdominal  symp- 
toms incident  to  snch  a  growth.  Theheinorrhageafterthe  removal 
of  the  tumor  was  so  great  that,  as  the  woman  was  approaching 
the  menopause,  T  removed  the  uterus  also.  The  woman  did  well 
after  operation,  and  in  ten  days  the  stitches  were  taken  out. 
showing  apparently  perfect  union  from  end  to  end  of  the  wound, 
which  had  healed  nicely.  Some  hours  after,  from  some  un- 
known cause,  a  violent  attack  of  vomiting  set  in,  the  whole 
wound  burst  open  from  end  to  end,  and  some  eight  or  ten  feet 
nf  intestine  protruded.  These  were  washed  with  salt  solution 
and  returned,  and  parts  held  together  with  temporary  sutures 
of  silkworm  gut.  Two  hours  after  this  I  operated  to  close  the 
wound  by  freshening  up  the  edges,  which  seemed  perfectly 
healthy  and  raw.  She  made,  after  this,  a  tedious  recovery,  but 
went  home  well,  and  at  last  accounts  was  still  so. 

The  next  specimen  is  one  removed  from  the  top  of  the  uterus 
and  in  its  growth  had  pulled  up  the  tubes  and  ovaries  with  it. 
It  has  been  cut  open  and  shows  very  clearly  the  capsule  covering 
it.  which  on  fresh  section  could  be  stripped  off  as  readily  as  the 
skin  from  an  orange.  It  was  removed,  as  stated,  from  the  fundus 
of  the  uterus,  and  the  Large  raw  surface  of  the  uterus  closed 
with  sutures,  and  peritoneum  drawn  over  it. 

The  third  is  like  the  second,  except  thai,  instead  of  being 
smooth  like  ;i  ball,  it  is  studded  with  nodules.  Both  women 
made  uninterrupted  recoveries. 

Voubh  Vagina  and  Uterus.-  M.  J.,  from  New  Jersey,  aet.  22. 
Only  symptom  was  dysmenorrhea.  Examination  showed  a  dou- 
ble vagina  with  thick  septum  reaching  from  vulva  to,  and  coal- 
escing with,  the  septum  between  the  two  uteri.  The  latter  each 
had  a  separate  cervix  and  corpus  uteri,  the  left  one  Larger  than 
the  right,  and  with  a  deep  depression  between  them  reaching  to 
the  point  where  the  two  cervices  coalesced.  Operation  was  done 
by  entirely  cutting  away  the  septum  in  the  vagina  up  to  the 

Patienl   went   home  with  all  bad  symptoms  cured. 

Celiotomy  During  Pregnancy.-  These  cases  are  reported  to 
emphasize  whal  I  have  often  stated,  thai  I  believe  celiotomy  dur- 
ing pregnancy  is.  when  n led  and  under  proper  precautions,  .-. 
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safe  operation.  Dr.  Bovee,  of  Washington,  some  eighteen  months 
or  so  ago,  reported  two  cases  and,  from  what  I  remember,  cited 
them  as  unusual.  Five  and  a  half  years  ago  I  reported  two 
cases  at  the  meeting  of  this  Section,1  operated  on  April  20,  1897, 
and  one  some  three  years  before  that  date.  Both  these  cases 
went  to  full  term.  I  have  had  a  few  since  that  date,  but  cannot 
just  now  fix  the  dates.  Dr.  Noble  told  me  two  weeks  ago  that 
he  had  operated  on  about  ten.  The  history  of  the  first  case  is  as 
follows:  M.  B.,  get.  37,  from  New  Jersey.  This  patient  stated 
that  her  doctor  said  "she  had  procidentia  uteri  and  irregular 
bleedings  from  a  pregnant  uterus."  Her  own  statement  was 
that  seven  years  ago  she  had  prolapsus  uteri  after  the  birth  of 
her  first  child ;  and  after  the  birth  of  her  second  child  she  wore 
a  rubber  pessary  until  the  birth  of  her  last  child,  two  years  ago. 
Apparently  she  was  perfectly  well  until  a  month  ago,  when, 
while  working  in  the  fields  with  a  hoe  and  plow,  the  old  trouble 
returned.  For  the  last  two  weeks  she  has  complained  of  fre- 
quent and  painful  micturition,  sometimes  as  often  as  six  times 
an  hour,  of  occasional  hematuria,  of  dull,  heavy,  aching  pain  in 
right  lumbar  region,  and  of  obstinate  constipation. 

Examination '  showed  a  slightly  prolapsed  cervix,  easily  re- 
placed, with  a  retroflexed  adherent  pregnant  uterus  without 
signs  of  bleeding  from  the  cervix.  Vagina  healthy.  On  press- 
ing the  finger,  however,  along  the  line  of  urethra  a  full  teaspoon- 
ful  of  blood  was  milked  out. 

Two  days  after  this  examination  I  opened  the  abdomen.  On 
getting  down  to  the  peritoneum  it  was  raised  with  two  pairs  of 
forceps  and  an  opening  made  in  it;  the  incision  was  about  three 
and  a  half  to  four  inches  above  the  pubis,  and  I  found  the  blad- 
der was  opened ;  the  latter  was  firmly  attached  to  the  uterus  and 
bad  been  pulled  up  by  the  retroflexed  womb.  The  base  and  back 
of  the  bladder  were  covered  with  a  thick  fibroid  growth  fully 
three  inches  long  and  an  inch  and  a  quarter  wide.  As  the 
woman  was  pregnant,  it  was  not  deemed  advisable  to  do  any 
radical  operation  on  the  bladder,  so  the  opening  was  closed,  the 
adhesions  of  litems  broken  up,  the  uterus  released  and  raised, 
and  the  abdomen  closed.  Recovery  was  uneventful,  and  in  three 
and  a  half  weeks  she  was  discharged  with  the  uterus  largely  in- 
creased in  size  and  her  bladder  trouble  about  gone,  the  hema- 
turia stopped,  and  the  only  discomforts  remaining  being  those 
incidenl  to  pregnancy. 

The  next  case,  R.  S.,  set.  26,  also  from  New  Jersey,  is  a  second 
illustration    of    retroflexed   adherent    pregnant    uterus,    with   the 

usual  symptoms  attending  this  condition.  The  abdomen  was 
opened,  the  adhesions,  which  were  particularly  dense  in  the  righl 
iliac  fossa,  broken  up,  and  the  abdomen  closed.  The  patient  bad 
no  after-symptoms  and  went  home  apparently  well. 

My  previous  eases  have  gone  on  after  operation  to  Hull  term, 
and   I  trust  these  will  do  as  well. 
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1/  J,'/,,s  in  Diagnosis.-   Distended  bladder  mistaken  for 
i mil  cyst.    We  are  all  of  us  Likely  to  make  mistakes  in  diagnosis, 
hut.  if  observant,  are  may  learn  much  from  these  very  mistakes. 
The  following  cases  will  show  how  some  of  us  are  deceived. 

Mrs.  J.  M..  set.  43,  was  broughl  to  me  by  her  doctor  with  the 
statement  from  him  thai  "she  had  an  ovarian  tumor,  as  I  could 
by  examining  the  abdomen."  Be  Btated  thai  "there  was  no 
trouble  with  the  urine,  which  she  passed  easily,  bu1  there  was 
severe  constipation  and  pain  from  the  growth  of  tumor."  On 
examining  the  abdomen  l  found  an  oval  tumor  in  the  middle 
line,  dull  on  percussion,  with  a  char  note  in  the  flanks,  A 
catheter  broughl  away  sixty  ounces  of  urine,  and  two  hours 
later  twenty  ounces  more,  and  the  tumor  disappeared.  On 
vagina]  examination  the  cervix  could  not  be  reached,  and  the 
pelvis  was  tilled  with  a  dense,  linn  growth  which  proved  to  he  a 
Large  fibroid  pulling  up  the  cervix  an. I  by  pressure  on  the 
urethra  producing  "incontinence  of  retention."  as  it  was  termed 
by  Gross,  and  by  pressure  on  the  rectum  obstinate  constipation. 
Hysterectomy.  The  patient  made  a  good  recovery  and  regained 
perfect  control  over  her  bladder  and  bowel. 

Sacro-iliac  disease  mistaken  for  cellulitis.  The  ease  which  1 
would  cite  is  one  that  shows  how  careful  we  should  be  in  our 
diagnoses,  and  how.  in  spite  of  the  greatest  care,  practitioners 
may  sometimes  be  led  astray.  The  patient  of  whom  I  speak  had 
been  operated  upon  per  vaginam  for  pelvic  cellulitis  some  weeks 
before,  by  one  whom  1  know  to  be  a  very  able  eynecologist,  an 
.Xpert  operator,  and  a  careful  and  accurate  diagnostician.  She 
had  previously  some  six  weeks  before  the  operation)  had  an 
accidental  miscarriage  at  six  months,  at  her  home  some  two 
hundred  or  more  miles  away.  This  accident,  she  stated,  was  fol- 
lowed by  retention  of  urine  and  by  hematuria  and  shooting  pains 
in  the  region  of  the  left  kidney,  and  two  weeks  later  she  devel- 
oped what  was  alleged  to  have  been  pneumonia. 

The  patient  had  been  operated  on  by  vaginal  incision  and 
drainage  some  weeks  before,  but  no  pus  was  found,  and  she 
went  home  shortly  afterward  much  improved.  She  returned  to 
the  city  some  weeks  Later  and  came  under  my  care.  She  pre- 
sented the  symptoms  of  pelvic  cellulitis,  the  whole  pelvis  being 
filled  with  a  boggy  mass,  but  no  fluctuation  could  be  perceived 
nor  evidence  of  localized  pus  found.  She  had  at  this  time  acute 
pain  in  the  left  hip  joint,  with  wasting  and  flexion  of  the  lefl 
leg  upon  the  thigh  and  of  the  left  thigh  upon  the  pelvis.  There 
Jso  muscular  rigidity,  which  the  patient  said  had  existed 
since  the  previous  operation.  Her  temperature  and  general  con- 
dition indicated  pus.  luit  no  localized  spot  nor  fluctuation  could 
lie  found  for  some  little  while,  until  she  suddenly  developed  a 
swelling  upon  the  left  side  in  front  of  the  erector  spinas  mass 
and  back  of  the  anterior  superior  spine  of  the  ilium.  This  swell- 
ing increased  so  rapidly  in  size  that  in  three  days  it  attained  a 
size  of  about  three  ami  one-half  inches  diameter  ami  an  elevation 
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of  one  to  one  and  one-half  inches  above  the  adjoining  surface.  I 
then  operated,  and  cut  down  for  a  depth  of  two  inches  without 
finding  pus,  and  then,  tearing  with  my  fingers,  a  pocket  contain- 
ing nearly  a  pint  of  purulent  material  was  emptied.  The  cavity 
thus  formed  was  scrubbed  out  with  gauze,  the  eroded  bone 
curetted,  and  a  counter  opening  for  drainage  was  made  at  a 
point  in  the  centre  of  Poupart's  ligament.  A  large  rubber  drain- 
age tube  was  introduced,  through  which  the  cavity  was  washed 
out  daily. 

The  patient's  temperature,  which  had  ranged  daily  from 
98.5°  to  103.5°  before  this  operation,  fell  steadily  day  by  day, 
and  within  four  days  reached  normal,  at  which  point  it  remained. 
The  pain  disappeared,  and  the  leg,  under  treatment  by  massage 
and  exercise,  straightened  and  increased  in  size,  and  patient 
went  home  well.  The  following  tabulation  shows  the  remarkably 
rapid  improvement  in  the  condition  of  the  patient's  blood  after 
operation : 

One  day  before  operation.  Five  days  after  operation. 

Red    corpuscles 2,810,000  cu.  mm.  3,780,000  cu.  mm. 

White  corpuscles 18,400     "        "  6,000    "       " 

Color    index 0.71  0.85 

Dr.  J.  M.  Baldy. — Regarding  celiotomy  during  pregnancy,  we 
not  infrequently  see  a  paper  on  the  subject  which  leads  us  to 
think  the  operation  is  exceedingly  rare  and  difficult.  My  ex- 
perience has  been  much  that  of  Dr.  Da  Costa.  Some  years  ago 
I  read  a  paper  before  the  Obstetrical  Society  reporting  four  or 
five  cases.  The  worst  one  was  a  case  of  tubal  and  ovarian  abscess 
with  an  abscess,  probably  the  size  of  a  five-cent  piece,  in  the 
cornu  of  the  uterus.  After  removing  both  appendages  the  ab- 
was  cut  open,  curetted,  and  packed  with  gauze;  the  preg- 
nancy continued  without  difficulty  and  the  child  Avas  born  at  full 
term.  1  have  had  lliree  cases  within  the  last  year  or  eighteen 
months.  I  have  several  namesakes  around  the  country  of  chil- 
dren  born  after  operation  during  pregnancy.  In  the  last  case 
1  did  a  myomectomy  and  removed  a  large  fibroid  tumor  from 
the  uterus  and  stitched  the  uterus  up.  The  pregnancy  had  ad- 
vanced four  months  at  thai  time.  T  have  adopted  a  uniform 
plan  of  treatment.  Immediately  after  operation  every  patient 
is  put  under  the  influence  of  opium  until  there  is  not  the  slight- 
est tendency  to  uterine  contraction.  The  opium  is  given  hypo- 
dermatically  in  quarter-grain  doses  until  the  patient  is  narcot- 
ized, and  then  is  kept  in  this  condition.  I  have  aever  seen  a  case 
in  which  the  child  was  affected  by  the  morphia.  Suppositories 
of  opium  are  used  for  the  same  purpose.  Pregnancy  would  not 
h<-  a  contraindication   for  operation,  if  I  thoughl   that  at  any 

time  operation   was  retpiin-d.      I   do  not    mean    I   would  not   wait 
until  111--  pregnancy  was  over,  if  the  case  were  one  in  which  the 
operation  could  wait;  but    1   would   nol   wait  simply  on  account 
of  lb''  pregnancy,  if  operation  were  called  Eor. 
'flier.-  seems  1<»  i><-  something  wrong  with  Jersey  in  regard  to 
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these  uterine  deformities  Dr.  I>a  Costa  mentions.  The  lasl 
three  or  Eour  eases  I  can  recall  were  on  the  other  Bide  of  the 
river.  The  lasl  one  lmd  a  total  lack  of  ovaries,  uterus,  and 
vagina. 

Dr.  George  Eretx  Shoemaker. — The  Chair  would  commenl 
on  the  case  in  which  the  Btitches  were  removed  on  the  tenth  day 
and  in  which  vomiting  induced  separation  of  the  entire  wound. 
ins  to  me  thai  thai  is  an  additional  argumenl  for  the  use 
of  the  buried  suture.  Also,  it  forms  one  of  quite  a  Large  group 
of  reported  cases  in  which  when  the  stitches  are  removed  com- 
paratively early  the  wound  bursts  open.  It  shows  how  really 
weak  the  wound  is  in  ten  days.  Some  operators  remove  all 
abdominal  stitches  a.s  early  as  the  eighth  day.  But  because  of  the 
reports  of  occasional  accidents  such  as  that  reported,  I  make  it  a 
rule  to  remove  the  stitches  not  earlier  than  the  twelfth  day,  un- 
less they  are  cutting,  ami  to  reinforce  all  wounds,  no  matter 
whether  the  through-and-through  sutures  are  used  or  not, 
with  the  layer  suture.  Dr.  Da  <  !osta  deserves  our  thanks  for  the 
report  of  the  accident,  which  is  instructive  to  all  of  us,  while 
not  due  to  any  fault  of  his.  Tt  throws  a  suggestive  light  upon 
the  practice  of  some  operators — not  that  of  Dr.  Da  Costa — of 
allowing  patients  to  walk  about  ten  or  twelve  days  after  abdom- 
inal section. 

Dr.  II.  D.  Beyea. — T  would  like  to  ask  Dr.  Da  Costa  if  the 
vomiting  was  very  severe  in  this  case,  in  his  opinion  sufficiently 
severe  to  be  the  only  cause  of  the  separation  of  the  wound.  It 
is  my  custom  to  close  the  abdomen  in  all  cases  by  the  layer 
method — the  peritoneum  and  fascia  with  catgul  and  the  skin  with 
silk.  No  mass  sutures  are  employed.  AVe  have  demonstrated 
that  this  catgut  we  use  is  absorbed  at  the  end  of  four  or  five 
days.  We  have  never  had  a  wound  separate  ;is  in  the  case 
described  by  Dr.  Da  Costa.  Therefore,  it  would  seem  to  me 
that  there  must  be  some  other  cause  for  the  separation  than  the 
removal  of  the  sutures  at  the  end  of  ten  days. 

Dr.  ShoEMAEER  (to  Dr.  Beyea). — Did  you  ever  test  the  catgut 
entirely  beneath  the  skin?  Catgut  is  cut  off  more  rapidly  at 
the  point  where  it  passes  through  the  superficial  layers  of  the 
skin  than  it  is  elsewhere. 

Dr.  H.  D.  Beyea. — I  have. 

Dr.  Da  Costa  (closing). — In  regard  to  what  Dr.  Baldy  said 
about  opium,  I  also  have  op<  rated  for  abscess  in  pregnanl  women. 
and  my  rule,  like  his,  is  after  the  operation  to  put  them  under 
opium,  hut  T  do  not  use  morphia.  Tn  about  one  case  in  six 
morphia  produces  nausea,  sometimes  uncontrollable,  Lasting  twen- 
ty-four to  forty-eight  hours.  I  use  after  the  operation  solid 
opium  suppositories  in  Bufficienl  quantity  to  keep  the  uterus 
quiet  until  the  tendency  to  aborl  has  disappeared.  The  wound 
in  this  case  was  closed  with  three  tiers  of  sutures,  chromicized 
catgul  for  peritoneum,  and  for  closing  fascia  and  muscles;  tin- 
third,  of  silver  wire,  goes  through  skin,  fat,  fascia,  and  muscles, 

16 
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but  not  through  peritoneum.  This  last  is  the  only  one  removed. 
1  did  not  have  the  No.  2  catgut  and  used  the  No.  3.  I  find  that 
in  the  vagina,  exposed  to  continuous  secretions,  catgut  is  gen- 
erally unchanged  in  fourteen  days  and  gone  in  eighteen  days. 
Some  reason  unknown  produced  the  terrible  attack  of  vomiting 
which  tore  open  the  wound. 

I  have  not  used  a  binder  in  any  of  my  cases  for  some  few 
years.  I  rarely  take  out  the  stitches  in  as  few  as  five  days; 
seldom  in  six.  Sometimes  they  are  left  as  long  as  fourteen. 
This  depends  upon  the  condition  of  the  wound.  If  the  woman 
does  well  I  do  not  look  at  the  wound  for  ten  days  after  closing. 
I  close  it  with  catgut  for  the  peritoneum,  muscles,  and  fascia, 
and  then  with  silver  wire.  For  four  or  five  years  I  have  covered 
the  wounds  with  silver  foil.  "When  the  silver-wire  stitches  are 
taken  out  I  use  a  zinc  plaster  to  strap  with.  It  does  not  irritate 
and  holds  well.  I  do  not  use  binders  because  of  the  great  diffi- 
culty in  having  them  fit.  If  the  patient  is  measured  when  lying 
in  bed,  the  binder  does  not  fit  when  she  is  standing.  Strips  of 
plaster,  not  over  eight  or  tea  inches  long,  are  used,  leaving  a 
space  between  the  strips.  In  these  spaces  are  put  other  strips 
after  a  week,  and  they  are  so  changed  once  a  week.  Since  using 
this  method  no  one  has  returned  with  hernia. 

Dr.  Shoemaker. — I  did  not  intend  to  criticise  Dr.  Da  Costa's 
method  of  suturing  the  wound.  My  remarks  were  rather  a  com- 
ment upon  the  comparative  weakness  of  all  wounds  after  an 
interval  of  ten  days.  I  think  the  case  illustrates  the  fact  that 
even  when  a  wound  is  sewed  up  as  thoroughly  as  was  Dr.  Da 
Costa's,  this  accident  may  occur,  and  has  occurred  in  a  number 
of  reported  cases. 

Dr.  Da  Costa. — I  did  not  understand  Dr.  Shoemaker's  words 
to  be  a  criticism. 

Dr.  J.  M.  Baldy  reported 

EXTRAUTERINE   PREGNANCY   TWICE   IN    THE   SAME  PATIENT   WITHIN 

ONE  YEAR. 

Ii.  S.,  aged  26  years,  was  admitted  to  the  Pennsylvania  Hos- 
pital December  14,  1901,  with  symptoms  of  extrauterine  preg- 
nancy. Two  nights  before  admission  she  had  fainted  while 
taking  a  bath  and  had  sharp  pains  in  the  lower  part  of  the 
abdomen.  The  next  day  the  pains  returned  with  redoubled 
force  and  she  was  found  on  admission  to  the  ward  to  be  in 
collapse.  The  skin  and  mucous  membrane  were  as  pale  as  well 
could  be,  her  face  was  pinched,  and  her  pulse  130  to  140  to  the 
minute.  Ber  previous  history,  which  was  that  of  pregnancy;  her 
collapsed  condition,  together  with  a  pelvic  mass,  made  the  diag- 
nosis of  ectopic  pregnancy  easy.  The  blood  examination  showed 
the  hemoglobin  to  be  30  per  cent,  Leucocytes  26,000.  An  opera 
tion  disclosed  ;m  abdomen  l'u!l  of  Tree  hi I.  with  the  bleeding 

still  going  on    from  the  rupture  id'  ;i   left  sided  ectopic  sac.      The 

patienl  w;is  returned  to  bed  in  twenty  minutes  and  transfusion 
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of  sail  suiiiii.ui  made  freely  under  the  breasts.  The  woman  ral- 
lied slowly  from  her  low  condition  and  made  ;i  good  surgical 
convalescence  a1  the  end  of  three  days,  although,  of  course,  she 
was  in  an  extremely  enfeebled  condition  from  the  loss  of  blood. 
At  the  end  of  a  week  she  began  to  complain  of  soreness  in  the 
leftside  in  the  region  of  the  puncture  points  of  the  transfusion 
needle.  An  examination  disclosed  a  gradually  spreading  cel- 
lulitis which  it  was  necessary  to  incise  and  drain.     Tl besl 

not  progressing  satisfactorily  ten  days  or  so  later,  Tito  incision  in 
the  chest  became  necessary,  and  the  cartilage  of  the  eighth  rib, 

being    necrosed,     was     resected.       A     slow,     tedious    convalescence 

followed  and  the  woman  did  not  leave  the  hospital  for  almost 
three  months.  At  the  beginning  of  the  cellulitis  the  leucocytes 
counted  15,900;  the  hemoglobin  had  risen  to  70  per  cent  A.1 
no  time  during  the  suppuration  did  the  leucocytes  count  more 
than  16,000.  I  note  in  passing  that  the  hemorrhage  of  the 
original  rupture  gave  a  count  of  26,000  white  blood  corpuscles. 
Eow  the  blood  examination  was  of  the  slightest  aid  in  this  case 
is  beyond  my  comprehension. 

The  laboratory  puts  the  point  of  hemoglobin  at  which  we  date 
not  operate  at  30  per  cent.  I  note  in  this  case  that  it  was  30 
per  cent.  I  would  remark  in  this  connection  that  the  per  cent 
of  hemoglobin  is  of  no  importance,  be  it  30  per  cent  or  20  per 
cent,  or  even  lower — the  general  condition  of  the  patient  and  the 
emergency  to  be  met  is  the  safe  thing  for  the  practical  surgeon 
to  follow.  Practice  fails  to  bear  out  the  laboratory  in  these 
two  matters,  leucocytosis  and  percentage  of  hemoglobin. 

On  November  13,  1902,  this  same  woman  was  brought  to  me 
at  the  Polyclinic  Hospital  with  the  history  of  having  been  per- 
fectly well  since  her  first  operation  until  the  present  time.  She 
was  now  suffering  from  the  symptoms  of  pregnancy,  which  her 
doctor  thought  to  be  of  the  ectopic  variety.  She  gave  a  clean 
history  of  pregnancy,  a  history  of  sharp  abdominal  pains  the 
pasl  few  days,  and  an  examination  disclosed  a  tender  abdomen 
with  a  boggy  mass  to  the  right  of  the  uterus.  An  operation 
followed  at  once,  with  the  result  that  an  ectopic  sac  was  removed 
from  the  right  side.  Rupture  had  taken  place,  only  this  time  it 
was  confined  by  adhesions  and  had  not  yet  ruptured  into  the 
free  cavity.  Both  pregnancies  were  about  two  months  ad- 
vanced. The  woman  returned  home  well  at  the  end  of  three 
week-s.  The  operation  was  done  so  quickly  that  no  blood  exam- 
ination was  made.  I  record  the  case  because  of  the  rarity  of  a 
second  ectopic  pregnancy  in  the  same  woman  and  the  shortness 
of  the  interval  between  the  conceptions  (eleven  months). 

Dr.  John  B.  Shober—  I  think  Dr.  Baldy  is  to  be  congratu- 
lated on  the  outcome  of  his  ease,  for  it  is  unusual  twenty-four 
hours  after  rupture  of  ectopic  pregnancy,  with  active  hem- 
orrhage and  with  the  hemoglobin  at  30  per  cent,  to  have  the 
patient  recover.  The  use  of  a  large  quantity  of  oormal  --nit 
solution  by  hypodermoclysis  probahly  saved  her  Life.     It  would 
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seem  that  the  cellulitis  which  developed  in  the  chest  wall  was 
the  result  of  infection  transmitted  during  or  after  hypoder- 
moclysis.  Of  course  such  accidents  occasionally  happen  in  spite 
of  the  most  careful  measures,  which  doubtless  were  exercised 
in  this  instance.  I  am  quite  sure,  however,  that  the  technique  is 
often  very  faulty,  and  the  reason  the  complication  seldom  occurs 
is  because  of  the  great  dilution  and  rapid  absorption.  Its  prep- 
aration and  performance  are  too  often  entrusted  to  inexperienced 
hands.  The  presence  of  a  greatly  increased  leucocytosis  asso- 
ciated with  a  large  internal  hemorrhage,  twenty-four  hours  after 
rupture,  is  readily  explained,  as  is  also  the  smaller  degree  noted 
during  the  suppurative  stage  of  the  cellulitis. 

I  quite  agree  with  Dr.  Baldy  that  the  presence  or  absence  of 
leucocytosis  is  a  very  uncertain  guide,  when  we  consider  this 
symptom  alone,  and  experience  seems  to  show  that  it  will  fre- 
quently lead  us  astray.  We  should  regard  it  merely  as  a  factor 
in  the  symptom  complex  of  doubtful  cases.  I  have  learned  to 
value  it  as  a  guide  in  the  initial  stages  of  acute  cases,  when  begin- 
ning suppuration  is  suspected.  Its  absence,  however,  in  the 
later  stages  of  appendicitis  or  of  pelvic  inflammatory  disease,  is 
no  sign  that  pus  is  not  present  or  that  operation  is  not  indicated. 

Dr.  John  C.  Da  Costa. — Last  year  I  was  compelled  to  operate 
upon  a  woman  whose  hemoglobin  was  only  25  per  cent.  I  had 
waited  for  some  days,  but  finally  operated  with  that  percentage. 
I  was  sure  she  would  die  if  not  operated  on.  I  operated  and  she 
recovered.  This  summer  I  did  an  operation  upon  the  whitest 
woman  I  have  ever  seen — her  lips  were  as  white  as  her  cheeks — 
and  the  hemoglobin  count  was  10  per  cent.  She  bore  ether 
beautifully  and  made  a  good  recovery.  "While  it  is  very  well  to 
fix  a  rate  beyond  which  or  below  which  we  ought  not  generally 
to  operate,  we  sometimes  have  to  set  all  rules  aside.  In  regard 
to  leucocytosis,  if  I  understand  Dr.  Baldy,  this  hemorrhage  was 
encapsulated.  Under  such  circumstances,  ordinarily  the  leu- 
cocytosis comes  down. 

Dr.  II.  D.  Beyea. — It  would  seem  to  me  that  the  leucocytosis 
in  I liis  case  might  easily  be  explained  by  the  presence  of  a  collec- 
tion of  blood  clot  undergoing  chemical  change.  The  presence  of 
such  blood  and  the  chemical  product  being  absorbed  or  ;is  an 
irritanl  I  can  appreciate  would  produce  a  leucocytosis.  After 
the  .ibsorption  of  the  blood  clot  was  complete  the  leucocytosis 
would  naturally  disappear. 

Dr.  W.  R.  Nicholson. — The  question  of  infection,  so  called, 
following  hypodermoclysis  has  particularly  iuteresled  inc.  It  does 
qoI  seem  to  me  that  that  explains  the  product  ion  of  the  condition 
Dr.  Baldy  noted,  because  the  tissues  of  the  woman  were  in  such 
condition  that  a  degree  of  infection  thai  in  an  ordinary  woman 
would  have  been  perfectly  harmless,  which  infection  likely 
occurs  in  every  case  in  which  the  hypodermoclysis  needle  is  in- 
serted, would  he  in  this  woman,  almost  exsanguinated,  very  seri- 
ous.     I  remember  a  case  in  my  service  in  the  Maternity  Hospital 
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of  a  woman  in  a  very  profoundly  anemic  condition  treated  by 
normal  saline  solutions.  Large  quantities  were  given  and  ahe 
developed  Large  abscesses.  They  wore  given  by  the  resddenl 
several  times,  and  did  oo1  bappen  to  bave  been  given  by  the 
nurses.  In  another  bospital  the  hypodermoclysis  is  given  by 
the  nurses  with  absolutely  no  bad  results.  It  does  qo1  seem  to 
me,  from  that,  that  this  was  a  case  of  preventable  infection. 
The  general  condition  of  the  women  T  think  is  the  important 
point  in  considering  the  infection. 

Dr.  John  B.  Shober. — In  my  experience  the  majority  of  c 
requiring  hypodermoclysis  are  and  have  been  for  a  long  time  in 
a  very  poor  state  of  health,  and  therefore,  as  1  Bald  before,  it  is 
surprising  that  infection  occurs  so  seldom.  While  not  wishing 
to  criticise  the  case  under  consideration,  I  believe  that,  as  a  rule, 
when  suppuration  does  occur  it  is  due  to  infection  transmitted 
at  the  time  or  during  the  after-care  of  the  puncture  wounds. 
It  therefore  behooves  us  to  see  to  it  that  every  precaution  is 
taken  and  that  the  performance  of  this  life-saving  measure  shall 
be  entrusted  only  to  experienced  hands. 

Dr.  W.  A.  N.  Dorland. — Repeated  ectopic  pregnancy  is  prob- 
ably one  of  the  rarest  manifestations  of  extrauterine  pregnancy, 
though  not  so  rare  as  combined  intrauterine  and  extrauterine 
pregnancy,  and  certainly  not  so  rare  as  Dr.  Krusen's  recent  case 
of  triplets  in  a  Fallopian  tube.  If  I  am  correct  there  have  been 
but  three  cases  of  repeated  extrauterine  pregnancy  reported  in 
Philadelphia.  One  was  in  the  service  of  Dr.  Baer,  the  second 
pregnancy  being  operated  upon  by  me ;  one  was  reported  by  Dr. 
Sprenkel,  and  this  case  by  Dr.  Baldy.  Schoolfield  has  recently 
reported  two  cases  of  repeated  ectopic  pregnancy,  and  Ross,  of 
Toronto,  two  cases.  Recently  Varnier,  of  France,  from  a  study 
of  the  literature  has  collected  about  one  hundred  cases  of  this 
condition;  of  these  not  more  than  six  occurred  in  this  country. 
In  none  of  the  cases  did  the  pregnancies  occur  sooner  than  from 
fourteen  to  sixteen  months  apart.  In  this  respect  Dr.  Baldy 's 
case  is  of  special  interest. 

Dr.  George  Erety  Shoemaker. — The  matter  of  the  white-cell 
count  is  an  interesting  one,  because  the  observations  on  leucocy- 
tosis  in  extrauterine  pregnancy  with  intra-abdominal  hemorrhage 
are  not  very  abundant.  It  is  unfortunate  that  the  observation 
was  not  made  in  the  second  case.  There  is  no  doubt,  however, 
that  the  introduction  of  a  large  amount  of  blood  into  the  peri- 
toneal cavity  is  irritating  to  the  peritoneum,  and  if  sufficient 
time  is  given  it  often  produces  a  form  of  peritonitis  which  en- 
capsulates the  blood.  This  had  not  occurred  in  this  case,  but 
we  are  not  in  position  to  exclude  a  certain  amount  of  extensive 
peritonea]  irritation  which  may  have  had  an  influence  in  this 
high  leucocytosis.  Then  we  must  admit  a  large  personal  equation 
in  the  microscopist  and  the  possibility  of  error  in  his  observa- 
tion. It  is  only  another  illustration  of  the  fact  that  the  blood 
count  is  simply  one  item  in  making  up  our  diagnosis,  and  by  itsel I' 
not  a  reliable  guide  to  operation  ordinarily. 
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Dr.  Baldy  (closing). — A  word  in  regard  to  the  rarity  of  the 
condition.  Dr.  Mann,  who  is  in  the  city  at  this  time,  has  had 
the  only  case  that  I  know  of  on  record  in  which  at  the  time  of 
operation  there  was  found  an  extrauterine  pregnancy  in  each 
of  the  tubes.     There  are  a  number  like  mine. 

I  think  Dr.  Nicholson  is  right  in  regard  to  a  suppuration  in 
this  particular  case.  In  the  Pennsylvania  Hospital  the  hypoder- 
moclysis  is  largely  done  by  the  nurses.  The  chief  resident  phy- 
sician, who  has  been  there  for  a  number  of  years,  says  this  is  the 
only  case  he  has  known  to  occur.  I  only  cite  this  to  show  that 
bypodermoclysis  is  usually  carried  out  with  the  utmost  care,  and 
yet.  in  spite  of  this,  infection  occurred  in  this  case.  It  is  a 
clean-cut  argument  for  laboratory  men  in  favor  of  one  of  the 
dangers  of  low-grade  hemoglobin,  showing  a  lack  of  resisting 
power.  AYith  a  hemoglobin  of  30  per  cent  I  am  not  surprised 
that  there  was  cellulitis.  As  Dr.  Da  Costa  says,  no  one  will 
select  a  patient  with  a  hemoglobin  of  30  per  cent  for  operation, 
but  if  the  case  calls  for  operation  I  do  not  see  that  30  per  cent 
of  hemoglobin  is  a  contraindication.  I  have  operated  in  several 
cases  in  which  the  percentage  was  down  in  the  twenties.  The 
records  are  all  from  the  Pennsylvania  Hospital  and  are  all  cor- 
rectly made.  I  oftentimes  question  pathological  reports  on  ac- 
count of  the  men  who  make  them.  The  ordinary  observation 
made  by  the  resident  is  of  no  possible  value.  It  is  impossible 
that  a  resident  physician  in  a  hospital  should  know  enough  to 
make  an  unquestionable  report  when  pathologists  of  the  most 
expert  reputation  differ.  It  is  nonsense  for  us  to  talk  about 
pathological  reports  from  such  sources.  For  scientific  accuracy 
they  are  entirely  beyond  the  pale. 

There  is  no  question  whatever  but  that  hemorrhage  will  give 
leucocytosis.  All  clinicians  will  recognize  that.  Sometimes  it 
will  occur  from  a  small  amount  of  blood,  and  sometimes  it  will 
not  occur  with  an  excessive  amount  of  blood. 

Here  is  a  method  of  diagnosis  that  we  are  asked  to  place  a 
certain  amount  of  dependence  upon  in  suppuration.  It  is  the 
practical  experience,  however,  of  clinicians  who  have  used  it 
thai  they  cannot  rely  upon  it  and  that  it  often  leads  them  astray. 
That  has  been  my  experience.  Here  is  a  case  in  point  in  which 
in  acute  suppuration,  where  one  expects  a  high  grade  of  leucocy- 
tosis,  it  is  seen  that  the  hemorrhage  gives  10,000  more  counts 
than  docs  tlic  suppuration  and  inflammation.  I  have  seen  in 
much  less  suppuration  thirty  and  move  thousand  leucocytes. 
The  ordinary  physician  is  better  off  without  the  blood  count  in 
this  resped  than  with  it.  unless  he  be  an  expert  in  the  use  of  the 
method. 

Dr.  H.  D.  Beyea  read  a  paper  on 

SARCOMA    OP   THE   UTERUS.1 

Db.  Baldy. —  I  have  seen  two  cases  of  sarcoma  of  the  uterus 
'See  original  article,  p.  189. 
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thai  were  bo  ]>r<>\ en  by  microscopic  examination.  In  one  a 
tumor  was  removed  sonic  years  ago  together  with  the  uterus.  It 
grew  from  the  fundus  and  tilled  the  uterine  cavity-  a  great, 
sloughing  mass.  Tln>  patient  passed  out  of  notice  and  I  do  nut 
know  whether  it  returned  or  not.  In  the  other  case  there  was  a 
small  round-cell  sarcoma  of  the  cervix.  The  only  reason  I  have 
not  reported  the  case  is  that  the  patient  was  the  mother  of  a 
physician  and  I  thoughl  that  he  might  care  to  report  it.  The 
patient    had    all   the  symptoms   of   cancer.      She   had    passed    the 

menopause  and  was  having  some  discharge  of  blood  with  loss  of 
strength  and  flesh,  and  the  discharge  was  of  unnatural  odor.  I 
advised  operation  and  attempted  to  remove  the  uterus.  This 
case  illustrated  the  great  need  of  our  hospitals  concerning  the 
question  of  etherization. 

Four  distinct  efforts  were  made  to  place  this  patient  under 
ether,  ami  each  time  she  came  near  dying  from  the  effort.  I 
firmly  believe  that  every  institution  ought  to  have  a  paid 
etherizer,  who  would  then  become  an  expert  in  the  administra- 
tion. We  finally  had  to  give  up  the  effort  under  the  protest  of 
her  physician.  I  did  the  only  thing  left  to  do:  put  her  in  the 
lithotomy  position  and  performed  as  high  an  amputation  as 
possible.  The  pathologist  told  me  I  had  removed  the  cervix  half 
an  inch  above  the  disease.  This  was  almost  two  years  ago  and 
there  has  been  no  return  of  symptoms. 

Dr.  Charles  P.  Noble. — I  have  had  several  cases  of  sarcoma 
of  the  uterus.  In  two  cases  the  diagnosis  was  undoubted.  Both 
were  sarcoma  of  the  cervix  and  took  the  form  of  vaginal  polypi. 
The  first  one  had  been  operated  on  once  before  in  the  Woman 's 
Hospital  by  Dr.  Fullerton  under  the  same  circumstances,  of  a 
large  sloughing  tumor  in  the  vagina.  That  was  removed  and  the 
condition  of  sepsis  was  such  that  she  did  not  feel  justified  in 
doing  more  at  that  operation,  and  the  patient  disappeared  from 
sight.  When  the  patient  came  under  my  hands  there  was  the 
same  condition.  I  did  the  same  operation  and  advised  hysterec- 
tomy, but  this  she  refused.  The  specimens,  examine, 1  both  at 
the  Woman's  Hospital  and  at  the  Kensington,  gave  a  diagnosis  of 
sarcoma. 

The  second  case  was  a  comparatively  recent  one.  The  patient 
had  been  operated  on  twice  by  Dr.  Estes,  of  Bethlehem,  with  a 
diagnosis  of  recurrent  fibroid.  I  removed  fhe  vaginal  tumor 
ami  subsequently  did  a  hysterectomy.  After  both  operations  the 
patient  had  much  difficulty  from  vomiting  following  the  anes- 
thetics. After  the  first  operation  she  vomited  for  a  week:  after 
the  second,  until  she  died,  on  about  the  ninth  day.  of  insuffi- 
ciency of  the  kidneys.  The  disease  had  extended  into  the  left 
broad  Ligament,  and  in  attempting  to  get  outside  of  the  disease 
I  cut  off  the  ureter  and  stitched  it  into  the  bladder.  The  post- 
mortem showed  ;i  perfectly  healed  anastomosis,  bu1  the  patienl 
died  from  nephritis.     Both  were  Bpindle-cel]  sarcomata.     1  had 
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another  case  diagnosed  as  sarcoma  by  Dr.  Parvin,  but  subse- 
quently upon  restudy  was  seen  to  have  been  a  case  of  deciduoma 
malignum.  In  a  fourth  case  the  clinical  diagnosis  was  that  of 
sarcoma,  but  the  tumor  was  so  necrotic  that  the  pathologist  would 
not  commit  himself.  The  patient  died  of  cirrhosis  of  the  liver. 
No  autopsy  was  made,  but  my  impression  was  that  the  patient 
had  sarcoma.  I  had  still  another  case  in  which  sarcoma  was 
undoubted.  The  tumor  was  as  large  as  a  child's  head.  We 
opened  the  abdomen  supposing  we  had  to  deal  with  a  fibroid 
tumor.  It  was  apparent,  however,  that  there  was  a  secondary 
deposit  in  the  broad  ligament.  As  the  case  was  a  hopeless  one, 
I  merely  did  a  supravaginal  amputation,  and  the  patient  died  a 
few  months  later  from  the  continued  extension  of  the  disease 
which  was  already  present  in  the  broad  ligament. 

Dr.  Shoemaker. — I  recall  one  case  in  which  there  was  a  large 
tumor  of  the  uterus  with  25  or  30  other  sarcomata  in  different 
parts  of  the  body,  chiefly  superficial.  The  pathological  diag- 
nosis was  undoubted.  The  uterine  tumor  was  probably  of  the 
same  type,  although  this  was  not  proven  by  the  microscope  as  in 
the  case  of  the  small  tumors.  In  another  case  of  fibroma  of 
the  uterus  the  malignant  degeneration  of  other  portions  of  the 
uterus  proved  to  be  sarcomatous. 

In  a  case  of  sarcoma  now  in  the  hospital  the  uterus,  the  left 
ovary,  and  the  sigmoid  flexure  are  all  involved  in  an  inextric- 
able mass.  The  abdominal  wall  close  to  the  pubic  bone  also 
presents  a  nodule  about  an  inch  in  diameter,  exactly  in  the 
median  line.  Extirpation  was  not  undertaken  on  that  account. 
Examination  of  a  section  by  Dr.  J.  Dutton  Steele  proved  it  to 
be  a  fibrosarcoma. 

Dr.  John  C.  Da  Costa. — I  can  add  two  cases  which  happened 
some  time  ago.  One  of  them  was  a  sarcoma  of  the  neck  of  the 
uterus  in  a  mulatto,  in  which  I  did  a  high  amputation  such  as 
had  generally  proved  successful.  In  that  case  there  was  recur- 
rence in  six  months.  In  the  other  case,  specimens  of  which  are 
now  in  the  museum  here,  I  operated,  intending  to  do  a  hysterec- 
tomy for  what  I  thought  was  a  Large  fibroid  uterus.  1  removed 
from  the  top  of  the  uterus  a  pure  fibroma,  probably  three  inches 
in  diameter,  from  the  front  of  the  uterus  a  fibrosarcoma  as  large 
□  orange,  and  the  uterus  itself  when  removed  was  found  to 
be  filled  with  sarcoma.  There  were  the  three  varieties  in  the 
same  specimen:  [Hire  fibroma,  fibrosarcoma,  and  pure  sarcoma. 

De.  II.  D.  Beyea. — I  simply  called  attention  to  one  class  of  the 
sarcomata  of  the  uterus,  namely,  those  arising  is  the  myometrium 
of  the  uterine  body  or  as  a  sarcomatous  degeneration  Of  a  myoma 

of  the  uterus.  The  sarcomata  developing  Erom  the  endometrium, 
likewise  those  from  the  cervix  uteri,  are  clinically  and  pathologi- 
cally distinct  from  the  class  I  refer  to.  Dr.  Da  Costa  spoke  of 
one  Buch  case,  Dr.  Noble  one,  as  a  recurrenl  fibroid. 
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Meeting  of  November  25,  J:' 
The  President,  Bache  McE.  Emmet,  M.D.,  in  the  Chair. 

ADENOCARCINOMA   OF   THE   UTERUS. 

Dr.  LeRoy  Broun. — I  have  two  specimens  to  present — both 
cases  of  adenocarcinoma  of  the  uterus.  The  chief  feature  in  the 
first  case  is  that  the  uterus  was  in  the  condition  of  complete 
procidentia.  After  removal  of  the  uterus  by  the  vagina,  the 
round  and  broad  ligaments  of  both  sides  were  sutured  w4th  No.  2 
chromic  catgut  to  the  cut  edge  of  the  vagina.  At  the  present, 
four  weeks  after  the  operation,  the  vagina  is  held  well  up. 
Later  on  I  expect  to  build  up  the  perineal  body.  This  attempt 
to  hold  up  the  prolapsed  vagina  through  the  firm  attachments 
of  the  round  and  broad  ligaments  I  am  aware  has  been  done  be- 
fore and,  I  think,  with  good  results. 

The  second  case  I  report  for  Dr.  Ford,  House  Gynecologist  at 
St.  Vincent's  Hospital.  The  woman  was  single,  51  years  old. 
Slio  had  a  very  small  vagina.  Two  years  after  the  menopause 
flowing  recurred  and  continued  for  two  months.  A  diagnosis 
of  carcinoma  of  the  uterus  was  made.  Dr.  Ford  operated,  and 
the  patient  made  a  good  recovery. 

CLAMPS    IN    HYSTERECTOMY. 

With  the  present  form  of  clamps,  the  instrument  not  only  con- 
trols the  artery,  but  the  tissues  in  the  grasp  of  the  blades  are  sub- 
jected to  firm  compression.  These  clamps  can  be  removed  with 
safety  after  eighteen  to  twenty-four  hours.  "With  the  clamps 
made  some  time  ago  tin's  early  removal  cannot,  be  accomplished 
with  as  much  impunity  ;  they  should  be  left  on  longer.  A  vaginal 
hysterectomy  was  done  at  St.  Vincent's  Hospital  yesterday. 
Good  clamps  were  not  at  hand,  and  such  as  I  have  now  in  my 
hand  were  put  on.  I  started  to  take  them  off  after  the  expira- 
tion of  twenty  hours,  and  had  a  hemorrhage.  With  the  use  of  a 
properly-made  clamp,  such  as  this  other  one  I  show  for  com- 
parison, the  pressure  is  such  that  the  operator  can  remove  them 
after  eighteen  hours  with  perfed  assurance  of  complete  hemo- 
stasis.  1  bring  the  matter  up.  L'eeling  that,  in  getting  in  the  habil 
of  taking  off  the  clamps  early,  we  may  be  led  into  error  or  an 
embarrass  in 'j-  position  by  using  an  inferior  instrument.  The 
hemorrhage  which  I  mentioned  was  fortunately  controlled  and 
caused  no  further  trouble.     The  clamps  will  he  taken  off  to-mor- 
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row.  The  operation  was  done  yesterday  morning  at  11  o'clock 
and  the  clamps  taken  off  this  morning  at  10.  We  have  never  had 
any  trouble  in  taking  off  a  good  clamp;  it  all  depends  upon  the 
strength  of  the  clamp. 

Dr.  Bissell. — More  than  six  years  ago  it  occurred  to  me  that 
the  hysterectomy  clamp  then  in  common  use  had  many  de- 
fects, and  these  defects  I  tried  to  overcome  in  the  instrument  Dr. 
Broun  has  kindly  referred  to  as  being  durable  and  strong.  Its 
chief  feature  consists  of  a  tongue  and  groove,  each  being  bevelled 
so  as  to  gain  one-twelfth  of  an  inch  at  points  of  blades.  There  is 
also  considerable  spring  in  the  blades.  These  features  prevent 
the  crowding  of  tissue  in  the  angle  or  heel  of  the  blades,  and  allow 
of  uniform  pressure  from  heel  to  toe.  When  the  blades  meet, 
the  tongue  enters  the  groove  and  fixes  the  blades  so  that  they 
cannot  move  sideways  upon  each  other.  Much  strain  is  thus  taken 
off  the  fulcrum  or  joint,  and  even  after  years  of  service  the  in- 
strument does  not  wobble,  become  weak  at  the  joint,  or  lose  its 
strength.  The  edges  of  both  tongue  and  groove  are  rounded  and 
do  not  cut.  So  exact  and  powerful  I  found  them  that  it  became 
my  custom  to  remove  them  after  twelve  or  fifteen  hours  without 
fear  of  hemorrhage.  This  suggested  to  me  the  idea  I  worked  out 
later  in  the  crusher  or  angiotribe.  I  had  hoped  to  devise  in  the 
angiotribe  an  instrument  that  would  crush  vessels  perfectly  and 
uniformly  and  one  that  could  be  removed  instantly  without  fear 
of  bleeding.  I  soon  found,  as  did  the  French  and  German  in- 
ventors, that  the  closing  of  the  vessels  was  best  accomplished 
when  the  pressure  was  not  removed  for  several  minutes.  I  have 
used  my  instrument  in  every  kind  of  vaginal  and  abdominal 
operation  with  uniform  success,  but  I  do  not  now  depend  upon 
it  entirely.  When  I  began  the  study  of  the  angiotribe  it  was 
with  the  hope  that  the  pressure  would  weld  together  the  peri- 
toneal surfaces.  In  this  I  was  disappointed,  as  I  found  that  these 
surfaces  after  a  few  minutes  invariably  separate.  Now  I  always 
place  a  running  stitch  of  catgut  along  the  edges  to  keep  them 
together. 

Dr.  Bache  McE.  Emmet. — Will  it  act  upon  the  mass  as  well 
.-is  simply  about  the  vessels?  You  can  still  count  on  the  grooves 
niiM'tinu'  the  longuc;  Hip  force  is  strong  enough  to  bring  the  two 
purls  in  apposil ion,  no  matter  whal  you  take? 

Dr.  Bissell. — Yes. 

Dr.  Josepb  E.  Janvrin. — Rather  early  in  the  operation  of 
vagina]  hysterectomy  I  devised  a  pair  of  clamps;  I  used  large 
ones  long  enough  to  clasp  the  broad  Ligament.  I  never  had  a 
hemorrhage  following  their  use ;  T  applied  them  many  times  up  to 
some  years  ago,  when  1  desisted  almost  entirely  from  the  use  of 
clamps  or  forceps  of  any  kind.  11  was  my  habil  to  Leave  them 
on  forty  ci'jlit  hours.  T  never  had  ;i  hcniorrha«^o,  although  they 
clasped  the  whole  broad  ligament.  Recently  I  have  used  the  an- 
<_'ioi ribe-  Turner's,  \\ hich  nets  very  much  as  \)v.  Bissell 's  docs,  r 
use  it  not  only  for  the  uterine  but  for  the  ovarian  vessels.     What- 
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ever  I  pu1  on,  even  if  nothing  more  than  an  ordinary  clamp  Cor 
ceps  with  a  little  hold  to  it,  just  to  control  thai  one  artery  alone, 

I  always  take  it  off  now  at  the  cud  of  twenty-four  hours.      I  have 

never  had  a  hemorrhage  thus  far.  The  second  damp  shown  is 
very  defective;  it  holds  at  the  point  and  does  not  hold  at  all  a1 
the  hilt.  The  point  closes;  it  is  all  open  below.  It  is  very  de- 
fective;  I  can  well  imagine  how  that  did  not  clamp  the  artery 
sufficiently  firm  to  control  hemorrhage.  However,  any  artery 
controlled  by  any  damp  for  twenty-four  hours  should  have  a 
sufficiently  strong  plug  formed  in  it  to  allow  the  removal  of  the 
forceps  at  that  time.  Generally  the  plug  is  not  disturbed  at  all 
when  the  forceps  are  removed,  and  it  should  prevent  hemorrhage. 
I  believe  it  almost  always  does. 

The  late  Dr.  Speir,  of  Brooklyn,  many  years  ago  read  a  paper 
in  which  he  reported  a  series  of  experiments  which  he  had  made 
on  dogs,  sheep,  and  other  animals,  demonstrating  how  long  a 
time  it  was  necessary  to  leave  a  ligature  on  and  then  cut  it  away 
without  there  being  any  hemorrhage.  Even  at  that  time  the  time 
was  reduced  to  thirty-six  hours,  even  on  large  vessels,  without 
any  hemorrhage  at  all;  and  fully  thirty  years  ago  the  late  Dr. 
Peaslee  used  a  little  appliance  for  this  purpose  in  cases  of  ova- 
riotomy. It  was  before  the  days  of  antisepsis.  He  devised  a 
little  tube  around  which  he  tied  the  stump — a  little  scabbard,  so 
to  speak,  about  two  and  one-half  inches  in  length.  I  have  one 
which  I  have  kept  as  a  memento.  It  had  perforations  from 
side  to  side.  The  pedicle  was  wound  around  this  little  scab- 
bard: silk  ligatures,  carried  around  the  pedicle  and  through  the 
perforations,  secured  the  pedicle  to  the  scabbard  and  controlled 
all  hemorrhages.  The  upper  end  of  the  scabbard  and  the  ends  of 
the  ligatures  were  then  brought  out  of  the  abdominal  wall  and 
secured  there,  and  the  abdominal  incision  tightly  closed,  except- 
ing where  the  tube  and  ligatures  projected.  At  the  end  of  forty- 
i  lgh1  hours  he  took  a  very  small  knife  which  fitted  the  scabbard, 
carried  it  down  into  it  and  cut  the  ligatures.  The  scabbard,  with 
the  ligatures,  was  withdrawn  through  the  abdominal  opening  in 
which  it  had  rested,  and  the  freed  pedicle  remained  in  its  position 
in  tht^  abdominal  eavitj\  I  assisted  Dr.  Peaslee  in  many  cases  in 
which  this  method  of  ligating  the  pedicle  and  then  removing  the 
ligatures  at  the  end  of  forty-eight  hours  was  made  use  of,  and  in 
no  case  was  there  secondary  hemorrhage. 

Dr.  Broux. — Some  years  ago  it  was  the  custom  with  some  to 
use  a  clamp  with  jaws  sufficiently  long  to  include  the  whole  broad 
ligament.  The  jaws  of  these  clamps  were  thin  and  necessarily 
weak.  I  recall  an  operation  that  I  saw  done  with  such  clamps. 
In  removing  them  at  the  end  of  thirty  hours  the  ovarian  artery 
began  to  spout  at  once.  The  operator  instinctively  reclamped. 
Unfortunately  an  intestine  was  injured  by  being  caught  by  the 
end  of  the  clamp  at  the  time  of  reclampin<_r.  with  a  fatal  result. 
All  this  shows  that  unless  the  clamp  is  sufficiently  strong  it 
should  not  be   removed  early:   it   should  be  left  on   longer  than 
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twenty-four  hours.  But  a  strong  clamp  one  can  remove  in 
twelve  to  eighteen  hours. 

Dr.  Emmet. — I  have  some  of  the  French  instruments.  In 
them  the  point  is  first  to  touch ;  then  the  pressure  is  uniformly 
progressive  downward,  so  that  everything  in  its  grasp  is  com- 
pressed. The  fault  in  clamps  formerly  used  was  that  in  grasp- 
ing near  the  shank  the  distal  extremities  opened;  there  was  too 
much  spring  in  them.  I  devised  a  clamp  which  began  to  close  at 
the  top,  even  locking,  not  by  scissors  motion,  but  by  interlocking 
tooth  and  socket.  The  broad  ligament  was  passed  front  and 
back,  locked  in  it,  then  gradually  crushed.  The  instruments  were 
made  straight  and  curved.  There  was  no  possibility  of  slipping. 
In  simplicity  they  are  equal  to  those  jointed  in  the  middle.  The 
locking  requires  very  little  space,  and  for  their  removal  the 
dressings  are  scarcely  disturbed.  The  wound  in  the  top  of  the 
vagina  is  not  interfered  with  and  there  is  no  hemorrhage;  if 
there  were,  for  the  moment,  there  is  every  chance  of  closing  the 
clamps  and  cutting  it  off  instantly  without  dread  of  including 
gut  in  the  jaws.  There  is  a  chance,  in  putting  forceps  up  into  a 
dark  space,  of  catching  a  bit  of  the  intestine,  which  cannot  occur 
if  we  lock  and  compress  from  the  point  downward.  My  clamp 
has  three  grooves  instead  of  one,  as  has  Dr.  Bissell's. 

Dr.  Bissell. — All  angiotribes  are  made  with  a  spring  in  the 
blades.  The  great  power  which  is  necessary  in  these  instru- 
ments is  chiefly  spent  in  overcoming  the  resistance  of  this  spring. 

Dr.  Herman  Grad  presented  a  specimen  of  a 

LARGE  SUBMUCOUS  FIBROID  REMOVED  BY  SUPRAVAGINAL  OPERATION  ; 
BOTH    TUBES   AND   BOTH    OVARIES    TAKEN    OUT. 

I  would  like  to  ask  the  gentlemen  present  to  give  expression 
of  their  opinion  about  the  advisability  of  deliberately  leaving 
one  or  both  ovaries  in  in  these  fibroid  cases — not  in  cases  where  one 
has  to  do  a  good  deal  of  digging  to  get  the  ovary  out,  but  where 
it  may  be  very  readily  removed  ;  whether  one  should  deliberately 
leave  these  organs.  The  patient  is  27  years  old.  The  tumor  was 
removed  because  of  very  serious  hemorrhage.  I  refer  to  the  case 
in  my  paper. 

Dr.  Herman  Grad  read  the  paper  of  the  evening : 

COMPLICATIONS  FOLLOWING  TWO  HYSTERECTOMIES  FOR  FIBROID.1 

Dr.  Janvrin. — Both  cases  are  very  interesting.  The  first 
brings  i<>  mind  ;i  ease  of  obstetrics  r  attended  sonic  twelve  or  fif- 
teen yean  ago— the  one  case  1  have  ever  me1  with  in  my  own 
practice  where  tin-  same  accidenl  occurred.  As  in  this  case,  the 
patienl  died  very  suddenly,  within  an  hour  from  the  linn1  the 
Bymptoms  developed,  on  the  third  day  after  confinement  had 
taken  place.  I  was  called  i<>  the  case  very  hurriedly  when  the 
symptoms  developed,  and  by  <_rood  fortune  1  happened  to  catch 
Dr.  Janeway,  who  was  jusl  starting  from  his  office.  The  patient 
Bee  original  article,  p.  181. 
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was  al  the  Fifth  Avenue  Hotel.  He  saw  her  and  fully  agreed 
with  me  in  the  diagnosis.  I  have  never  Been  tins  accidenl  after 
hysterectomy  or  in  operations  connected  with  the  uterus  or  the 
appendix,  although  I  know  it  has  occurred.  It  is  not  so  frequent 
as  after  confinement. 

Dr.  Broun. — I  have  nothing  to  say  except  to  than*  Dr.  (Jrad 
Tor  his  masterly  paper.  As  to  the  question  of  typhoid,  mentioned 
in  his  paper,  I  think  it  well  for  as  to  have  it  in  mind  in  all  cases 
of  temperature  rise  only  the  other  day  I  was  asked  to 
patienl  by  an  excellent  diagnostician  on  the  West  side.  The 
patienl  had  abdominal  pains  and  he  fell  Bure  she  had  some  pelvic 
trouble  on  the  right  side  or  appendicitis.  After  a  thorough  ex- 
amination an  absence  of  appendicitis  was  evident,  as  also  any 
trouble  in  the  pelvis.  The  spleen  was  enlarged.  She  was  sent 
to  St.  Vincent's  with  a  diagnosis  of  possible  typhoid,  which  was 
afterward  verified. 

I  was  asked,  some  years  ago,  to  curette  a  patient  because  of  a 
rise  of  temperature  two  wreeks  after  confinement.  She  had  been 
eiii'  tnd  by  i lie  family  physician,  though  without  any  improve- 
ment. A  digital  examination  of  the  interior  of  the  uterus  showed 
that  nothing  was  present.  The  patient  had  typhoid  fever,  from 
which  she  recovered.  Those  cases  are  coming  up  in  practice  and 
it  is  well  to  bear  it  in  mind. 

Dr.  Bissell. — The  question  as  to  the  advisability  of  remov- 
ing ovaries  when  hysterectomy  is  performed  for  fibroid  has  not 
been  answered  this  evening.  For  myself,  I  never  remove  healthy 
ovaries  with  the  fibroid  uterus.  I  make  it  a  rule  to  save  every 
ovary  or  part  of  an  ovary  possible.  As  to  the  subject  of  embolism 
following  operation,  I  have  never  had  the  misfortune  to  have  it 
happen  in  my  practice,  but  have  seen  it  several  times  in  the  prac- 
tice of  others. 

Dr.  Emmet. — I  have  seen  a  number  of  cases  of  phlegmasia,  but 
never  has  the  clot  been  disturbed,  except  in  the  case  of  Dr.  West. 
1  think  we  cannot  be  too  emphatic  in  enjoining  quiet  for  the  wel- 
fare of  the  patients.  Sometimes  they  are  obstinate — they  will 
upon  rising;  they  are  always  susceptible  to  such  accidents, 
which  then  redound  to  the  surgeon's  injury  and  bad  name. 

In  regard  to  Dr.  Grad's  operation,  I  want  to  ask  if  he  would 
give  us  any  more  acceptable  reason  for  removing  the  entire 
uterus.  The  patient  was  27  years  of  age,  with  an  intrauterine 
growth  which  he  could  have  reached  by  drawing  down  the  cervix, 
then  excising  it.  T  think  he  could  safely  have  accomplished  this. 
first  opening  the  uterus  by  dilating  with  sponge  tent  covered  with 
eot  i,i-  tnpelo  tent  and  examining  with  finger.  Knowing  what 
one  has  to  do,  he  could  draw  down,  incise  the  cervix  if  neces- 
sary, clamp  the  vessels,  and  remove  that  growth  from  the  fundus. 
If  the  case  demands  an  attack  by  the  abdominal  route,  I  think 
one  should  proceed  as  one  would  for  myomectomy — slit  through 
the  fundus,  control  the  vessels,  excise  a  section  of  the  fundus  with 
the  growth,  stitch  together,  and  have  a  beautiful  uterus  left.     A 
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number  of  cases  have  been  reported  where,  after  such  procedure, 
women  have  given  birth  to  children.  The  operation  is  not  for- 
midable. The  method  is  not  new  here,  however.  It  was  well 
developed  later  by  Segond,  and  one  of  his  assistants  wrote  an 
elaborate  essay  upon  the  method.  Reynolds,  of  Boston,  in  an- 
other paper  also  described  several  myomectomy  patients  in  whom 
pregnancy  developed.  I  think  it  should  take  a  great  deal  to 
impel  us  to  forego  that  kind  of  surgery  in  young  women.  Con- 
sidering the  question  of  an  ovary  being  left  in,  I  should  say  most 
positively  that  we  should  try  to  avoid,  in  some  measure,  the  de- 
velopment of  the  nervous  symptoms  which  come  with  forced 
menopause,  and  it  is  my  constant  practice  to  leave  as  much  of  the 
adnexa  as  I  find  possible  after  removing  the  non-malignant  uterus 
in  young  women,  stitching  the  broad  ligaments  to  the  fundus  of 
the  vagina  or  to  a  portion  of  the  cervix,  if  that  is  left. 

Dr.  Janvrin. — I  am  glad  Dr.  Grad  brought  up  the  point  as  to 
whether  this  case  were  better  treated  as  it  was,  or  whether  it  were 
better  to  have  attempted  the  removal  of  the  fibroid  through  the 
vagina.  I  would  have  attempted  to  remove  it  through  the  vagina, 
and,  I  think,  would  have  succeeded,  and  in  that  way  have  saved 
the  uterus. 

The  other  point  I  had  forgotten — Dr.  Grad's  question  as  to  the 
preservation  of  the  ovaries  in  such  cases  as  this.  It  has  been  my 
habit,  as  it  has  of  most  surgeons,  to  preserve  them  whenever  pos- 
sible, no  matter  what  the  age  of  the  patient,  provided  they  are 
not  diseased,  of  course.  I  have  gone  so  far  within  the  last  five  or 
six  years  as  to  almost  invariably  leave  them  in  when  I  remove 
the  uterus  per  vaginam  for  cancer  of  the  cervix  or  cancer  of  the 
body.  In  those  cases,  so  far  as  I  can  judge,  there  has  been  no 
early  subsequent  development  of  cancerous  trouble  in  the  ovaries 
ilicinselves.  If  the  disease  has  recurred  it  has  occurred  at  first 
in  Hie  cicatrix  low  down  in  the  pelvis,  not  in  the  ovaries.  In 
those  cases  in  which  I  have  been  fortunate  enough  to  remove  the 
uterus  at  a  very  early  stage  of  the  disease,  and  in  which  the 
patients  are  still  living  and  in  good  health — quite  a  large  num- 
ber now — some  operated  on  fully  five  or  six  years  ago,  there  lias 
been  no  1  rouble  whatever.  The  patients  have  had  a  much  hap- 
pier life  with  the  ovaries  preserved.  They  avoid,  as  a  rule,  the 
greal  nervous  irritation  which  frequently  follows  the  removal  of 
the  organs  and  appendages.  As  a  rule  I  think  their  condition 
better  physically  and  mentally,  and  for  that  reason.  ;is  T  saw  even 
in  malignanl  disease,  where  1  find  the  adnexa  are  perfectly  free 
at    the  time,   ]  invariably,   for  the  last    five  of  six  years,  have  left 

them  in. 

Dr.  Emmet.  Perhaps  \)v.  Janvrin  would  say  he  would  limit 
this  practice  to  those  cases  he  Icnoivs  an-  in  a  very  early  stage. 

Dr.  Janvrin.-  Yes.  ;)S ;,  rn]e.  bu1  not  absolutely. 

Dr.    EMMET.      We   cannot    tell    when    lymphatics   are  engaged; 

and  us  the  ovaries  do  partake  so  readily  of  infection  if  there  are 

any    nodules   overlooked,    I    think    thai     most    operators    hold    we 
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should  remove  all  tissue  we  can,  once  the  disease  is  recognized  as 
malignant, 

Dr.  -Ianvkin.-  Where  the  disease  is  bo  Car  advanced  thai  we 
exped  it  to  recur,  in  a  majority  of  cases  we  think  it  besl  qo1  to 
do  ;my  radical  operation,  still,  in  some  of  those  cases  we  Eeel 
justified  in  doing  hysterectomy  per  vaginam  or  abdomen,  bul 
with  the  expectation  that  the  disease  will  probably  return.  In 
such  cases  my  experience  has  been  this:  thai  the  redevelopmenl 
is  a1  the  cicatrix,  or  close  to  it  or  to  either  side  of  it.  ou1  in  the 
parametrium  rather  than  in  ovaries  or  tubes,  f  think  that,  as  a 
rule,  it  does  ool  occur  as  a  secondary  deposit  in  the  lubes. 

I  had  one  case,  some  fifteen  years  ago,  in  which  I  removed  a 
carcinomatous  growth  in  the  righl  tube.  Quite  a  growth  started 
there,  confined  absolutely  to  the  tube.  I  remember,  in  looking 
up  the  literature,  that  Sanger  had  reported  one  such  case.  It 
was  the  only  one  I  could  find  al  the  time.  Since  then  I  have 
heard  of  a  few  others,  but  I  have  not  kept  track  of  them.  So 
fai-  as  T  knew  at  that  time,  this  case  of  mine  was  the  second 
reported  case  of  primary  development  of  cancer  in  a  Fallopian 
tube.  When  redevelopment  takes  place  it  is  more  apt  to  occur 
in  the  cicatrix  and  immediate  vicinity  than  in  the  ovary  and 
adnexa. 

Dr.  Grad. — I  am  very  glad  to  get  an  opinion  on  the  question  of 
Leaving  the  ovaries  in  hysterectomies  for  fibroids.  In  this  case, 
at  the  time  of  operation  we  found  one  ovary  was  quite  enlarged, 
the  seat  of  a  hematoma ;  and  the  other  ovary  did  not  look  healthy, 
so  it  was  removed.  I  think  the  question  has  not  fully  been  de- 
cided. Cases  have  been  reported  where  secondary  operations 
were  necessary  to  remove  subsequently  diseased  ovaries.  I  re- 
member a  case  in  Dr.  Hanks'  service.  The  ovaries  were  left  and 
seven  months  later  he  had  to  open  the  abdomen  and  remove  the 
diseased  organs,  as  there  was  pain  continuously  after  the  oper- 
ation. At  the  time  of  operation  the  ovaries  looked  healthy.  I 
remember  at  a  discussion  in  a  medical  society  the  question  was 
brought  up  and  the  surgeons  were  not  unanimous  on  the  point 
of  leaving  the  ovaries.  Some  went  so  far  as  to  state  thai  they 
believed  fibroid  of  the  uterus  is  the  result  of  an  infection,  and  the 
ovaries  are  apt  to  be  involved  with  the  same  disturbance,  hence 
the  advisability  of  removing  them.  I  think  the  gynecologisl  is 
better  able  to  judge  of  the  matter,  as  he  sees  the  cases  earlier. 

As  regards  the  criticism  of  Dr.  Emmet,  I  take  it  well ;  but  if  the 
specimen  is  examined  it  will  be  found  that  the  tumor  is  entirely 
above  the  internal  os;  the  cervix  was  absolutely  normal  in  this 
case.      T  was  surprised  to  find  such  a  specimen  when  the  uterus 

was  opened.     Ii  was  impossible  to  diagnose  the  exacl  condition 

of  the  tumor.  The  depth  of  the  uterus  was  live  inches,  t  wo  inches 
of  which  were  taken  up  with  the  cervix.  Had  that  tumor  gone 
on  I  have  no  doubt  the  uterus  would  have  finally  caused  the  sub- 
mucous fibroid  to  appear  at  the  cervix.  1  was  unable  to  diagnose 
it.      I  did  not  know  the  condition  until   1   removed  ii  ;  if  I   had   I 
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would  have  dilated  the  cervix  and  attempted  to  enucleate  the 
tumor.  The  hemorrhages  were  so  alarming  in  this  case  that  the 
patient  had  to  be  kept  in  bed  continuously  with  the  vagina 
packed  with  gauze.  After  six  months'  bleeding  it  was  simply  a 
question  of  saving  her  life  by  controlling  the  hemorrhage. 

H.  Grad,  Editor. 
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Dr.  George  H.  Noble,  of  Atlanta,  Ga.,  read  a  paper  on 

intramural,  extraperitoneal  anchorage  of  the  round  liga- 
ment FOR  POSTERIOR  DISPLACEMENT  OF  THE  UTERUS. ' 

Dr.  F.  F.  Simpson,  of  Pittsburg,  Pa.,  presented  a  paper  on 

INTRA-ABDOMINAL  BUT  RETROPERITONEAL  SHORTENING  AND  ANTE- 
RIOR FIXATION  OF  THE  ROUND  LIGAMENTS  FOR  POSTERIOR 
UTERINE   DISPLACEMENTS.3 

Dr.  Eobert  T.  Morris,  of  New  York,  read  a  paper  on 

GAS-BACILLUS  INFECTION. 

He  reported  three  cases  which  occurred  this  spring  in  his  prac- 
tice. He  said  there  were  a  number  of  gas-forming  bacilli  belong- 
ing to  the  colon  group  — anaerobes— and  he  believed  that  it  was 
very  essential  to  make  an  elaborate  study  of  them  in  order  to 
classify  and  group  them  properly. 

The  first  patient  was  46  years  of  age,  upon  whom  he  operated 
for  myoma  of  the  uterus.  The  patient  was  in  a  comparatively 
good  condition,  excepting  for  hemorrhages,  which  furnished  the 
indication  for  operation.  He  removed  the  uterus,  leaving  the 
stump  of  the  cervix  covered  by  peritoneum.  The  operation  was 
performed  April  30,  1902.  The  following  day  the  patient  com- 
plained of  headache ;  she  had  a  pulse  of  116 ;  temperature  normal ; 
respiration  20.  There  was  a  bloody  discharge  from  the  vagina. 
The  nexl  day  her  temperature  was  99.6'  .  pulse  102,  and  respira- 
tion 22;  nauseated,  and  she  suffered  from  continuous  headache. 
The  bloody  discharge  Erom  the  vagina  had  increased  in  amount. 

May  2  the  patient  complained  of  intense  pain  in  the  abdomen; 
continuous  headache;  temperature  100°,  pulse  120,  respiration 
24.  I  le  examined  the  abdominal  wound  and  found  that  primary 
union  had  occurred.     The  subcutaneous  tissues  on  the  right  side 

'Concluded  from  p.  124  January  JOURNAL. 

'See  original  article,  p.  174.  'See  original  article,  p.  165. 
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of  the  abdomen  were  distended  with  gas,  which  was  quite  abun- 
dant in  amount,  hut  onassociated  with  tenderness. 

On  May  3  the  gaa  within  the  bowels  caused  greal  distress;  head- 
ache was  continuous;  temperature  99°,  pulse  120,  and  respira- 
tion 24.      A  bloody  <lischai-'_rt'  continued  from  the  vagina. 

On  .May  4  the  patient  became  very  restless,  nauseated,  had  «'<»n 
tinuous  headache,  with  a  temperature  of  100.6  .  pulse  Ml. 
respiration  16.  On  May  5  and  6  symptoms  were  somewhat  simi- 
lar, except  thai  there  was  gas  beneath  the  skin  of  the  abdomen 
He  opened  at  this  point  for  the  purpose  of  obtaining  a  culture, 
when  a  great  deal  of  gas  escaped  as  lie  was  going  through  the 
skin  with  a  pair  of  scissors.  The  specimen  became  exposed  in 
sucti  a  way  as  to  interfere  with  its  integrity,  so  that  he  had  no 
bacteriological  report  of  this  case.  The  patient  died  on  the  sev- 
enth day. 

Dr.  Morris  detailed  two  other  cases.  From  these,  specimens 
\  ere  obtained  and  submitted  for  examination,  showing  pure  cul- 
tures of  the  bacillus  aerogenes  capsulatus.  These  patients  re- 
covered. 

Dr.  Alexander  Hugh  Ferguson,  of  Chicago,  detailed  two 
cases  of  gas-bacillus  infection.  He  said  the  bacillus  aerogenes 
capsulatus  had  its  habitat  in  the  soil,  like  the  bacillus  of  tetanus. 
Tt  was  not  a  pyogenic  organism,  as  had  been  proved  by  Welch 
and  Nuttall,  who  had  made  most  extensive  experiments  with  it, 
and  who  called  it  the  gas  bacillus.  It  was  nothing  but  the  bacil- 
lus emphysematosa  of  the  Germans.  It  found  its  way  into  the 
body  on  greens,  cabbage,  etc.  One  important  point  was  to 
clean  out  the  alimentary  canal  to  get  rid  of  it.  It  found  its  way 
into  the  wound  from  the  finger-nails,  hence  the  great  importance 
of  scrubbing  the  nails,  etc. 

Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C,  had  encountered 
three  cases  of  eas-bacillus  infection,  all  of  them  following  the 
removal  of  the  appendages  for  pus.  One  of  the  patients  died. 
Autopsy  showed  the  gas  bacillus  in  various  portions  through 
the  viscera,  particularly  in  the  liver  and  skin. 

Dr.  Charles  R.  Robins,  of  Richmond.  Va.,  followed  with  a 
paper  on 

PROLAPSE  of  tiii:  UTERUS. 

In  discussing  this  subjecl  he  said  it  was  necessary  to  first  de- 
tenu ine  how  the  uterus  was  normally  maintained  in  its  posi- 
tion. The  ligaments  arose  and  were  attached  in  practically  the 
same  plane:  therefore  their  function  could  not  be  suspensory. 
They  acted  only  as  <_ruy  ropes  to  prevent  too  greal  movement 
backward  and  laterally.  The  tissues  on  which  the  uterus  rested, 
the  vagina  and  bladder,  were  insufficient  of  themselves  to  sup- 
port it:  therefore  other  explanations  should  he  BOUght  as  to  how 
the  normal  position  was  maintained.     These  were: 

1.  The  action  of  the  perineum,  pressing  upward  and  forward 
acrainst  the  anterior  wall  of  the  vagina,  completely  closing  th. 

IT 
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outlet,  making  the  female  pelvis  practically  a  closed  cavity. 
As  long  as  this  was  the  case  the  force  of  abdominal  pressure 
and  of  gravity  was  received  upon  the  pelvic  floor  and  only 
slightly  upon  the  contained  viscera. 

2.  The  normal  density  of  the  uterus  being  approximately  of 
the  same  density  as  the  other  pelvic  viscera,  there  was  no  dispo- 
sition for  the  uterus  to  fall  and  thereby  displace  viscera  of  the 
same  density. 

3.  The  normal  position  of  anteversion  of  the  uterus  received 
the  intra-abdominal  pressure  upon  the  posterior  aspect  of  the 
fundus,  so  that  its  action  was  to  tilt  the  uterus  forward  and  not 
to  push  it  downward. 

4.  The  tonicity  of  the  abdominal  walls  had  a  material  effecr 
in  preventing  prolapse  and  in  favoring  it  when  it  was  lost. 

The  etiology  involved  one  or  more  of  these  four  points,  ami 
was  more  frequent  when  several  of  them  were  concerned.  Loss 
of  supporting  power  of  the  perineum  was  most  common  and  im- 
portant. This  might  be  occasioned  by  laceration  or  by  atrophic 
changes  incident  to  old  age  or  disease. 

The  other  causes  were:  Increase  in  the  weight  of  the  uterus 
from  subinvolution,  etc. ;  relaxation  of  uterine  ligaments,  per- 
mitting the  uterus  to  fall  back  into  the  axis  of  the  vagina,  oc- 
casioned by  repeated  pregnancies,  etc. ;  relaxation  of  abdominal 
walls  from  similar  causes,  and  absorption  of  pelvic  fat  and 
connective  tissue  as  a  result  of  old  age  or  disease. 

The  changes  associated  with  or  consequent  upon  prolapse 
must  also  be  considered.  Prolapse  of  the  vagina,  by  pulling 
upon  attachment  to  the  cervix,  drew  out  that  portion  of  the 
cervix  above  after  descent  of  the  uterus  had  been  arrested  at  the 
point  at  which  the  uterine  ligaments  had  become  suspensory, 
causing  the  condition  known  as  elongation  of  the  supravaginal 
cervix.  If  relaxation  of  the  ligaments  was  so  great  as  to  oppose 
no  barrier  to  descent,  the  fundus  followed  the  cervix  until  it 
lay  outside  of  the  body.  Other  changes  were  hypertrophy  of 
the  cervix  from  passive  congestion;  subinvolution  of  the  uterus; 
rectocele  and  cystocele;  attenuation  of  the  uterine  ligament; 
stretching  of  vagina  and  vaginal  outlet;  and  atrophy  of  struc- 
tures of  the  perineum  from  pressure 

Treatment.— Great  attention  must  be  paid  to  preliminary 
treatment,  and  by  this  means  many  of  the  changes  incident  to 
traction  and  passive  congestion  might  be  overcome.  This  con- 
sisted of  absolute  recumbent  posture  in  bed  for  a  period  of  from 
three  to  six  weeks;  reduction  of  the  uterus  to  its  norma]  posi- 
tinn  witli  patient  in  the  knee-chest  position,  as  frequently  as  it 
recurred,  assuming  this  position  several  limes  daily;  Laxatives 
and  enemas  to  prevenl  straining  ;  copious  vaginal  douches  of  ho1 
Ball  water,  made  slightly  antiseptic  if  ulceration  or  leucorrhea 
be  present.  Hypertrophy  of  the  cervix  and  subinvolution  of 
the  uterus,  when  they  persisted,  should  be  me1  by  curettemenl 
of  the  utenis  and  amputation  of  the  cervix;  cystocele  by  Sims' 
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operation;  Laceration  of  the  perineum  by  Emmet's  operation  in 
recenl  cases,  and  Hegar's  operation  when  the  case  was  of  very 
long  standing  or  the  patienl  advanced  in  age.  In  addition  sum.' 
operation  must  be  employed  to  maintain  the  uterus  in  the  ante- 
verted  position.  Ventrosuspension  was  most  commonly  em- 
ployed, bu1  it  should  be  used  only  to  place  the  uterus  in  such  a 
position  thai  intra-abdominal  pressure  would  be  received  upon 
the  posterior  aspecl  of  the  fundus,  and  nol  with  a  dew  of 
making  the  attachment  so  firm  as  to  prevenl  descent.  This 
line  of  treatment,  while  not  new.  would  be  found  very  effective 
when  thoroughly  carried  out 

When  relapse  occurred  the  author  thoughl  that  Edebohls' 
operation  of  panhysterokolpectomy  was  the  only  one  capable  of 
curing  the  condition.  He  reported  a  case  operated  upon  by  this 
method  in  July.  1898.  The  patient  became  pregnant,  and  was 
delivered  without  difficulty  or  accident  in  1900,  and  was  enjoy- 
ing good  health  in  1901,  when  last  seen,  and  had  had  do  recur- 
rence of  the  prolapse. 

Dr.  H.  J.  Boldt,  of  New  York,  presented  a  paper  on 

ENDOMETRITIS. 

The  author  said  it  was  principally  to  Ruge,  of  Berlin,  that  the 
profession  owed  its  more  exact  knowledge  of  uterine  pathology. 
He  spoke  of  the  glandular,  interstitial,  and  mixed  varieties  of 
endometritis.  These  formed  the  basis  of  all  variations  or 
special  forms  of  the  disease.  He  had  in  a  number  of  instances 
found  the  uterine  cavity  filled  with  polypoid  nodules,  in  which 
the  quantity  removed  aggregated  from  fifteen  to  twenty  cubic 
centimetres.  On  microscopical  examination  the  picture  pre- 
sented showed  adenoma.  Such  conditions  had  been  classed  by 
some  writers  as  a  separate  form— polypoid  or  fungous  endome- 
tritis. While  clinically  such  designation  might  be  correct,  the 
author  saw  no  reason  for  classing  such  change  under  another 
name  than  adenoma  of  the  endometrium,  from  the  point  of  view 
of  pathology. 

Acute  interstitial  endometritis  was  recognized  by  the  diffuse 
invasion  of  small  round  cells  into  the  stroma.  Frequently  pus 
corpuscles  were  also  seen,  and  the  vessels  were  found  to  be 
pressed  apart  and  compressed  by  the  invasion  of  the  inflam- 
matory corpuscles.  Sometimes  the  round-cell  infiltration  was 
found  more  in  the  deeper  stratum  of  the  mucosa  in  patches, 
rather  than  in  diffuse  form.  Later,  when  the  disease  pi 
into  the  chronic  state,  the  glands  became  more  or  less  obliterated, 
with  atrophy  of  the  endometrium.  In  another  form  of  chronic 
interstitial  endometritis  the  stroma  cells  were  enlarged  and 
contained  a  centrally  located  nucleus  and  resembled  sarcoma 
cells  to  Bome  extent.  The  mixed  forms  of  endometritis  showed 
that  changes  were  present  in  both  the  glands  and  the  intersti- 
tial connective  tissue. 

I  »f  the  forms  of  tubercular  endometritis,  the  ulcerative  variety 
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was  usually  met  with.  The  acute  miliary  and  the  interstitial 
varieties  were  very  seldom  seen.  Primary  tubercular  endo- 
metritis is  a  rare  disease. 

While  the  etiology  of  all  specific  forms  of  endometritis  was 
well  understood,  those  not  depending  upon  micro-organisms  and 
ptomaines,  in  many  instances,  had  uncertain  causative  factors. 

The  local  treatment  giving  the  promptest  relief  from  bleeding 
in  instances  of  chronic  endometritis  was  undoubtedly  to  be  found 
in  the  judicious  use  of  the  curette.  He  would  caution,  however, 
that  although  the  operation  was  comparatively  simple,  it  should 
not  be  resorted  to  indiscriminately,  as  was  being  done  by  many 
general  practitioners;  neither  should  it  be  done  by  one  not 
trained  in  the  technique  of  gynecological  surgery,  because  fre- 
quently serious  results  followed  its  improper  employment. 

Before  the  operation  it  was  imperative  that  a  careful  bi- 
manual examination  be  made  to  determine  whether  or  not  a 
tubal  swelling  was  present.  He  had  known  tubal  pregnancy 
and  pyosalpinx  to  be  ruptured  as  the  result  of  the  traumatism 
produced  by  the  operation.  In  a  few  instances  he  had  desisted 
from  curetting  and  opened  the  abdomen  subsequently  through 
the  disclosures  revealed  by  bimanual  examination.  If  resorted 
to.  the  same  precautions  as  to  cleanliness  should  be  employed 
as  in  a  major  operation.  In  his  experience  about  sixty  per  cent 
of  the  women  were  relieved  from  atypical  bleeding  for  a  vari- 
able period  of  time  by  curetting.  After  curetting  it  was  his 
custom  to  make  an  application  of  pure  carbolic  acid  to  the 
Ulterior  of  the  uterus.  In  patients  who  had  not  obtained  the 
desired  relief  by  curetting  subsequent  local  treatment  became 
necessary. 

The  rrr>neral  condition  of  the  patient  in  all  instances  required 
careful  supervision.  Good  food,  proper  exercise,  baths,  douches. 
medicated  or  plain  wrarm  water,  as  the  case  may  be,  were  all 
important  adjuvants. 

After  the  endometritis  had  become  chronic  it  should  be  treated 
with  intrauterine  applications  of  one  of  the  usual  remedies.  Ho 
preferred  a  ten  per  cent  solution  of  carbolic  acid.  Frequent 
intrauterine  irrigations  with  large  quantities  of  a  mild  anti- 
septic  solution  also  gave  good  results. 

Till     USE    "!•'    THE    ELECTRIC    CAUTERY    CLAMP    TN    THE    TREATMENT 
OF    CANCER    OF    THE    DTERUS. 

Charles  P.  Noble,  of  Philadelphia,  read  a  paper  with 
ihis  title.  Tie  presented  for  consideration  a  new  adaptation  of 
an  old  principle  in  the  treatment  of  cancer  of  the  uterus.  The 
.•led  ric  cautery  clamp,  he  said,  was  a  highly  perfected  and 
practicable  instrument,  whereby  it  was  entirely  feasible  to  burn 
the  attachments  of  the  uterus  and  to  leave  not  only  a  bloodless 
field,  but  one  in  which  the  lymphatics  were  sealed  by  a  i borough 
cooking  or  roasting  process.  Hysterectomy  performed  by  means 
of  the  electric  cautery  clamp  possessed  all  the  advantages  of 


THE  SOUTHERN  SURGICAL   LND  GYNECOLOGICAL   ASSOCIATION.     261 

any  of  the  methods  heretofore  in  use,  and  had  in  addition  cer- 
tain advantages  peculiar  to  it  alone.     These  ''special  advant 

w.'iv  : 

1.  More  tissue  outside  of  the  uterus  was  removed  or  cooked 
than  by  the  classical  methods. 

2.  All  the  connections  of  the  uterus  were  severed  either 
through  tissue  which  had  been  cooked  in  the  bite  of  the  cauterj 
damp  or  these  connections  had  been  severed  with  the  electric 
cautery  knife,  in  this  way  the  lymphatic  vessels  were  scaled 
cither  by  the  burning  or  the  roasting  process.  Whatever  the 
risk  of  implantation  of  cancer  upon  the  field  of  operation  may 
be,  by  this  means  it  was  greatly  lessened  or  done  away  with. 
An  exception  to  the  above  statements  must  be  noted,  in  that  the 
attachments  of  the  bladder  to  the  uterus  were  severed  in  the 
usual  way. 

'■'>.  Much  less  blood  was  lost  than  was  usual  with  the  classical 
technique,  and  a  dry,  bloodless  field  was  left  after  operation. 

In  referring  to  the  history  of  the  development  of  the  electric 
cautery  clamp,  Dr.  Noble  referred  to  the  admirable  work  of 
Keith  and  Byrne. 

It  remained  for  Dr.  A.  J.  Downes,  of  Philadelphia,  to  adopt 
the  theories  of  his  predecessors  and  to  develop  a  thoroughly 
practicable  electric  cautery  clamp.  Dr.  Downes  used  the  method 
wherever  there  were  pedicles  to  deal  with,  having  abandoned  the 
ligature  in  favor  of  the  cautery  clamp. 

The  technique  of  hysterectomy  by  the  electric  cautery  clamp 
method  was  described  in  detail. 

The  essayist  had  operated  five  times  by  this  method.  Dr. 
Downes  had  used  the  method  in  cancer  of  the  uterus  in  two 
vaginal  hysterectomies,  two  va<jino-abdominal  hysterectomies, 
and  one  abdominal  hysterectomy  upon  his  own  patients;  also  in 
one  vagino-abdominal  hysterectomy  operated  on  for  Dr.  Hirst, 
and  two  abdominal  hysterectomies  operated  on  for  Dr.  Kelly. 

In  closing,  the  essayist  said  that  some  years  must  elapse  be- 
fore the  actual  value  of  the  electric  cautery  clamp  in  the  treat- 
ment of  cancer  of  the  uterus  could  be  determined ;  but  in  view 
of  the  results  secured  by  Byrne  and  of  the  positive  theoretical 
advantages  it  had  over  the  ligature  method,  it  was  reasonable 
to  expect  that  it  would  give  a  larger  percentage  of  cures  than 
the  older  methods,  more  especially  in  cancer  of  the  cervix. 

CONDYLOMATA    VULV^. 

Dr.  Greer  Baughman,  of  Richmond,  Va.,  contributed  a  paper 
on  this  subject,  in  which  he  said  that  there  were  two  varieties 
of  condylomata.  These  differed  in  the  etiology,  in  the  general 
and  local  symptoms  which  accompanied  them.  They  likewise 
differed  in  their  appearance,  both  gross  and  microscopic.  He 
reported  18  cases,  and  described  8.  which  were  illustrated  with 
photographs. 
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Dr.  H.  A.  Royster,  of  Raleigh,  N.  C,  reported  an  interesting 
case  of 

OVARIAN    FIBROMA. 

The  author  referred  to  the  paper  of  Dr.  Peterson,  of  Ann 
Arbor,  Mich.,  which  was  read  before  the  meeting  of  the  Ameri- 
can Gynecological  Society  in  May,  1902.  A  few  days  after 
reading  Peterson's  valuable  contribution  the  author  came  unex- 
pectedly upon  a  case  of  this  kind. 

The  patient,  Mrs.  G.,  aged  55,  weight  180  pounds,  was  ad- 
mitted to  Rex  Hospital  September  20,  1902.  She  had  borne 
several  children,  all  of  her  labors  being  difficult.  Her  menses 
began  at  11  years  and  gave  no  trouble  at  first.  After  marriage 
she  began  to  suffer  from  profuse  menorrhagia  and  metrorrhagia. 
At  the  age  of  25  a  small  growth,  probably  a  polyp,  was  removed 
from  the  cervix.  The  menopause  occurred  at  the  age  of  50 
years,  but  about  two  years  ago  the  flow  recurred,  lasting  for 
ten  days  or  more.  It  was  not  now  so  excessive,  and  appeared 
only  at  irregular  intervals.  Twelve  months  had  elapsed  since 
she  had  her  last  severe  hemorrhage.  She  complained  of  pain  in 
the  left  side  and  around  the  umbilicus,  and  a  burning  sensation 
in  the  chest.  Urination  was  difficult  and  frequent.  Her  gen- 
eraJ  condition  was  good. 

Examination  revealed  a  very  hard,  smooth  tumor  in  the  pos- 
terior cul-de-sac.  It  was  about  the  size  of  a  large  orange  and 
was  somewhat  movable.  The  uterus,  apparently  of  normal  size, 
was  pushed  upward  by  the  mass  and  seemed  to  be  connected 
with  it  posteriorly.     Diagnosis,  fibroma  of  the  uterus. 

Operation  September  23,  1902.  The  abdomen  was  opened  by 
a  four-inch  median  incision.  A  small  quantity  of  ascitic  fluid 
was  present.  There  were  no  adhesions,  and  the  tumor  was  easily 
brought  up  and  delivered.  It  was  a  dense,  somewhat  flattened 
mass,  attached  by  a  pedicle  to  the  right  broad  ligament.  This 
pedicle  was  tied  with  a  double  ligature  of  silk  and  the  tumor 
removed.  The  peritoneal  cavity  was  sponged  out  dry  and  the 
nd  closed  with  the  tier  suture.  The  uterus  was  normal  and 
the  lefl  ovary  was  atrophic.  The  patient  bore  the  operation 
well,  only  twenty-five  minutes  having  been  consumed  in  the  en- 
tire procedure.  The  result  was  an  uncomplicated  convalescence 
and  restoration  to  perfect  health. 

Carefully-prepared  pathological  and  microscopical  reports  of 
the  specimen  accompanied  the  paper,  the  tumor  being  pro- 
nounced ovarian  fibroma. 

THE  Efl  RGERY  OF  THE  LOWER  I  BETER,  WITH  casks. 

Dr.  Hi  on  II.  SToung,  of  Baltimore,  first  gave  a  brief  descrip- 
tion of*  the  topographical  anatomy  of  the  lower  ureter.  After 
ing  the  iliac  vessels,  he  said  the  ureter  was  aaturally  di- 
vided into  two  portions-,  the  lirst.  or  parietal,  ran  downward 
;md  outward  along  the  bony  wall  of  the  pelvis  to  a  point  in 
front  of  the  spine  of  the  ischium,  where  ii  turned  sharply  inward 
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;iinl  began  its  second  or  visceral  portion  over  the  floor  of  tin-  pel- 
vis to  its  junction  with  the  bladder.  During  the  firsl  portion 
the  ureter  was  in  close  relationship  with  tin'  internal  iliac  arterj 
and  its  branches,  and  \v;is  quite  out  <>L'  reach  from  within  the  rec- 
tum or  vagina.  During  the  second  half  of  its  course  it  rapidly 
approached  the  vagina,  bul  was  not  in  close  relationship  until 
within  aboul   three  cent iniei res  of  its  Lower  mid.    It  was  this 

part  al •  that  was  easy  of  access  by  the  vaginal  route.     Higl 

up  in  the  female,  as  well  as  in  the  male,  the  iliac  extraperitoneal 
route  was  by  Ear  the  easier  and  to  be  preferred  for  many  reasons, 
which  were  se1  forth  in  the  paper. 

The  conditions  of  the  lower  meter  found  to  require  surgical 
treatment  were  as  follows:  anomalies,  as  to  number,  Location,  and 
condition  of  the  ureter;  prolapse;  ureteritis;  calculus;  neo- 
plasm; valve  format  ion  :  stricture:  and  fistula  of  the  ureter. 

The  anomalous  terminations  of  ureters  into  the  uterus,  vagina, 
and  vulva  had  been  successfully  transplanted  into  the  bladder. 
:  ut  no  operation  of  this  sort  was  recorded  in  the  male. 

Prolapse  of  the  ureter  into  the  bladder  was  rare.  Only  19 
recorded  eases  had  been  found  in  the  literature.  Only  2  cases 
were  operated,  and  1  died.  The  writer  reported  a  case  of  bis 
own. 

Ureteritis  mighl  be  simple  or  tuberculous,  and  was  not  dif- 
ferent in  the  Lower  ureter  than  in  the  upper,  except  that  it  was 
much  moie  apt  to  lead  to  stenosis  at  the  lower  end.  The  changes 
observed  on  cystoscopic  examination  were  discussed  at  length, 
with  a  report  of  the  findings  in  several  cases.  Calculus  im- 
pacted just  above  the  bladder  or  in  the  intramural  portion  could 
generally  be  diagnosticated  at  once  by  the  cystoscopic  appear- 
ance of  the  orifice;  congestion,  bulging,  stenosis,  with  prolapse 
of  the  papilla,  generally  being  present.  Likewise  tuberculosis 
could  be  recognized.  In  lesions  of  even  lesser  degree  the  orifice 
generally  gave  evidence  as  to  which  was  the  affected  side. 

Fistula  of  the  ureter  might  be  congenital  or  acquired,  the 
latter  generally  occurring  in  the  female  after  labor  or  pelvic 
operations.  Anastomosis  of  the  divided  ureters  or  implantation 
into  the  bladder  should  be  done.  Neoplasms  might,  develop 
within  the  ureter,  but  only  two  cases  were  reported  in  the  lower 
ureter.  The  ureteral  papilla  and  its  immediate  neighborhood  in 
the  bladder  was  a  favorite  seat  for  vesical  tumors.  The  writer 
reported  one  case  of  a  pedunculated  tumor,  two  inches  in  diam- 
eter, which  sprang  from  the  right  ureteral  orifice,  and  was 
successfully  removed  suprapubieally. 

The  most  important  affection  of  the  lower  ureter  was  the  im- 
paction of  calculus.  Calculi  which  had  passed  the  two  points 
of  constriction  of  the  upper  ureter,  just  below  the  renal  pelvis 
and  at  the  crossing  of  the  iliac  vessels,  wen'  most  apt  to  lodge 
at  the  vesical  junction  or  at  the  intravesical  end.  although  they 
sometimes  lodged  in  the  intramural  portion  or  in  the  paraischial 
bend.     Tn  the  female  the  intraligamentous  portion  of  the  meter 
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was  a  favorite  location  for  calculi,  and  numerous  cases  were  on 
record  in  which  they  had  been  removed  through  the  vagina. 

In  the  male,  only  20  eases  in  which  calculi  impacted  in  the 
deeper  pelvic  ureter  had  been  removed  by  operation  were  to  be 
found  in  the  literature,  and  10  of  these  were  intravesical  or  in- 
tramural and  were  removed  through  the  bladder.  One  of  these 
cases  was  that  of  the  writer,  in  which  he  found  with  the  cysto- 
scope  a  small  stone  projecting  from  the  orifice  of  the  left  ureter, 
and  pried  it  out  by  means  of  a  catheter  accompanying  Casper's 
male  ureteral  catheter-cystoscope.  In  the  other  10  cases  the  site 
of  impaction  was  above  the  bladder,  in  some  part  of  the  pelvic 
course  of  the  ureter.  In  one  of  these  the  stone  was  removed 
by  incision  through  the  rectum,  with  fatal  result.  In  another 
the  incision  was  made  in  the  perineum,  the  rectum  pushed  back 
from  the  prostate,  the  ureter  exposed  at  its  vesical  junction,  and 
the  calculus  extracted.  Fenwick,  the  author  of  this  operation, 
claims  that  this  is  the  method  of  choice  in  the  male.  In  the 
other  8  cases  the  calculi  were  removed  through  the  iliac  extra- 
peritoneal route,  5  by  European  operators  and  3  in  Balti- 
more. In  the  two  cases  of  the  writer  the  calculus  was  situated 
in  the  juxta-vesical  portion  of  the  ureter,  but  was  very  easily 
removed  by  the  iliac  extraperitoneal  route.  Finney  had  a  similar 
case. 

As  to  choice  of  route,  it  was  clearly  demonstrated  that  for  all 
stones  in  the  pelvic  ureter  the  iliac  extraperitoneal  route  was 
the  best,  with  the  possible  exception  of  the  last  three  centimetres 
of  the  ureter  in  the  female,  where  the  close  proximity  of  the 
vagina  made  that  route  an  easy  one.  The  difficulty  of  sutur- 
ing the  ureter  here,  the  inability  to  examine  the  kidney  above 
or  to  treat  stricture  below,  and  the  frequent  persistence  of 
fistula  afterward  might  yet  prove  that  the  iliac  route  was  the  best 
for  all  cases  above  the  bladder  in  the  female  also. 

Stricture  of  the  ureter  was  rare  and  only  those  cases  requiring 
more  than  dilatation  with  ureteral  catheters  were  on  record.  In 
one,  Meyer  performed  nephrectomy  on  account  of  inability  to 
dilate  the  stricture  from  above.  In  another.  Israel,  finding  an 
impermeable  stricture  below  a  calculus  at  the  lower  end  of  the 
r,  transplanted  the  ureter  into  the  vertex  of  the  bladder 
extraperitoneally.  In  the  third  case  the  writer,  after  removing 
a  calculus  from  the  juxta-vesical  ureter  and  being  unable  to 
dilate  the  stricture  from  above,  opened  the  bladder  along  its  lat- 
eral  wall  and  divided  the  stricture  with  a  scalpel  intravesically. 
Large  ureteral  bougies  were  then  passed  Into  the  bladder  with 
ease.  Examination  with  the  eystoscope  sis  months  later  showed 
thai  the  stricture  had  not  recurred. 

The  iliac  mule  was.  therefore,  the  method  of  choice  for  all 
operations  upon  the  ureter  in  its  pelvic  course  above  ihe  blndder. 
In  intramural  and  intravesical  lesions  the  suprapubic  in  the 
male,  and  the  vaginal  in  the  female,  were  the  methods  of  choice. 
TIm-  eystoscope  mighl  sometimes  be  effectual  in  dislodging  cal- 
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culi  of  the  Lower  end,  bu1  only  when  small,  as  in  the  caa 
ported,  and  was  always  of  greal  service  and   generally  abso- 
lutely accessary  for  accurate  diagnosis.    Catheterization  of  the 
ureters  in  both  male  and  female  was  now  easily  accomplished. 

The  Council  presented  the  following  preamble  and  resolution, 
which  were  adopted: 

Whereas,  Dr.  W.  E.  B.  Davis,  during  twelve  years  of  faithful 
service  as  Secretary  of  this  Association,  declined  to  draw  any 
salary  for  his  services,  expecting  in  time  to  establish  sonic  suit- 
able memorial  of  this  Association  with  the  fund  thus  created; 
therefore,  be  it 

Resolved,  That,  in  consideration  of  this  fact,  two  thousand 
dollars  be  appropriated  for  the  establishment  of  a  memorial  in 
Birmingham,  Alabama,  the  birthplace  of  the  Association;  and 
that  this  memorial  be  placed  in  the  Charity  Hospital  of  that 
city  as  a  ward  to  hear  the  name  of  the  Association. 

The  following  officers  were  nominated  and  elected:  President 
—Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C. ;  First  Vice-Presi- 
dent—Dr.  Bacon  Saunders,  of  Fort  Worth,  Texas ;  Second  Vice- 
President— Dr.  Christopher  Tompkins,  of  Richmond,  Va. ;  Sec- 
r<  lury— Dr.  W.  D.  Haggard,  Jr.,  of  Nashville,  Tenn. ;  Treasun  r 
—Dr.  Floyd  W.  McRae,  of  Atlanta,  Ga.  Place  of  meeting,  Bir- 
mingham, Ala. ;  time,  the  week  preceding  Christmas,  1903. 
Chairman  of  Committee  of  Arrangements,  Dr.  John  D.  S.  Davis, 
of  Birmingham,  Ala. 
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A  Text  Book  of  the  Science  and  Art  of  Obstetrics.  By 
Henry  J.  Gabbigues,  A.M.,  M.D.,  Consulting  Obstetric  Sur- 
geon to  the  New  York  Maternity  Hospital;  Gynecologist  to  St. 
Mark's  Hospital;  Professor  of  Obstetrics  in  the  Post-Grad- 
uate Medical  School  (retired);  Professor  of  Gynecology  and 
Obstetrics  in  the  School  for  Clinical  Medicine  (retired)  ;  Hon- 
orary Fellow  of  the  American  Gynecological  Society;  Hon- 
orary Fellow  of  the  Obstetrical  Society  of  Edinburgh;  Ex- 
President  of  the  German  Medical  Society,  etc.  Pp.  844.  With 
504  illustrations.  Philadelphia  and  London:  J.  B.  Lippin- 
cott  Company,  1902. 

All  students  of  obstetrics  will  welcome  with  pleasure  this 
work  from  the  pen  of  so  distinguished  an  author.  And  they 
will  not  be  disappointed,  as  the  book-  Dr.  Garrigues  has  given  us 
is  worthy  of  his  name  and  will  lake  its  place  as  a  standard  texl 
book  and  work  of  reference  for  both  the  undergraduate  studenl 
and  the  practitioner.  Although  aew  publications  on  obstetrics 
at  this  time  seem  superfluous,  yet  there  is  always  a  place  for  a 
book  which  covers  the  subject  s<>  completely  and  systematically, 
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and  which  reflects  the  ideas  and  views  of  such  a  well-known 
teacher.  The  author  divides  his  book  into  two  grand  divisions ; 
the  first  is  the  Normal  Division,  and  the  second  is  the  Abnormal 
Division.  Under  the  Normal  Division  we  find  the  subject  sub- 
divided into  Foundation.  Normal  Pregnancy.  Normal  Labor,  and 
Normal  Puerpery.  Under  the  Abnormal  Division  we  find  Ab- 
normal Pregnancy,  Abnormal  Labor  (Dystocia),  Obstetric  Op- 
erations. Abnormal  Puerpery,  and  Notes  on  Diseases  of  New- 
Born  Children.  By  this  arrangement  the  student  is  able  to  learn 
the  simple  and  uncomplicated  conditions  present  in  normal  labor 
before  approaching  the  difficulties  and  problems  of  abnormal 
parturition.  Confusion  of  ideas  is  thus  avoided  and  teaching  is 
simplified.  The  work  is  essentially  practical,  with  an  avoid- 
ance of  theoretical  discussion,  and  is  based  upon  the  author's 
many  years  of  practice.  The  illustrations  are  numerous  and 
generally  excellent,  many  being  original.  Fault  might  be  found 
with  some  of  the  pictures  illustrating  the  conduct  of  normal 
labor,  in  which  the  patient  is  shown  with  her  legs  encompassed 
with  ordinary  stockings  and  the  accoucheur  without  so  much  as 
a  butcher's  apron  on  to  prevent  contamination  and  to  secure 
asepsis.  Such  minor  details  become  important  in  a  book  in- 
tended for  teaching  undergraduates. 

Manual  of  Gynecology.  By  Henry  T.  Byford,  M.D.,  Profes- 
sor of  Gynecology  and  Clinical  Gynecology  in  the  College  of 
Physicians  and  Surgeons  of  Chicago;  Professor  of  Gynecol- 
ogy in  the  Post-Graduate  Medical  School  of  Chicago,  and  in 
the  Chicago  Clinical  School,  etc.  Third  revised  edition. 
Pp.  598.  With  363  illustrations.  Philadelphia:  P.  Blakis- 
ton's  Son  &  Company,  1902. 

The  author  has  recast  the  contents  of  the  book  and  added 
considerable  new  matter.  It  is  a  book  which  is  essentially  suited 
to  the  busy  general  practitioner,  who  has  not  the  time  to  wade 
through  the  extended  descriptions  of  the  larger  works  of  ref- 
erence. 

The  contents  are  most  admirably  arranged  for  rapid  refer- 
ence, the  use  of  copious  marginal  notes  enabling  the  reader  to 
t.ll  ;it  ;i  glance  the  subject  matter  in  the  page.  The  illustra- 
tions are  abundant  and  generally  good,  due  credit  being  given 
when  taken  from  other  works.  The  author  devotes  two  chap- 
ters  i"  ill'-  subject  of  gonorrhea,  giving  the  mosl  modern  views 

as  1"  tli"  important    position  lliis  disease   hears  as  an   etiological 

factor  :n  pelvic  disorders.  The  chapter  on  lacerations  of  the 
perineum  treats  the  subject  rather  too  superficially  for  a  proper 
understanding  of  this  condition,  but,  on  the  whole,  the  author 
lias  succeeded  in  condensing  a  large  amount  of  valuable  infor- 
mation into  a  Comparatively  small  space  and  in  a  most  con- 
venient  form   for  ready  reference. 


KIAIi.V.  26*1 

[i  \i  Obstetrics.  A  Text  Book  for  Practitioners  and 
Students.  Bj  Edward  Reynolds,  .M.l>..  Visiting  Surgeon 
to  the   Free   Bospital    for   Women,  etc.;   and    Fbankld     9 

Ni w  i  i.i..  .M.I )..  Assistanl  in  Obstetrics  and  <  lyn >logy  in  1  [ar- 

vard  University,  etc.     Pp.  ">-">:'-.     Illustrated  with  252  engrav- 

a  and  '■'>  colored  plates.     Philadelphia  and  New  York:  Lea 
Brothers  &  Company,  1902. 

Oi  the  greal  number  of  works  mi  obstetrics  thai  have  recently 
been  published,  this  book  will  find  its  place  as  a  texl  book  which 
elucidates  the  modern  principles  of  the  art  in  a  condensed  and 
practical  form.  One  plan  of  treatmenl  is  usually  given  instead 
of  a  Lengthy  discussion  of  many  methods,  which  feature  will 
appeal  especially  to  undergraduate  students,  as  it  avoids  eon- 
fusion.  The  chapters  on  obstetrical  anatomy  are  too  hurriedly 
d  to  be  of  real  use.  The  subjects  of  the  management  of 
Labor,  ihf  obstetrical  operations,  and  especially  deformed  pelves, 
are  clear,  concise,  and  well  treated.     The  important  topic  of  diag- 

•  -  is  disposed  of  in  about  sixteen  pages.  Many  of  the  illus- 
trations are  excellent;  many  are  old  friends,  some  are  poor. 
The  work  of  the  publishers  is  excellent. 

Twentieth  Century  Practk  e.  An  International  Encyclo- 
pedia of  Modern  Medical  Science.  By  Leading  authorities  of 
Europe  and  America.  Edited  by  Thomas  L.  Stedman,  M.D., 
New  York  City.    In  twenty-one  volumes.    Vol.  XXI.    Pp.  845. 

New  Vmk:  William  Wood  &  Company,  1903. 

The  very  remarkable  advances  in  certain  lines  of  medical 
thought  during  the  two  years  that  have  passed  since  the  comple- 
tion of  this  encyclopedia  have  made  its  editor  feel  that  a  supple- 
mentary volume  including  these  new  discoveries  would  be  wel- 
come to  those  who  possess  the  work. 

Among  the  more  important  subjects  considered  are  yellow 
p,  bacillary  dysentery,  the  medical  applications  of  the  X-ray. 
the  X-ray  in  the  treatment  of  neoplasms,  diseases  of  the  lungs. 
of  the  liver,  diseases  of  the  stomach,  diseases  of  the 
urinary  tract,  diabetes,  gout,  rheumatism,  and  besides  some 
twenty-five  others.  To  condense  all  of  this  matter  into  the  limits 
of  a  single  volume  has  necessitated  considerable  editorial  revi- 
sion. All  historical  references  and  bibliographies  have  been 
omitted,  and  only  the  mos1  necessary  and  practical  matter  re- 
tained. 

A    Nurse's   Guide   fob   the   Operating    Room.     Bv   Nicholas 
x.  Al.D..  Ph.D..  LL.D.,  CM.,  Professor  of  Surgery,  Rush 
Medical   College,   Chicago,  etc.     Pp.   127.     W.  T.   Keener  & 
Company,  1902. 

This  little  book  is  an  abstract  of  Lectures  delivered  by  the 
author  to  nurses,  and  is  a  guide  to  all  the  duties  of  a  nurse  in 
connection  with  operations,  both  in  private  and  hospital  prac- 
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tice.  The  technics  of  sterilization  of  dressings,  instruments,  and 
ligatures  are  put  forth  in  clear,  concise,  and  simple  language, 
and  directions  for  the  preparation  of  solutions  of  various 
strengths  are  given  in  both  the  metric  and  old  systems.  Numer- 
ous illustrations  of  instruments  are  given,  and  lists  of  the  instru- 
ments and  dressings  necessary  for  all  the  standard  operations 
are  arranged  so  that  the  nurse  can  prepare  every  detail  for  any 
operation.  It  is  a  book  which  must  necessarily  be  of  value  to 
every  nurse. 

The  Transactions  of  the  Edinburgh  Obstetrical  Society. 
Vol.  XXVII.,  Session  1901-1902.  Pp.  250.  Edinburgh: 
Oliver  &  Boyd,  1902. 

This  is  the  twenty-seventh  volume  of  the  transactions  of  this 
well-known  Society,  and  contains  the  record  of  the  meetings, 
the  papers  and  discussions  for  the  past  year.  Among  the  papers 
of  interest  may  be  mentioned  one  by  D.  Berry  Hart  on  "The 
Nature  of  the  Tuberose  Fleshy  Mole";  "A  Case  of  Spontaneous 
Rupture  of  an  Apparently  Normal  Uterus  at  the  Commence- 
ment of  Labor,"  by  R.  Milne  Murray;  "The  Separation  of  the 
Placenta,  with  especial  reference  to  the  Information  derived 
regarding  its  Mechanism  from  Cases  of  Conservative  Cesarean 
Section,"  by  J.  M.  Munro  Kerr;  and  "An  Experimental  Study 
of  the  Pelvic  Changes  produced  by  Separation  of  the  Pubic 
Bones  in  Symphyseotomy,"  by  Alfred  C.  Sandstein. 
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OBSTETRICS. 

Treatment  of  Extrauterine  Pregnancy  with  Viable  Fetus. — 
The  chief  case  upon  which  F.  Mobius  (Monats.  fur  Geb.  u.  Gyn., 
Bd.  xv.,  11.4)  bases  his  paper  was  an  ectopic  gestation  operated 
upon  at  the  thirty-sixth  week  and  the  child  saved.  It  died  three 
weeks  later  of  gastroenteritis.  Serious  hemorrhage  occurred 
when  the  sue  was  opened,  and  especially  when  placental  separa- 
tion was  attempted.  To  check  this  the  blood  vessels  of  the  righl 
side  were  I  i gated.  The  ureter  was  included  and  a  uretero-ab- 
dominaJ  fistula  resulted.  Three  months  after  the  interruption 
of  pregnancy  nephrectomy  was  necessary  on  account  of  multi- 
ple abscesses  of  the  kidney  and  pyelitis.  The  patient  recovered. 
When  the  child  is  living  and  viable  Mobius  would  operate  be- 
tween the  thirty-fourth  and  thirty-sixth  weeks  of  pregnancy, 
keeping  the  mother  under  careful  observation.  He  would  leave 
the  placenta,  marsupialize  the  Bac,  and  tampon  the  opening.  In 
the  ease  reported  the  corpus  luteum  was  Pound  in  the  left  ovary, 
the  left  tube  was  dosed,  and  the  pregnanl  tube  was  on  the  right 
side. 
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Treatment  of  Pregnancy  Complicated  by  Uterine  Cancer. — 
Wagner  (Monats.  fur  Oeb.  u.  Gyn.,  Bd.  w..  II.  5)  describes  a 
if  pregnancy  of  the  carcinomatous  uterus  in  which  the  latter 
u;is  removed  without  difficulty,  at  the  fifth  month,  by  the  vaginal 
route  ;m<l  without  opening  the  membranes.  After  a  part  of  the 
uterus  had  been  drawn  down,  firm  pressure  upon  the  fundus 
drove  the  Liquor  amnii  into  thai  portion  and  permitted  the  rest 
to  be  t-\t  racted.  As  soon  as  carcinoma  of  the  uterus  is  diagnosed, 
Wagner  would  operate,  no1  waiting  even  if  almost  at  term.  Un- 
less  contraindicated,  the  vaginal  route  should  be  followed  at  any 

month.  From  the  firsl  to  the  fourth  month  the  uterus  should  be 
removed,  onemptied.  Tn  the  fifth  and  sixth  it  may  be  necess.ny 
to  rupture  the  membranes  in  order  to  reduce  the  volume.  As 
soon  as  the  child  is  viable,  vaginal  Cesarean  section  should  be 
employed.  Abdominal  Cesarean  section  and  abdominal  or  com- 
bined total  hysterectomy  are  reserved  for  special  cases. 

Hydrostatic  Test  of  Fetal  Lungs. — As  a  proof  of  the  unre- 
liability of  the  hydrostatic  test  in  determining  whether  an  ap- 
parently  still-born  fetus  has  breathed,  F.  Hitschmann  and  0.  T. 
Lindenthal  (Arch,  fur  Qyn.}  Bd.  lxvi..  H.  2)  record  the  path- 
ological and  bacteriological  findings  of  a  case.  In  this  the  pres- 
ence of  sufficient  gas  to  cause  the  Lungs  to  floal  was  shown  to  be 
due  to  the  presence  of  a  gas-producing  anaerobic  bacillus.  The 
writers  hold  fhat  in  order  to  make  the  test  of  value  the  absence  of 
such  bacilli  must  be  proven. 

Localized  Uterine  Contraction  Simulating  Fibroma. — F. 
Ahlfeld  (Zeit.  fur  Get.  und  Gyn.,  Bd.  xlvii..  IT  2)  describes  a 
case  of  supposed  fibroma  of  the  pregnant  uterus.  The  woman 
■died  from  hemorrhage  caused  by  placenta  previa,  and  the  autopsy 
showed  absence  of  the  tumor  which  had  apparently  been  present 
a  few  days  before.  The  phenomenon  is  explained  as  bein^r  due  to 
ilized  contraction  of  the  uterine  wall. 

Pigment  in  the  Skin  and  Urine  during  Pregnancy. — G.  J. 
Wychgel  (Zeit.  fur  Geb.  und  Gyn.,  Bd.  xlvii.,  H.  2)  finds  by 
analysis  that  the  pigment  in  the  skin  of  pregnant  women  contains 
iron  and  that  there  is  also  an  increased  quantity  of  iron  in  the 
urine.  He  believes  that  this  is  to  be  explained  by  the  presence 
in  the  maternal  circulation  of  portions  of  chorionic  villi  with  the 
formation  of  cytotoxins.  According  to  the  theory,  these  cells 
unite  with  the  red  blood  cells.  Betting  free  hemoglobin  which  is 
eventually  deposited  in  the  skin  or  excreted  in  the  urine. 

Dystocia  after  Vaginofixation. — P.  Mathes  (Monats.  fur  Oeb. 
Gyn.,  Bd.  xv.,  Erganzungsheft)  reports  this  case.  The  wo- 
man, 31  years  of  age,  had  had  two  normal  labors.  Vaginofixation 
then  done  for  retroflexion,  which  recurred  and  was  again 
treated  by  this  operation.  The  third  pregnancy  was  normal,  but 
dilatation  of  the  cervix  was  bo  slight  during  Labor  as  to  admit 
only  one  finger  after  pains  had  lasted  twenty  hours,  assisted  by 
the  insertion  of  Champetier's  bag.     After  Cesarean  section  the 

entire    uterus    \v;is    removed.      The    sharp    anteflexion    Caused    by 
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the  vaginofixation  and  the  resulting  firm  adhesion  of  the  anterior 
wall  of  the  cervix  to  that  of  the  fundus  had  rendered  dilatation 
of  the  cervix  impossible. 

Pubiotomy. — T.  II.  van  de  Velde  (Cent,  fur  Gyn.,  No.  37) 
warmly  champions  this  procedure  for  increasing  temporarily  the 
pelvic  diameters.  His  paper  includes  two  case  reports.  He  makes 
an  incision  from  the  spine  of  the  left  pubis  downward  andslightly 
inward  to  the  outer  border  of  the  labium  majus  at  the  level  of  the 
vestibule.  After  reaching  the  pubis  a  cord  is  passed  around  this 
by  means  of  a  special  curved  needle,  and  with  this  a  Gigli  saw  is 
drawn  into  place  and  the  pubis  divided.  A  separation  of  the 
fragments  of  from  four  and  a  half  to  five  and  a  half  centimetres 
was  obtained.  After  extraction  of  the  child  the  periosteum  is 
sutured  with  strong  silk,  and  the  lower  end  of  the  wound  is  left 
open  for  insertion  of  a  drain.  A  pelvic  bandage  is  applied. 
Stitches  are  removed  on  the  seventh  day.  The  author  prefers 
pubiotomy — or,  as  he  terms  it,  hebotomy — to  symphyseotomy  be- 
cause: the  wound  is  removed  from  the  vicinity  of  the  bladder 
and  urethra ;  the  soft  parts  around  the  divided  bone  are  thicker 
than  around  the  symphysis,  so  a  laceration  extending  from  the 
wound  to  the  vagina  is  less  likely  to  occur ;  remoteness  from  the 
clitoris  diminishes  the  probability  of  severe  hemorrhage:  the 
adductor  longus  and  gracilis  prevent  too  great  separation  of  the 
halves  of  the  pelvis:  healing  is  more  rapid  in  a  divided  bone  than 
a  joint,  and  the  chance  of  infection  is  less. 

Postpartum  Hemorrhage. — In  6.000  births  at  the  Marburg 
Clinic  no  case  of  fatal  hemorrhage  from  uncomplicated  uterine 
atony  in  a  previously  healthy  woman  has  been  recorded.  Whal 
at  first  appeared  to  be  such  a  case  is  reported  by  F.  Ahlfeld  ('/.<  it. 
fcr  <l<  h.  n ml  Gyn.,  Bd.  xlvii.,  H.  2).  The  patient  was  a  29-year- 
old  IVpara  who  had  had  three  abortions.  In  spite  of  rest  in  bed 
premature  labor  occurred  at  the  end  of  the  eighth  month.  Bleed- 
ing from  the  uterus  began  during  the  birth  of  the  child  and  con- 
tinued after  expression  of  the  placenta,  in  spite  of  firm  uterine 
contraction,  until  death  took  place.  The  autopsy  showed  no 
wound  <>f  the  genital  tract:  bul  examinations  of  the  blood  dem- 
onstrated complete  absence  of  fibrinogen,  which  prevented  the 
closure  of  the  uterine  sinuses  by  thrombosis.  The  child  lived 
several  weeks. 

The  treatmenl  of  postpartum  hemorrhages  recommended  by 
Mas  Ilenkel  Csame)  includes  tamponade  of  the  lower  uterine 
segment  for  hemorrha-je  from  atony  of  that  region.  For  the 
com)  col  of  bleeding  from  severe  cervical  lacerations,  a  preliminary 
compression  of  the  abdominal  aorta  for  ten  minutes  may  assist 
<iwent  repair  of  the  injury.  In  six  cases  of  cervical  tear 
Ilenkel  clamped  the  parametrium  on  each  side  of  the  uterus, 
including  the  uterine  arteries,  with  tnuseux  forceps.  These  were 
removed  after  twelve  to  twenty-four  hours.  Tins  method  was 
also  employed  in  a  case  of  hemorrhage  Prom  uterine  artery.  The 
hooked  forceps  are  applied  to  the  tissues  adjacent  to  the  uterus 
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after  drawing  thai  organ  toward  the  opposite  Bide  by  means  of 
another  pair,  which  is  then  removed.  The  points  urged  in  favor 
of  this  method  of  hemostasis  as  opposed  to  tamponade  of  t In- 
uterus  are  rapidity  of  execution  and  asepsis. 

Artificial  Sterilization  of  Women. — BugO  IIiil>l  (Monats.  fur 
<:<b.  a.  Qyn.,  Bd.  \\L  11.  1  and  "2)  describes  the  various  pallia- 
tive and  radical  means  of  preventing  conception.  He  gives  these 
indications  for  their  employment :  Castration  methods  should  be 
used  only  when  disease  of  uterus  or  tubes  demands  removal  of 
these  organs.  If  it  is  accessary  to  excise  the  ovaries  the  uterus 
should  be  taken  out  a1  the  same  time.  It'  Cesarean  Bection  is 
performed  in  a  case  of  osteomalacia,  subsequenl  pregnancy 
should  usually  he  prevented  by  some  method  of  sterilization  less 
radical  than  castration.  In  some  cases  of  osteomalacia  imme- 
diate interruption  of  pregnancy  is  indicated:  in  these  total 
vaginal  hysterectomy  should  ho  the  method  employed,  to  remove 
the  chance  of  another  impregnation.  As  a  palliative  method  of 
sterilization  the  writer  advises  an  occlusive  pessary  or  a  condom. 
Aside  from  total  extirpation  the  only  reliable  operation  for 
sterilization  is  wedge-shaped  excision  of  the  tubes  from  the 
uterus,  with  suture  of  the  uterine  wound.  All  methods  of  liga- 
tion, division,  or  resection  of  the  tube  occasionally  fail. 

Albuminuria  during  Labor. — AY.  Zangemeister  (Arch,  fur 
Gyn.,  Bd.  lxvi..  II.  2)  approaches  this  subject  from  the  stand- 
point of  personal  investigation  after  a  review  of  the  literature. 
He  states  that  diuresis  increases  at  the  end  of  pregnancy,  falls 
during  Labor,  then  rises  and  again  falls  to  normal.  Albuminuria 
was  observed  in  ten  of  one  hundred  eases  examined  once  during 
the  last  three  months  of  pregnancy,  while  it  was  found  in  as  many 
as  forty  at  one  time  or  another  during  this  period.  Casts  oc- 
curred in  four  to  five  per  cent.  Albumin  without  casts  is  found 
nearly  as  often  in  multipara?  as  in  primipara?.  Albumin  and 
casts  increase  in  quantity  during  the  last  two  weeks  of  preg- 
nancy. Small  quantities  in  the  last  month  are  not  pathological, 
hut  the  presence  of  casts  shows  serious  renal  lesions.  Casts  arc 
found  with  approximately  the  same  frequency  in  the  urine  of 
multiparas  and  primiparae  at  the  time  of  labor,  and  about  in  pro- 
portion to  the  amount  of  albumin.  Occurring  at  this  time  they 
have  no  pathological  significance.  The  increased  albuminuria 
during  Labor  is  attributed  to  increased  blood  pressure. 

Oophorectomy  during  Labor. — M.  Semon  (Monats.  fur  Oeb. 
u.  Qyn.,  Bd.  xvi.,  II.  3)  reports  a  successful  abdominal  oophorec- 
tomy during  labor.  A  sarcomatous  ovary  obstructing  Labor  was 
removed  through  an  abdominal  incision,  and  after  closure  of  the 
latter  a  foot  appeared  at  the  vulva  and  a  Living  child  wag 
tracted.  Recovery.  The  writer's  views  concerning  the  treat- 
ment of  labor  obstructed  by  ovarian  tumor  are  thai  any  attempt 
at  operative  delivery  before  removal  of  the  obstruction  is  an  er- 
ror; that  this  removal  may  be  accomplished  by  moving  the  tumor, 
puncturing  or  incising  it  through  the  vagina,  or  by  oophorectomy 
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during  labor.  Reposition  and  puncture  are  not  without  danger, 
the  former  on  account  of  possible  rupture.  Puncture  is  possible 
only  with  cystic  tumors;  for  dermoids  free  incision  is  indicated. 
Oophorectomy  during  pregnancy  gives  the  best  prognosis  for 
mother  and  child.  It  is  the  operation  of  choice.  The  abdominal 
or  vaginal  route  must  be  selected  according  to  existing  conditions. 
The  vaginal  is  applicable  only  with  non-adherent,  well-pedun- 
culated  cystic  tumors.  Cesarean  section  is  reserved  for  cases  in 
which  abdominal  oophorectomy  fails,  those  with  inoperable  tu- 
mors, when  extensive  firm  adhesions  exist,  and  those  with  intra- 
ligamentous development. 

Prophylaxis  of  Puerperal  Mastitis. — No  case  of  suppuration 
of  the  breast  after  labor  has  occurred  during  two  years  at  the 
Marburg  Clinic  while  the  following  treatment,  described  by  F. 
Ahlfeld  (Zeit.  fiir  Geb.  unci  Gyn.,  Bd.  xlvii.,  H.  2),  was  em- 
ployed :  Every  other  day  the  nipples  and  areolae  of  the  pregnant 
women  were  washed  with  water,  dried,  and  touched  with  a  ten 
per  cent  solution  of  tannin  in  ninety-six  per  cent  alcohol. 

Etiology  of  Puerperal  Fever. — W.  Zangemeister  (Zeit.  fiir 
Geb.  u.  Gyn.,  Bd.  xlvii.,  H.  3)  attempts,  through  study  of  1,448 
labor  cases,  to  discover  the  causes  of  severe  infection  and  of  one- 
day  fever  and  to  determine  whether  they  are  the  same,  differing 
only  in  degree.  By  comparing  the  number  of  febrile  cases  among 
those  examined  with  gloves  only  and  those  with  bare  hands,  and 
showing  the  same  percentage  of  febrile  cases  in  each  group,  he 
excludes  infection  by  the  examining  hand  as  the  cause  of  mild 
fever.  He  found  the  same  proportion  of  cases  becoming  febrile 
on  the  third  day  with  as  without  the  use  of  castor  oil,  so  he  be- 
lieves constipation  is  not  the  cause.  Studying  the  appearance  of 
fever  in  cases  with  lacerations,  he  concludes  that  the  mild  fever 
of  the  puerperium  is  due  to  absorption  of  lochia  contaminated 
by  saprophytic  organisms,  and  that  aseptic  and  antiseptic 
methods  thus  control  mortality  but  not  morbidity  after  labor. 

Cesarean  Section. — The  statement  in  a  case  report  by  G.  Hein- 
ricius  (Arch,  fiir  Gyn.,  Bd.  lxvii.,  H.  1),  that  it  was  the  fourth 
Cesarean  section  performed  at  the  Ilelsingfors  Clinic  since  1833, 
<  mphasixcs  the  infrequency  of  contracted  pelvis  in  Finland. 

Transverse  versus  Longitudinal  Incision  in  Cesarean  Sec- 
tion.— In  a  protracted  paper  which  concludes  with  the  statistics 
of  110  published  cases  of  Cesarean  section  with  transverse  fundal 
incision.  Frilz  Curschmann  (Monats.  fiir  Geb.  u.  Gyn.,  Bd.  xvi., 
II.  *_'.  4,  and  •">  compares  the  respective  advantages  of  this  in- 
cision and  the  old  Longitudinal.  In  favor  of  the  transverse  he 
finds  "iily  thai  the  placental  site  is  encountered  in  from  ten  to  fif- 
teen per  cenl  fewer  cases  than  by  the  median  Longitudinal.  The 
amount  <.f  hemorrhage  from  the  wound  in  the  uterine  wall  itself 
seems  to  lie  the  same  in  both.  Iii  connection  wiili  this  he  de- 
scribes ;i  corrosion  specimen  of  Ilvi-tl's  which  showed  the  situa- 
lion.  size.  ;iml  course  of  tin'  uterine  blood  vessels.  Uterine  con- 
traction,   arrest    of    hemorrhage,    contraction    of    the    cicatrix. 
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adaptation  and  healing  of  the  walls  of  the  wound,  and  Bubsequenl 
strength  of  the  Bear  during  a  later  pregnancy  are  results  in  which 
neither  method  is  superior  to  the  other.  Adhesions  to  the  adja- 
cent Loops  of  intestine  occur  more  frequently  with  tin'  t  ransverse 
incision,  and  in  cases  of  transverse  presentation  delivery  may  be 
difficult  or  almost  impossible  through  this  wound.  For  these 
reasons  Curschmann  concludes  thai  the  transverse  fundal  in- 
cision is  not  more  advantageous  than  tin'  time-honored  median 
longitudinal. 

Placenta  Previa. — The  paper  by  I'.  Strassmann  (Arch,  fur 
Gyn.f  Bd.  Lxvii.,  11.  1  is  an  exhaustive  study  of  placenta  previa 
based  upon  the  statistics  of  3, osf)  labor  cases  from  theCharit6Poli- 
klinik  and  32,960  from  the  Charite  Klinik.  the  former  including 

1t»l  raxes  of  placenta  previa,  the  latter  144.  Of  the  144  cases 
14  are  Omitted  from  the  statistics  as  having  occurred  before  1882, 
when  combined  version  was  introduced.  Of  the  remaining  231 
L6  per  cent  were  primipane.  Other  causes  of  placenta 
previa  are  frequenl  and  rapidly  succeeding  pregnancies  and  pre- 
ce  ling  twin  pregnancy.  In  7  cases  recurrence  of  placenta  previa 
noted.  The  fetus,  examined  in  131  cases,  showed  in  24.43  per 
C(  nt  a  subnormal  weight  relatively  to  its  length.  This  malnu- 
trition is  attributed  to  the  abnormality  of  the  implantation  site 
and  to  disturbances  of  pregnancy  from  hemorrhage.  The  in- 
fluences of  the  insertion  <>f  the  curd,  of  the  arrangement  of  blood 
is  of  the  placenta,  and  of  its  morphology  are  fully  consid- 
ered. In  18  per  cent  labor  occurred  before  the  eighth  month; 
in  42.4  per  cent,  in  the  eighth  or  ninth  month;  in  39.4  per  cent. 
at  term.  An  excess  of  liquor  amnii  was  not  found.  Transverse 
presentation  was  observed  in  19.34  per  cent  of  212  cases;  breech, 
in  14.6  per  cent.  Of  63  cases  tamponed,  34.9  per  cent  had  fever 
and  7.93  per  cent  died  from  sepsis.  The  use  of  a  colpeurynter 
is  ail  vised  only  when  the  fetus  is  viable  and  a  living  child  is  de- 
Before  the  thirty-second  week  it  should  therefore  not  be 
employed.  The  mother  suffers  the  double  danger  from  hemor- 
rhage incident  to  its  insertion  and  after  its  expulsion  until  ver- 
sion  is  performed.  Strassmann  has  had  no  accidents  during 
manual  dilatation.  Combined  version  is  the  treatment  most 
"ft-ii  employed  and  must  highly  recommended.  Of  235  children 
61.25  per  cent  were  still-born.  The  maternal  mortality  was  9.52 
per  cent.  The  prophylaxis  of  a  febrile  puerperinm  consists 
chiefly  in  avoiding  tamponade.  Douches  are  indicated  only  when 
old  blood  dots  with  odor  are  present  or  questionably  sterile  tam- 
ponade  lias  been  performed.  For  the  prevention  of  placenta 
previa  he  advises  cure  of  endometritis,  cervical  lacerations,  etc. 
and  avoidance  of  too  rapidly  succeeding  pregnancy  by  postpon- 
ing coitus  until  menstruation  has  returned  after  delivery. 

(IVXECOLOOY    AND    ABDOMINAL    SURGERY. 
Total  Abdominal  Extirpation  of  the  Carcinomatous  Uterus. 
— According  to  Kronig  (Monats.  fur  <><  b.  n.  Oyn.}  Bd.  xv..  H.  6 
18 
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the  chief  dangers  connected  with  Wertheim's  operation  arc 
necrosis  of  the  ureter,  post-operative  cystitis,  and  phlegmon  of  the 
connective  tissue.  To  avoid  these  Kronig  fears  to  separate  the 
ureters  from  the  overlying  peritoneum  and  leaves  them  attached 
to  a  broad  strip  of  the  latter.  He  operates  as  follows :  Median 
abdominal  incision;  uterus  drawn  forward  by  forceps;  ligation 
of  ovarian  artery  at  outer  end  of  broad  ligament,  also  of  ovarian 
and  tubal  branches  of  uterine  artery  en  masse  near  the  uterus. 
The  round  ligament  and  ovarian  artery  are  divided  just  internal 
to  where  the  latter  is  ligated,  and  the  broad  ligament  split  into 
two  layers.  An  incision  is  carried  through  the  anterior  layer 
forward  and  across  the  anterior  uterine  wall  to  meet  a  corre- 
sponding incision  on  the  other  side,  and  the  peritoneal  flap  dis- 
sected up,  and  bladder  separated  from  vagina.  The  posterior 
layer  of  the  broad  ligament  is  then  incised  parallel  with  the 
ureter,  which  remains  attached  to  the  parietal  peritoneum  when 
this  is  dissected  free.  The  operation  is  continued  according  to 
Wertheim's  technique.  After  removal  of  the  uterus  the  anterior 
vaginal  wall  is  sutured  to  the  base  of  the  anterior  peritoneal  flap, 
an<l  the  free  margin  of  the  posterior  peritoneal  flap  to  the 
posterior  vaginal  wall.  Placing  a  drainage  tube  running  from 
the  outer  end  of  each  broad  ligament  into  the  vagina,  the  liga- 
ment is  closed  over  the  tube  on  each  side.  The  anterior  flap,  pre- 
viously sutured  only  at  its  base,  is  finally  drawn  over  the  vaginal 
opening  and  its  free  border  sewed  to  the  peritoneum  of  Douglas' 
cul-de-sac.  The  drainage  tubes  provide  for  possible  ureteral  com- 
plications.    They  are  removed  between  the  sixth  and  tenth  days. 

Simultaneous  Primary  Carcinoma  of  Uterus  and  Stomach. — 
Kronig  (Monats.  fur  Geb.  u.  Gyn.,  Bd.  xv.,  IT.  6)  reports  what 
he  considers  a  case  of  simultaneous  primary  carcinoma  of  stomach 
and  uterus.  The  patient  was  52  years  old.  By  total  abdominal 
hysterectomy  he  removed  a  beginning  carcinoma  of  the  cervix. 
None  of  the  regional  lymph  nodes  were  enlarged.  Gastric 
symptoms  soon  appeared,  and  a  tumor  the  size  of  a  fist  was  felt 
five  weeks  after  the  first  operation.  Partial  gastrectomy  and 
gastrojejunostomy  were  performed  and  recovery  followed.  The 
regional  lymph  nodes  showed  metastases.  Kronig  holds  that  the 
stomach  growth  was  too  Ear  advanced  to  have  been  secondary  to 
the  beginning  tumor  of  the  cervix.  The  ulcer  measured  eighl 
centimetres  in   diameter. 

Sarcoma  of  the  Ovary. — In  295  ovariotomies  performed  at  the 
Wiirzburger  Prauenklinik,  20  cases  of  sarcoma  of  the  ovary  were 
found  a  far  Larger  proportion  than  has  usually  been  recorded. 
Alfons  Stauder  < /<  it.  fur  a<  b.  it.  Gyn.,  Bd.  xlvii.,  II.  3    gives  the 

Case  reports  ;ind  discusses  the  statistics.  POUT  of  the  twenty  wo- 
men were  under  20  years  of  age.  In  considering  the  treatment. 
be  advises  bilateral  castration  for  apparently  unilateral  sarcoma 
of  the  ovary  only  in  women  over  40  years  of  age. 

Metastatic  Carcinoma  of  the  Ovaries. — P.  Schlangenhaufer 
(  Monats.  fur  Geb.  u.  Can..  Bd.  xv..  Brganzttngsheft)  describes 
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eighl  cases  of  bilateral  ovarian  carcinoma,  metastatic  deposits 
ii-iuii  primary  malignanl  disease  of  the  Btomach.  He  thinks  thai 
;i  large  proportion  of  these  bilateral  carcinomata  are  metastatic. 
When  the  aterus,  vagina,  and  mai se  can  be  excluded  the  pri- 
mary growth  is  io  be  looked  for  in  the  Btomach,  intestine,  or  '_mII 
bladder.  The  practical  deduction  drawn  is  thai  in  all  cases  of 
bilateral  solid  ovarian  tumors  a  careful  physical  examination 
should  be  made,  particularly  of  the  stomach. 

Uterine  Fibroids. — D.  A.  Abuladse  (Monats.  fiir  Geb.  u.  Gyn  . 
Bd.  xv.,  Erganzungshefl  i  defends  the  conservative  treatmenl  of 
interstitial  and  submucous  fibroids.  He  strongly  favors  con- 
servative myomectomy,  which  he  says  broadens  the  indications 
for  the  removal  of  uterine  fibroids. 

Acute  Torsion  of  Uterine  Myoma. — C.  II.  Strata  (Zeit.  fiir 
Geb.  a.  Gyn.,  Bd.  xlvii.,  II.  ;!  i  describes  a  case  of  acute  torsion  of 
the  broad  pedicle  of  a  uterine  myoma  attached  a1  aboul  the  level 
of  the  internal  os.  The  patient  was  a  nullipara  of  57.  The 
symptoms  of  torsion  ram,,  on  nine  days  before  operation,  and 
three  days  before  the  latter  there  were  signs  of  peritonitis.  The 
abdominal  section  showed  that  the  circulatory  disturbance  had 
resulted  in  hematosalpinx  on  both  sides  and  hemorrhages  into 
the  aterus  and  one  ovary. 

Vagino-  and  Ventrofixation  of  the  Uterus. — A  critical  study 
of  the  methods  employed  and  the  results  obtained  in  eighl  years 
at  the  Maria  Theresien  Frauen  Hospital  in  Vienna  in  cases  of 
retrodisplacemenl  of  the  uterus  is  found  in  a  paper  by  Eduard 
Dirmoser  (Monats.  fiir  Geb.  u.  Gyn.,  Bd.  xv..  II.  6).  He  dis- 
I'lhvs  the  history  and  technique  of  the  Alexander  operation  ;i^ 
well  as  of  vagino-  and  ventrofixation.  The  statistics  are  those 
id'  69  vaginofixations  and  To'  ventrofixations. 

Etiology  of  Hematocele. — Extravasated  blood  in  the  peritoneal 
cavity  is  usually  rapidly  absorbed.  As  in  ;i  case  autopsied  by 
Otto  Busse  ■  Monats.  fur  Geo.  ".  Gyn.,  Bd.  xvi.,  H.  1),  however,  ;i 

hematocele  asionally  forms.     This  occurrence  he  explains  as 

due  to  the  presence  of  fragments  of  clotted  blood  and  admix- 
ture of  foreign  material,  and  partially  to  diminution  of  the  ab- 

sorbing  power  of  the  pelvic  peritoneum  by  chronic  inflai atory 

processes,  which  frequently  are  associated  with  tubal  pregnancy. 

Benign  Epithelial  Proliferation  in  Uterine  Mucosa. — Anton 
Hengge  (Monats.  fur  Geb.  ".  Gyn.,  Bd.  xv.,  II.  5),  in  examining 
curettings  from  two  patients  44  and  4!»  years  of  age  respectively, 
found  proliferation  of  the  lining  epithelium  of  the  corpus  uteri 
without  apparenl  cause.  As  there  were  no  si^ns  of  pregnancy 
oi-  of  malignancy,  he  is  inclined  to  lean  toward  the  diagnosis  of 
tuberculosis  of  the  uterine  mucosa. 

Suppuration  in  the  Round  Ligament. — An  unusual  condition 

u.-is  met  with  by  B.  Lichtenstern  and  E.  Herrmann  (Monats.  fiir 

Geb.  a.  Gyn.,  Bd.  xv..  Erganzungshefl   .     A  suppurating  area 

found   in  one  round   ligament.     There  was  no  history  of 

gonorrhea  or  of  puerperal  infection.     It  was  probably  the  result 
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of  infection  of  a  thrombus  or  of  a  hematoma.  The  other  genitals 
were  normal.  The  origin  of  the  infections  agent  was  not  de- 
termined. 

Diagnosis  and  Treatment  of  Exudates. — Diitzmann  (Monats. 
fur  Geh.  u.  Gyn.,  Bd.  xvi.,  H.  1)  claims  good  results  from  the 
hot-air  treatment  of  pelvic  exudates,  both  acute  and  chronic. 
In  the  acute  the  exudate  becomes  earlier  ready  for  incision;  in 
the  chronic  the  exudate  disappears.  He  also  gives  his  observa- 
tions upon  the  determination  of  purulency  of  an  exudate  by  the 
white  blood  cell  count.  In  cases  of  streptococcus  infection  he 
expects  twenty  to  thirty  thousand  white  cells  in  the  blood ;  in 
infection  by  the  gonococcus  or  bacillus  coli,  only  eleven  to  thir- 
teen thousand.  A  leucocytosis  was  always  found  when  pus  was 
discovered. 

Carcino-sarco-endothelioma  of  the  Fallopian  Tube. — After 
removal  of  tumors  of  both  tubes  from  a  woman  51  years  old. 
Otto  v.  Franque  (Zeit.  fur  Get.  u.  Gyn.,  Bd.  xlvii.,  H.  2) 
submitted  the  specimens  to  examination.  Both  showed  epithelio- 
matous  degeneration  of  the  mucosa  and  sarcoma  of  the  muscular 
Layer,  while  an  endothelioma  springing  from  the  blood  vessels  in 
the  left  tubal  wall  was  also  found. 

Gonococci  in  Deep  Layers  of  Fallopian  Tube. — Emil  Kraus 
(Monats.  fur  Geh.  u.  Gyn.,  Bd.  xvi.,  H.  2)  has  been  able  to 
confirm  the  statement  of  Wertheim  that  gonococci  are  not  neces- 
sarily confined  to  the  superficial  layers  of  the  tubal  mucosa. 
In  his  specimen  they  were  found  in  the  epithelium  and  stroma 
of  the  mucosa,  in  the  muscular  layers,  in  the  periphery  of  the 
tube,  and  in  the  subperitoneal  tissue. 

Typhoid  Bacilli  in  Pyosalpinx. — Joseph  Koch  (Monats.  fur 
(Id),  a.  Gyn.,  Bd.  xvi.,  H.  2)  records  the  following  case:  At  the 
age  of  16  the  patient  had  typhoid  fever.  At  28  she  was  operated 
upon  two  months  after  the  onset  of  what  appeared  to  be  bilateral 
gonorrheal  disease  of  the  appendages.  The  tumors  proved  to  be 
an  ovarian  cyst  on  one  side,  and  on  the  other  a  pyosalpinx.  The 
latter  contained  typhoid  bacilli. 

Ureteral  Fistulae  and  Wounds. — On  the  basis  of  seven  new 
cases  of  ureteral  fistula  from  the  Bonn  ( Hinic,  W.  Stoeckel  (Arch. 
fur  Gyn.,  Bd.  l.wii..  I!.  1)  supplements  a  former  paper  with  a 
discussion  of  the  more  recent  views.  The  chief  cause  appears 
in  be  hysterectomy   Eor  carcinoma  of  the  cervix.     Stoeckel  has 

observed  spontai a  healing  of  a  ureteral  fistula,  but  rarely. 

In  all  cases  of  uretero-vaginaJ  or  uretero-uterine  fistula  lie  ad- 
vises the  use  twice  a  day  of  douches  containing  Lysol,  lysoform, 
oxycyanide  of  mercury,  bichloride,  etc.,  to  keep  the  vagina  as 
uearly  sterile  as  possible.  The  mine  should  be  carefully  watched 
and  a  beginning  cystitis  combated  at  once.  If  all  ligatures  and 
sutures  around  the  fistula  have  gone  and  yel  it  does  not  heal  in 
six  to  eighl  weeks,  he  would  then  do  an  implantation  without 
delaying  until   infection   might   occur.     The  remainder  of  the 
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i >;i i ><■  i-  is  devoted  to  operative  methods,  chiefly  vesica]  implan- 
tation. 

Prolonged  Evisceration. — Guermonprez  and  Le  Gueul  (Jour, 
des  Set.  mSd.  <l<  Lille,  Sept.  20  describe  a  case  which  slums  the 
power  which  thf  peritoneum  ;it  times  exhibits  when  exposed  to 
infectious  agents  and  traumatism.  The  woman  bad  been  oper- 
ated upon  for  a  suppurating  dermoid  cysl  of  the  ovary.  The 
sac  was  marsupialized  at  the  lower  extremity  of  the  abdominal 
incision.  Nineteen  months  Later  she  was  treated  for  a  reducihle 
ventral  hernia  by  an  abdominal  bandage.  A  year  and  ;i  half 
after  this  she  was  lying  quietly,  when,  after  coughing,  she  felt 
something  warm  upon  the  abdomen  and  discovered  thai  the  in- 
testines had  broken  through  the  skin  of  the  wound.  After  wash- 
ing the  intestines  and  covering  with  sterile  compresses,  manual 
reduction  was  attempted  and  failed.  The  symptoms  of  perito- 
nitis subsided,  leaving  the  mass  of  intestines  firmly  agglutinated. 
The  dense  adhesions  could  not  be  broken  down,  so  the  entire  mass 
was  replaced  in  the  abdominal  cavity,  after  making  a  fresh  in- 
cision in  the  median  line  and  sterilizing  the  hernia  as  carefully 
as  possible.  This  was  not  done  until  eighteen  days  after  the 
eventration  occurred.  Recovery  was  interrupted  by  peritonitis 
and  broncho-pneumonia,  but  was  eventually  complete. 

Laryngeal  Herpes. — Bettmann  (Berl.  klvn.  W'och.,  Sept.  S) 
has  observed  an  interesting  case  of  laryngeal  herpes  in  a  woman 
Whom  he  had  been  treating  for  secondary  syphilis.  The  bul- 
lous eruption  in  the  larynx  was  accompanied  by  herpes  of  the 
Qose  and  neck.  The  laryngeal  eruption  did  not  recur,  but 
herpetic  eruptions,  especially  of  the  month,  nose,  and  vulva,  were 
frequently  observed  subsequently.  All  these  eruptions  appeared 
from  five  to  seven  days  before  menstruation.  For  this  reason 
Bettmann  classes  it  as  herpes  menstrualis. 

DISEASES  OF  CHILDREN. 
Bronchitis  and  Broncho-Pneumonia  in  Children. — E.  W. 
Mitchell  (Arch,  of  Fed.,  Nov.,  1902)  says  that  one  of  the  most 
i  nmblesome  class  of  patients  to  both  general  practitioner  and 
pediatrist  are  those  children  who  are  continually  "taking  cold." 
The  enormous  mortality  of  such  children  from  bronchitis  and 
pneumonia  when  they  are  subjected  to  bad  hygienic  conditi" 
well  known.  In  the  general  management  of  the  children  who 
take  cold,  the  chief  work  is  the  education  of  the  mothers  in  the 
feeding,  clothing,  bathing,  exercising,  etc.  In  the  judicious  man- 
agement of  all  these  items  lies  success.  In  private  practice  there 
ati-  three  mistakes  which  have  to  be  frequently  corrected  :  apart- 
ments are  kept  too  warm,  sleeping  rooms  are  not  sufficiently 
ventilated,  and  too  much  clothing  is  worn.  The  physician  is 
often  at  fault  in  not  giving  the  mothers  sufficiently  minute  and 
exact  instruction  on  such  points  as  these.  The  mother,  told  that 
the  child  must  lie  hardened,  often  goes  to  the  extreme  and  exposes 
the  child  unduly,  with  disastrous  results.     A  simple  diet,  pure  air 
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for  both  day  and  night,  systematic  development  of  the  muscular 
system  are  the  cardinal  principles  in  building  up  constitutional 
vigor.  Delicate  children,  and  particularly  nervous  children, 
need  supervision  as  to  their  rest.  The  midday  rest  should  be 
made  a  compulsory  part  of  the  day's  programme.  They  should 
be  put  to  bed  early  and  allowed  to  sleep  late  in  the  mornings. 
Next  in  importance  for  the  upbuilding  process  is  the  bath.  In 
the  early  weeks  of  infancy  the  regular  bath  may  be  followed  by 
an  alcohol  rub.  Later  the  bath  may  be  finished  by  a  dash  of  cold 
water,  followed  by  brisk  rubbing.  As  they  grow  older  the  cold 
sponge  bath  should  be  a  regular  part  of  the  children's  morning 
toilet.  For  older  children  who  have  the  vigor  to  react  thorough- 
ly, the  plunge  or  shower  bath  may  be  allowed  and  is  often  thor- 
oughly enjoyed.  Of  medicinal  measures  the  writer  has  little 
to  say.  If  the  various  hygienic,  sanitary,  and  hydriatic  meas- 
ures can  be  intelligently  employed,  but  little  medicine  is  needed. 
(  od-liver  oil,  iron,  iodide  of  potash,  and  sometimes  arsenic,  are  to 
he  used  in  individual  cases  according  to  specific  indications. 
Where  there  is  enlargement  of  the  lymph  nodes  a  course  of  syrup 
of  hydrioclic  acid  or  of  syrup  of  iodide  of  iron  is  often  beneficial. 
All  drugging  which  interferes  with  appetite  or  digestion  is  to  be 
avoided.  The  "open-air  treatment"  of  tuberculosis  is  teaching 
both  profession  and  laity  to  how  much  greater  extent  the  open- 
air  life  is  possible  even  in  unfavorable  climates  than  has  hitherto 
been  believed.  If  good  for  cure,  how  much  better  for  preven- 
tion! As  far  as  possible  the  class  of  children  of  whom  we  speak 
should  have  an  open-air  life  with  games,  gymnastics,  and  physi- 
cal culture  regulated  to  their  strength.  One  most  useful  meas- 
ure for  furthering  the  hardening  process  is  going  barefoot  in 
summer.  In  the  treatment  of  severe  bronchitis  and  pneumonia 
the  author  uses  the  cotton  jacket  with  the  oiled  silk  covering. 
Alcoholic  stimulants  may  be  needed,  but  if  the  odor  appear  in 
the  breath  it  means  that  alcohol  is  in  excess.  The  hot  bath  is  the 
most  valuable  measure  in  the  treatment,  reducing  the  tempera- 
ture, quieting  the  nervous  system,  bringing  the  hlood  to  the  sur- 
Cace,  and  thus  diminishing  pressure  on  the  overburdened  right 
heart,  and  Lessening  the  pulmonary  congestion  better  than  any 
counterirritant. 

Cardiac  Dilatation  at  Puberty. —  Allied  Friedlander  (Inter 
.Jul,  Medical  Journal.  Nov..  1902)  says  that  during  the  earlier 
Mais  of  life  the  increase  of  the  weight  of  the  heart,  though 
steady,  is  no1  very  rapid.  At  the  time  of  puberty,  however,  the 
rapidity  of  growth  becomes  much  greater.  Thus  if  we  compare 
the  volume  of  the  liearl  with  the  width  of  the  ascending  aorta,  we 
liud  thai  before  puberty  the  ratio  is  approximately  1  L0:50;  after 
puberty,  290:61.  In  other  words,  the  blood  pressure  is  much 
higher  after  puberty  than  before.  Broadly  stated,  the  tissues 
grow  more  vigorously,  respond  more  readily  to  stimulation  in 
childhood  and  early  adolescence  than  in  later  life.  But,  per 
contra,  the  tissues  of  the  young  individual  are  more  yielding, 
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more  ;ipt  to  give  way  under  Btrain,  thai]  is  the  case  in  maturity. 
Therefore  if  additional  demands  are  made  upon  the  hearl  of  the 
growing  child,  hypertrophy— a  physiological  hypertrophy — will 
the  more  easily  ensue.  But,  for  the  same  reasons,  if  the  strain 
and  the  demands  upon  the  muscular  power  of  the  hearl  be  too 
great,  dilatation  will  the  more  easily  occur.  Under  perfectly 
normal  conditions,  however,  the  hearl  is  able  to  perform  its  ad- 
ditional   work    adequately.     Unfortunately   the   c litions   are 

often  not  normal.  The  bad  effects  of  hereditary  taint,  of  con- 
stitutional diatheses,  the  evil  results  of  antecedenl  diseases  of 
childhood  or  of  chronic  disturbances  of  nutrition,  unfil  the  child 
for  the  period  of  developmental  stress.  These  arc  the  predispos- 
ing causes  of  the  cardiac  dilatation.  Its  exciting  cause  is  usually 
to  be  found  in  direct  muscular  strain.  It  is  just  about  the  time 
of  puberty  that  children  begin  to  indulge  in  the  more  severe 
forms  of  muscular  exercise,  which  they  often  push  to  extremes 
in  spite  of  the  warnings  of  fatigue.  Difficulty  in  breathing, 
palpitation,  pallor,  even  cyanosis  appear.  Treatment  should  con- 
sist in  the  first  place  of  putting  the  child  absolutely  at  rest  in 
I  ed,  on  its  back,  for  several  weeks.  In  no  other  way  can  the 
work  of  the  heart  be  so  quickly  minimized,  in  no  other  way  can 
the  heart  so  quickly  regain  its  tone.  During  ibis  period  the  diel 
should  be  lighl  and  nutritious,  but  should  contain  the  minimal 
quantity  of  Quid,  so  that  the  volume  of  blood  to  be  pumped  can 
be  reduced  as  much  as  possible.  Liquid  food — milk,  soups,  and 
broths — should  be  given  in  as  small  quantity  as  possible,  not  ex- 
ceeding one  and  a  half  pints  in  the  twenty-four  hours.  In  the 
beginning,  especially  if  there  be  great  irregularity  of  the  hearl  's 
action,  digitalis  is  often  of  value,  and  strychnia  is  frequently  of 
service  at  all  stages.  But  it  is  more  important  to  lessen  the  work 
of  the  heart  than  to  stimulate  the  heart  to  doing  an  increased 
amount  of  work.  And  this  is  best  accomplished  by  res).  The 
bowds  should  be  regulated  and  anemia  combated  by  ferruginous 
tonics.  Even  after  the  child  is  np  and  aboul  again  all  severer 
forms  of  exercise  must  be  forbidden  for  months. 

The  Child's  Stomach  in  Digestive  Diseases,  The  Function 
of. — V"ii  ETecker  (Jahrb.  f.  Kinderhk.,  vol.  hi..  No.  5)  finds  that 
resorption  by  the  stomach  occurs  more  quickly  before  the  age  of 
A  years  than  after  that  age.  The  gastric  function  of  resorption 
is  most  severely  interfered  with  in  acute  gastroenteritis,  next  in 
dyspepsia,  and  only  slightly  in  acute  enteritis  and  colitis.  In 
chronic  diseases  of  the  gastrointestinal  trad  resorption  by  the 
stomach  is  interfered  with  according  to  the  severity  of  the 
<iise;ise.  In  acute  attacks  the  function  is  usually  quickly  restored 
as  soon  ;is  the  acute  symptoms  cease.  The  chemistry  of  gastric 
•ion  is  interfered  with  in  every  disease  of  the  gastrointes- 
tinal tract;  least  so  in  acute  dyspepsia  and  acute,  short  attacks 
of  enteritis,  and  most  in  acute  gastroenteritis  ami  chronic  in- 
testinal diseases.  In  acute  colitis  the  chemical  change  in  the 
gastric  function  is  marked,  while  its  resorptive  power  is  satis- 


280  BRIEF   OF    CURRENT   LITERATURE. 

i'actory.  The  severity  of  deranged  gastric  digestion  is  demon- 
strated by  the  absence  of  free  hydrochloric  acid,  the  presence  of 
organic  acids,  and  a  weakly  acid  or  even  neutral  reaction  of  the 
stomach  contents. 

Congenital  Stenosis  of  the  Small  Intestine  and  its  Operative 
Treatment. — Braun  (Beitr.  z.  klin.  Chirurgie,  Bd.  xxxiv.)  ob- 
served a  case  in  a  baby  six  days  old,  in  whom  the  atresia  was 
situated  ten  centimetres  above  the  ileo-cecal  valve.  Enterostomy 
was  performed,  but  the  child  died.  The  blind  ends  of  the  in- 
testine were  united  by  a  solid  band  two  centimetres  in  length, 
and  in  the  lumen  of  the  lower  (blind)  portion  of  intestine  a 
necrotic  piece  of  gut,  about  one  centimetre  long,  was  found.  In 
this  ease,  therefore,  the  stenosis  was  undoubtedly  caused  by  an 
invagination.  The  pathology  and  therapy  of  congenital  intes- 
tinal stenosis  are  discussed  and  the  literature  reviewed.  Thus 
far  no  case  has  been  saved  by  any  known  therapeutic  method,  of 
which  enterostomy  is  the  most  rational. 

Contrasts  Between  Certain  Common  Diseases  in  Children 
and  Adults. — J.  AValter  Carr  (Edinburgh  Med.  Jour.,  Oct.. 
1902)  calls  attention  to  special  features  more  or  less  peculiar  to 
early  life,  such  as  the  readiness  with  which  the  temperature  rises 
to  often  an  alarming  height ;  the  disproportionate  acceleration  of 
pulse  and  respiration  rates  by  any  pyrexia;  the  instability  and 
reflex  irritability  of  the  nervous  system ;  the  tendency  of  disease 
to  generalization.  The  author  does  not  think  it  necessary  to  go 
into  the  subject  of  diseases  almost  peculiar  to  childhood,  but 
wishes  to  consider  diseases  which  are  common  to  both  children 
and  adults,  but  which  display  some  differences  in  early  life. 

1.  Acute  Rheumatism. — In  a  large  number  of  cases  joint 
trouble  is  neither  so  severe  nor  so  extensive  as  in  adults,  being 
often  so  slight  as  to  be  overlooked.  The  tongue  and  the  urine 
are  in  no  way  characteristic,  there  is  no  sweating,  and  no  more 
pyrexia  than  constantly  occurs  in  children  from  most  trivia1 
causes.  Rheumatism  is  exceedingly  common  in  early  life,  and 
very  serious,  but  should  be  considered  at  that  time  as  a  disease 
which  attacks  any  or  every  part  of  the  heart  with  possible  joint 
complications.  After  10  years  of  age  rheumatic  attacks  begin 
to  assume  more  of  the  adult  type,  though  the  joint  affection  and 
the  sweating  are  still  less  marked,  and  the  tendency  to  heart 
Lesions  <_rreater  than  in  later  life.  Other  manifestations  of  rheu- 
matism are  common  in  children,  though  unknown,  or  at  least 
much  rarer,  in  adults,  a  fact  which  fits  in  well  with  the  modern 
view  that  it  is  ;i  toxemia  due  to  a  special  micro-organism,  and 
not  merely  an  affection  of  the  serous  and  synovial  membranes. 
These  arc  pleurisy,  tonsillitis,  rashes,  subcutaneous  nodules,  and 
chorea.  Another  phase  is  n  subacute  condition  in  which  the 
patienl  seems  to  be  saturated  with  the  rheumatic  poison,  so  that, 
it  may  1"-  Cor  weeks  ;it  ;i  time,  one  manifestation  has  no  sooner 
•  \  off  than  another  supervenes.  A  marked  and  peculiarly 
intractable  anemia   usually  develops  and   headache  is  often   a 
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troublesome  symptom.  Salicylate  of  soda,  Balicin,  etc.,  are  far 
fncacious  in  children  than  they  are  in  adults.  There  is.  in 
Eact,  do  drug  which  seems  to  do  mm-h  good  in  tin-si'  <-;is< 
rheumatic  toxemia.  All  thai  we  can  do  is  to  give  salicylate  of 
Boda  or  salicin,  and  perhaps  alkalies,  and  i<>  adopl  tin-  ordinary 
lines  of  treatment  for  any  bearl  Lesion  which  may  be  present- 
prolonged  recumbency,  Iodide  of  soda,  and  strychnine  or  mix 
vomica  being  probably  especially  useful. 

2.  Tuberculous  Diseasi  of  tht  Lungs. — The  starting  point  in 
children  is  often  different,  frequently  being  the  root  of  the  lung. 
The  dissemination  of  the  disease  through  the  Lungs  is  much  more 
rapid  and  irregular  than  it  usually  is  in  later  Life.  Cavities 
not  common,  or  at  least  are  not  very  large.  The  physical  signs 
are  more  or  less  different.  They  may  be  very  sligh.1  even  when 
the  lung  disease  is  most  extensive.  The  symptoms  differ  in 
many  respects;  night  sweats  are  uncommon,  hemoptysis  and 
Luberculous  laryngitis  are  rare.  The  sputum  is  swallowed,  caus- 
ing gastrointestinal  disturbances  and  intestinal  ulcers.  The 
bowels  should  be  kept  freely  open,  and  perhaps  the  administra- 
tion from  time  to  time  of  small  doses  of  an  antiseptic  purgative, 
like  calomel,  might  tend  to  diminish  the  danger  of  intestinal  in- 
fection. 

3.  Heart  Disease. — Diseases  of  the  myocardium  are  almost  con- 
fined to  adult  life.  Serious  changes  in  the  cardiac  muscle,  due  to 
rheumatism,  are.  however,  associated,  as  a  rule,  with  endo-  or 
pericarditis.  Aortic  disease  is  relatively  uncommon  in  children, 
bu1  mitral  disease  is  exceedingly  frequent.  In  adults  we  asso- 
ciate it,  at  any  rate  in  its  later  stages,  with  bronchitis  and  edema 
of  the  lungs,  cyanosis,  dropsy,  albuminuria,  great  irregularity  of 
the  pulse,  and  a  tendency  to  hemoptysis.  In  childhood,  heart 
disease  is  a  wasting  disease;  compensation  may  be  sufficient  to 
enable  the  actual  requirements  of  the  different  tissues  and  organs 
to  be  met,  but  is  rarely  adequate  to  provide  for  growth  also ;  con- 
sequently wasting  and  anemia  result,  and  at  puberty,  when 
growth  is  most  rapid,  the  strain  often  proves  too  great,  and 
death  follows.  Irregularity  of  the  pulse  is  rarely  produced  by 
mitral  disease  in  children  up  to  the  age  of  12.  The  physical 
signs  of  valvular  disease  are  much  the  same  as  in  adults,  except 
that  precordial  bulging  is  more  frequently  seen. 

4.  Disorders  of  Digestion. — The  important  part  played  by 
digestive  disturbances  in  the  diseases  of  infancy  is  recognized 
by  all.  but  the  frequency  of  chronic  dyspepsia  in  later  childhood 
is  ofti-n  overlooked.  The  children  waste  considerably,  often 
have  evening  rise  of  temperature,  and  perhaps  a  hacking  cough. 
Tuberculosis  is  frequently  suspected  in  such  cases,  and  tin-  child 
"fed  up"  and  dosed  and  its  malady  much  aggravated.  What 
is  really  required  is  careful  regulation  of  the  diet,  fresh  air.  a 
mixture  containing  bicarbonate  of  soda  and  tincture  of  mix 
vomica,  with  perhaps  some  tincture  of  rhubarb,  and  a  dose  of 
gray  powder  and  rhubarb  every  second  or  third  night  to  regulate 
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the  bowels.  Many  other  diseases  could  be  mentioned  which  dif- 
fer in  childhood  and  in  adults,  such  as  typhoid  fever,  which  is 
less  serious  in  the  former;  acute  Laryngitis,  which  is  much  more 
severe;  and  many  skin  diseases,  which  tend  to  become  more  dif- 
fuse and  more  readily  purulent. 

Cretinism  Treated  with  Thyroid  Gland. — Ezra  0.  Price  (In- 
diana Med.  Jour.,  Oct.,  1902)  reports  the  case  of  a  little  girl  of 
o  years  who  showed  every  sign  of  cretinism.  The  patient 
was  put  on  thyroid-gland  treatment,  one  five-grain  tablet  of  the 
desiccated  gland  being  given  three  times  a  day.  There  were  no 
unpleasant  symptoms  and  after  a  month  it  was  increased  to  four 
tablets  given  during  the  day,  which  dose  has  been  continued 
regularly  since.  Occasionally  five  tablets  have  been  given  dur- 
ing the  day  for  a  short  time.  The  constipation  present  was  re- 
lieved within  a  week  after  treatment  was  begun.  The  teeth, 
which  had  not  yet  appeared,  began  to  appear  in  about  a  month, 
and  the  child  showed  many  signs  of  improvement.  After  about 
a  year's  treatment  the  child  is  apparently  normal.  Photographs 
illustrate  this  article  and  show  the  remarkable  change  in  the 
child,  both  in  its  physical  development  and  in  the  expression  of 
the  face.  In  the  first  picture  there  are  absolutely  no  signs  of 
intelligence ;  in  the  last  the  child  looks  as  bright  and  intelligent 
as  do  other  children  of  the  same  age. 

Cyclic  Vomiting  in  Children. — F.  Valagussa  (II  Policlinico, 
Nov..  1902)  concludes  from  his  researches :  That  recurrent  vomit- 
ing occurs  in  children  with  inherited  uric  acid  diathesis.  The 
disease  forms  a  part  of  the  pathology  of  metabolism,  and  should 
be  separated  entirely  from  diseases  of  the  gastrointestinal  tract. 
The  vomiting  occurs  at  varying  intervals,  and  is  greatly  in- 
fluenced both  as  to  duration  and  severity  by  treatment.  It  is 
not  a  morbid  entity,  but  a  complex  syndrome  of  which  vomiting 
is  the  chief  symptom.  The  pathogenesis  of  the  recurrent  at- 
tacks is  in  relation  with  an  acid  intoxication  of  the  organism  by 
as  yet  unknown  poisons  on  uric  acid  patients.  Recurrent  vomit- 
ing may  be  considered  as  the  equivalent  of  gouty  attacks  in  chil- 
dren suffering  from  hereditary  arthritis. 

Echinococcus  Pleurae  in  Childhood,  Contribution  to  the 
Knowledge  of. — Leo  Lorand  (Monatsschrift  f.  Kinderheilk., 
vol.  L,  No.  1)  details  a  case  occurring  in  a  boy  11  years  old,  of 

■_ I   family  history,  whose  illness  began  with  emaciation  and 

pain  in  the  righl  side  of  the  thorax.  In  the  clear,  serous  fluid 
withdrawn  by  aspiration  echinococcus  hooplets  were  demon- 
strated with  the  microscope.  Baccelli's  method  of  treatment 
was  used,  20  centimetres  of  a  one  per  cenl  solution  of  corrosive 
sublimate  being  injected  after  40  centimetres  of  the  fluid  had 
been  withdrawn.  Six  weeks  later  suppuration  of  the  sac  was 
demonstrated  by  the  symptoms  and  by  the  character  of  the 
aspirated  fluid.  A  radical  operation  was  performed  and  a  large, 
multilobular  echinococcus  cysl  removed.  The  lung  was  found 
to  !"•  completely  compressed  againsl  the  vertebra]  column.    The 
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wound  was  drained  for  six  weeks  and  then  healed  completely. 
In  three  months  the  boy  was  well.    The  Bonrce  of  infection  was 

traced  to  two  fox  terriers  with  which  tl bild  played.    The 

mother  cysl  was  situated  between  the  Layers  of  the  pleura  and 
bad  no  communication  with  the  liver.  A  daughter  cysl  had 
ruptured  into  a  bronchus.  The  author  considers  the  Baccelli 
method  indicated  as  the  primary  treatment  in  intrathoracic 
echinococcus  cysts;  bu1  should  suppuration  of  tin-  cyst  or 
pyopneumocystitis  occur,  only  a  radical  operation  can  he  ex- 
pected  t"  give  good  results. 

Empyema  in  Children. — W.  J.  S.  Bythell  (Med.  Chron.,  Nov., 
L902)  concludes  that  empyema  is  common  in  children  of  all  ages 
and  is  decidedly  more  frequent  in  hoys  than  in  girls.  The 
disease  resembles  pneumonia  in  being  more  prevalent  in  spring 
and  early  summer.     The  pleura  is  infected  in  the  great  majority 

of  cases  hy  a  pr ss  of  direct  invasion  from  a  pulmonary  lesion: 

the  Latter  is  usually  a  catarrhal  pneumonia  in  children.  In  many 
eases  which  are  apparently  "primary,"  the  source  of  infection 
is  probably  also  an  undiscovered  patch  of  broncho-pneumonia. 
The  micro-organism  which  is  by  far  the  most  frequently  presenl 
in  the  empyema  of  children  ;s  the  pneumococcus.  The  clinical 
results  of  empyema  depend  to  some  extent  upon  the  species  of 
bacteria  found  within  the  pleura,  the  pneumococcic  cases  beins: 
on  the  whole  the  mildest.  This  micro-organism  may.  however, 
give  rise  to  very  serious  complications,  either  by  the  direct  in- 
vasion of  surrounding  viscera  or  by  metastatic  infection.  The 
bacteriological  examination  of  the  pus  gives  other  indications  as 
to  the  clinical  prognosis  which  appear  to  be  of  considerable 
value:   (a     A  small  number  oi    poorly  stained  micro-organisms 

which   give  feeble  cultures  usually  denotes  a   g 1   prognosis; 

b  the  reverse  condition  is  not  so  frequently  accompanied  by 
seven-  clinical  symptoms,  especially  when  phagocytosis  is  well 
marked-,  (c)  vigorous  cultures  are  not  in  themselves  a  reliable 
sign  of  pathogenic  activity.  The  bronchial  glands  are  probably 
invaded  by  micro-organisms  from  the  pleural  cavity  in  every 
ease  .if  empyema.  The  organisms  are  sometimes  also  found  after 
death  in  the  mesenteric  glands.  With  the  exception  of  those 
i  in  which  then,  are  tuberculous  Lesions  of  the  pleura  or 
Lung,  the  best  results  may  be  expected  from  the  resection  of  a 
rib  with  free  drainage  of  the  pleural  cavity. 

The  Management  of  the  Fat  Percentage  in  Feeding  Difficult 
Cases. — Thompson  S.  Westcotl  (Arch,  of  Ped.,  Nov..  1902)  in 
concluding  his  study  of  the  Bubjecl  emphasizes  the  following 
points:  1.  In  cases  of  chronic  gastric  or  chronic  high  intestinal 
catarrh,  in  which  underfeeding  for  a  considerable  time  becomes 
jsary,  the  most  satisfactory  results  may  be  obtained  by  the 
■  :'  whey  mixtures,  in  which  the  deficiency  of  proteids  in 
ordinary  modifications  is  supplemented  by  a  high  percentage  of 
lactalbumin.     -.  In  many  of  these  cases  unusually  low  percent- 

of  fat  must  be  given,  and  for  this  purpose  dilutions  of  milk 
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without  cream  in  conjunction  with  a  fat-containing  whey  offer 
the  most  expeditious  means  of  increasing  caseinogen  and  of  keep- 
ing the  fat  percentage  within  the  bounds  of  digestive  tolerance. 

Measles,  Pathology  of. — Brueckner  (Jahrb.  f.  Kinderhk., 
vol.  lvi..  No.  5)  concludes,  as  the  result  of  his  own  experience 
and  a  study  of  the  literature  of  the  subject,  that  cases  of  spinal 
and  peripheral  paralysis  occur  rarely  in  the  course  of  an  attack 
of  measles,  but  relatively  with  greatest  frequency  after  the  ex- 
anthematous  stage  is  over.  Spinal  paralyses  giving  the  picture 
of  a  diffuse  myelitis  are  most  common.  The  majority  of  cases 
reported  have  recovered,  and  nothing  is  known  of  their  patho- 
genesis. From  analogy  with  paralyses  occurring  after  other  in- 
fectious diseases  the  conclusion  seems  justified  that  at  least  the 
spinal  and  peripheral  varieties  are  due  to  the  toxic  action  of  the 
as  yet  unknown  cause  of  measles.  Two  cases  are  detailed,  both 
ending  in  recovery. 

Morbus  Maculosus  Werlhofii  (Purpura  Hemorrhagica),  A 
Case  of,  after  Measles. — Falk  (Centralb.  f.  Kinderhk.,  vol.  vii., 
Xo.  12)  reports  the  case,  occurring  in  a  4-year-old  girl.  The 
measles  ran  a  rapid  course,  and  Avas  followed  in  two  weeks  by 
hemorrhages  from  the  nose,  mouth,  gums,  stomach,  intestines,  and 
kidneys.  Petechial  hemorrhages  appeared  on  the  face,  trunk, 
extremities,  lips,  mouth,  and  pharynx.  Ergotin  was  given  by 
the  mouth  and  subcutaneously.  Recovery  was  complete  in  three 
weeks,  but  severe  anemia  remained.  There  was  no  family  his- 
tory of  scorbutus  or  hemophilia.  The  cause  of  these  hemor- 
rhages is  probably  the  action  of  toxins  upon  the  blood-vessel 
walls. 

Neurotic  Inflammation  of  the  Esophagus  and  Stomach  in 
the  Course  of  Scarlet  Fever  and  the  So-called  Acute  Infectious 
Phlegmon  of  the  Pharynx. — E.  Fraenkel  (Virchow's  ArcJiiv, 
vol.  clxvii..  Xo.  1)  describes  the  case  of  a  4-year-old  boy, 
dead  of  scarlet  fever,  whose  entire  esophagus  and  stomach, 
excepting  only  a  small  area  under  the  cardia,  were  in  a 
state  of  necrosis  and  ulceration,  resembling  the  condition 
which  follows  ingestion  of  a  caustic.  Another  case  of  marked 
ulceration  involving  the  lower  half  of  the  esophagus  occurred 
after  scarlet  fever  in  a  girl  18  months  old,  and  an  earlier 
stage  of  the  process  was  observed  in  a  girl  of  5.  Microscopical 
examination  showed  that  the  process  was  one  of  necrosis  withonl 
suppuration,  and  streptococci  in  large  numbers  were  demon- 
strated in  the  diseased  arens.  The  process  is  to  be  regarded  as 
a  secondary  one.  due  to  the  abnormal  condition  of  the  tissues  in 
scarlet-fever  patients.  The  streptococci  undoubtedly  came  from 
the  surface  of  the  gastric  mucous  membrane. 

Neglected    Results    of    Infantile    Paralysis. — S.    W.    Kelley 

pamphlel  I   presents  the  case  of  ;i  child  of  5  years  who  had 

suffered    from   infantile   paralysis  at  the  age  of  1  year.     His 

condition  was  typical  of  the  bad   results  of  the  disease  when 

neglected,  contraction  of  the  flexor  muscles  of  the  thigh  having 
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taken  place.  These  contracted  tendons  and  also  the  tendo  A.chil- 
lis  the  author  released  by  tenotomies,  so  thai  the  child  was  able 
to  take  a  position  with  both  soles  on  the  floor,  tin-  thigh  better 
extended,  and  the  lordosis  improved.  Braces  were  supplied  to 
aid  the  muscles  to  support  weight  and  control  position.  The 
limits  being  now  in  a  proper  position  for  locomotion,  active  ex- 
ercise.  supplemented  by  hot  bathing  and  massage  Eor  several 
weeks,  began  to  develop  them  and  increase  their  strength,  bo  thai 
when  last  seen  before  bis  departure  to  bis  home  in  the  country 
the  hoy  could  walk  fairly  well.  Such  a  case  should,  if  possible, 
be  supervised  by  the  Burgeon  Eor  months,  or  better  for  years,  to 
prevenl  relapse  by  carelessness  in  adjusting  braces,  or  by  leav- 
ing them  oil'  too  soon,  and  to  insist  upon  the  long-continued  and 
faithful  employment  of  bathing,  massage,  and,  if  convenient, 
electricity.  The  best  time  to  repair  damages  and  prevent  bad  re- 
sults is  soon  after  the  illness,  but  even  neglected  cases  should  be 
given  a  chance.  Notwithstanding  that  months  or  even  years  may 
have  elapsed,  some  improvement  may  be  accomplished.  The 
author  would  not  even  be  deterred  by  the  presence  of  the  reaction 
of  degeneration  six  or  nine  months  after  the  illness. 

Persistent  Ductus  Arteriosus  Botalli,  Contribution  to  the 
Diagnosis  of. — Dresler  (Jdhrb.  /'.  Kinderhk.,  vol.  lvi.,  No.  5) 
has  observed  three  cases,  all  in  female  children,  two  aged  1 
year  and  the  other  12  years.  The  Rontgen  ray  picture  con- 
firmed the  size  of  the  heart  as  outlined  by  percussion  in  every 
ease.  In  the  two  infants  the  heart  was  not  enlarged,  and,  as 
cyanosis  is  absent,  the  diagnosis  must  be  made  entirely  upon  the 
auscultation  signs.  These  are:  a  systolic  murmur  over  the 
pulmonary  artery  with  a  palpable  thrill,  distinct  second  pul- 
monary tone,  and  transmission  of  the  murmur  into  the  carotid 
arteries,  especially  the  left.  The  murmur  in  the  present  cases 
was  also  transmitted  to  the  interscapular  region.  In  the  older 
girl  the  heart  was  enlarged  as  to  both  sides,  and  the  pulmonary 
artery  was  wider  than  normal.  The  presence  of  a  band-like 
area  of  dulness  along  the  left  sternal  border  gave  this  case  the 
typically  classic  picture  of  patent  ductus  arteriosus.  The  trans 
mission  of  the  murmur  over  the  carotids  differentiates  it  from 
that  caused  by  stenosis  of  the  pulmonary  orifice. 

Pneumonia  in  Children. — T.  P.  Barber  (Arch,  of  Pc<l..  Nov.. 
1902)  considers  that  the  mortality  of  this  disease  is  overrated 
in  the  text  books,  owing  to  the  fact  that  the  writers  derive  their 
experience  chiefly  from  hospitals,  asylums,  and  consulting  prac- 
tice, and  therefore  fail  to  see  the  disease  in  its  milder  form. 
Holt  has  a  mortality  of  65.5  per  cent  in  all  cases,  and  4!). 5  per 
cent  in  uncomplicated  cases  of  broncho-pneumonia.  Pepper 
says  the  mortality  in  children  under  5  years  of  age  is  30  to  40 
per  cent.  Morrill  gives  it  as  75  per  cent  in  children  between  2 
and  3  years.  The  author  has  records  of  165  cases  of  pneu- 
monia in  children  under  5  years  of  age,  seen  in  private  prac- 
Of  these  17   cases  were  diagnosed   lobar   and    148  cases 
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broncho-pneumonia.  Of  the  17  cases  of  lobar  pneumonia,  one 
died.  Of  the  148  cases  of  broncho-pneumonia,  12  died,  8.1  per 
cent.  There  were  131  cases  uncomplicated,  except  by  simple 
bronchitis,  with  5  deaths.  3.7  per  cent.  There  were  17  compli- 
cated cases  with  7  deaths,  41  per  cent.  Ten  of  these  had  whoop- 
ing-cough, with  5  deaths;  5  had  measles,  with  1  death;  2  had 
typhoid  fever,  with  1  death.  The  duration  of  broncho-pneu- 
monia, as  seen  in  private  practice,  is  shorter  than  the  text  books 
would  lead  one  to  believe.  In  50  cases  of  recovery  tabulated  by 
Holt,  only  17  recovered  before  the  tenth  day,  and  25  between  the 
tenth  and  twenty-first  days.  In  114  cases  seen  by  the  author,  77 
per  cent  ended  before  the  tenth  day.  Of  these  only  3  died.  The 
statistics  of  this  disease,  as  of  many  others,  should  be  written  by 
the  general  practitioner. 

The  Relation  of  Poverty  and  Disease  (British  Med.  Jour., 
Aug.  16,  1902). — In  a  discussion  held  on  this  subject  Seebohm 
Eowntree  stated  that  in  the  course  of  his  investigations  he  weighed 
and  measured  1,919  school  children.  Roughly  speaking,  one-third 
of  these  were  drawn  from  schools  in  the  poorest  part  of  the  city, 
one- third  from  a  board  school,  representing  the  middle  section 
of  the  working  classes,  and  one-third  from  a  higher  grade  school 
attended  by  the  highest  section  of  the  working  class.  It  was 
found  that  the  average  height  and  weight  of  the  boys  and  girls 
in  the  poorest  section  was  at  all  ages  less  than  the  height  of  the 
children  in  section  3  (that  is,  the  highest  class  of  labor),  while 
the  general  average  height  of  the  children  in  section  2  comes 
between  that  of  the  other  two  sections.  The  average  height  of 
the  boys  when  they  leave  school  at  13  is  less  by  31  •>  inches  in  the 
poorest  section  than  in  section  3.  while  their  weight  is  11  pounds 
Li  ss.  There  is  a  similar  though  somewhat  smaller  difference 
in  the  case  of  the  girls.  As  to  the  general  physical  condition,  it 
was  found  that  while  in  the  higher  grade  school  27  per  cent  of 
the  boys  were  classed  as  "very  good"  and  only  11  per  cent  as 
"bad,"  in  the  poorest  schools  only  2.8  per  cent  were  "very  good" 
while  no  less  than  52  per  cent  were  classed  as  "bad."  These 
"bad"  children  presented  a  pathetic  spectacle;  all  bore  some 
mark  of  the  hard  conditions  against  which  they  were  struggling. 
Puny  and  feeble  bodies,  dirty  and  often  sadly  insufficient  cloth- 
ing, sure  eyes,  iii  many  cases  acutely  inflamed  through  continued 
w;ini  of  attention,  (ilihy  heads,  cases  of  hip  disease,  swollen 
glands— all  these  and  other  signs  told  the  same  tale  of  privation 
and  neglect.  The  seriousness  of  this  Low  physical  standard 
among  the  children  of  ihe  poor  is  emphasized  when  the  Large  pro- 
portion of  children  who  are  in  poverty  is  realized.  The  life  of  a 
laborer  is  marked  by  live  alternating  periods  of  want  anil  com- 
parative plenty.  During  early  childhood,  unless  his  father  is  a 
skilled  worker,  he  probably  will  be  in  poverty ;  this  will  lasl  until 

he,  or  some  <d'  his  sislers  or  brothers,   begin   to  earn   money  and 

thus  augmenl  their  father's  wage  sufficiently  to  raise  the  family 
above  the  poverty  line.     Then  follows  a  period  of  comparative 
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plenty,  when  he  is  earning  money  and  living  under  his  parents' 
roof.  This  may  continue,  after  marriage,  until  he  has  two  or 
three  children,  when  poverty  will  again  overtake  him.  This 
period  of  poverty  will  Lasl  perhaps  for  ten  years,  thai  is,  until 
thf  lirst  child  is  14  years  old  and  begins  to  earn  wages;  bul  if 
there  are  more  than  three  children  it  may  lasl  longer.  While  the 
children  are  earning,  and  before  they  leave  home  to  marry,  the 
man  enjoys  another  period  of  prosperity,  possibly,  however,  only 
to  sink  back  again  into  poverty  when  his  children  have  married 
;iik1  Lefl  him,  ;ui(l  he  himself  is  too  old  to  work,  Eor  his  income 
lias  never  permitted  his  saving  enough  for  him  ami  his  wife  to 
live  upon  for  more  than  a  very  shorl  time. 

A  Laborer  is  thus  in  poverty  ami  therefore  underfed: 
In  childhood,  when  his  constitution  is  being  built  up. 

/-  I    In  early  middle  life,  when  he  should  be  in  his  prime. 

(c)  In  old  age. 

It  should  he  noted  that  the  women  are  in  poverty  during  the 
greater  pari  of  the  period  that  they  are  bearing  children. 

In  view  id  whal  has  just  been  stated  we  shall  not  be  surprised 
to  learn  that,  while  the  proportion  of  the  total  population  who  are 
Living  in  poverty  is  28  per  cent,  the  percentage  of  children  so 
Living  is  considerably  higher.  No  less  than  38  per  cent  of  the 
children  in  York  between  .">  and  1.1  years  of  aire  are  living  below 
the  poverty  line. 

Scarlet  Fever  Arising  after  Operations  on  the  Throat. — 
J.  \V.  Washbourne  (Tin  Clin.  Jour.,  Oct.  15.  1902)  says  that  it  is 
by  no  means  uncommon  to  find  scarlet  fever  arising  after  an 
operation  on  the  throat  or  nose.  He  reports  five  cases  of  this 
occurrence  and  says  that  there  arc  two  possibilities  in  regard  to 
them:  the  one.  that  the  operator  introduced  the  scarlet-fever 
virus  on  his  instruments  or  lingers;  and  the  other,  that  the  virus 
was  present  in  the  throat  at  the  time  of  the  operation,  and  that  it 
gained  entrance  through  the  cut  surface.  The  period  at  which 
the  rash  came  out  in  almost  all  the  cases  shows  fairly  definitely 
the  causal  connection  between  the  operation  and  the  attack.  The 
case  in  which  scarlet  fever  had  previously  been  in  the  house  sug- 
thal  tin-  child  had  the  virus  in  its  throat  ever  since  the  oc- 
currence  of  the  scarlet  fever.  "When  one  remembers  that  patho- 
genic bacteria,  such  as  the  diphtheria  bacillus  and  the  pneumococ- 
cus,  are  frequently  found  in  the  mouths  of  healthy  individuals, 
there  is  no  reason  why  the  virus  <>f  scarlet  fever  should  not  also 
be  present.  Indeed,  if  this  were  so.  it  would  explain  a  greal 
many  of  the  cases  of  scarlet  fever  in  which  the  source  of  infection 

eatllint    lie    found. 

Talipes  Equinovarus. — I.  1\  Mann  (Medicine,  Sept.,  1902    !»•- 

lieves  that  no  congi  nital  clubfoot  should  l perated  on  until  the 

child  has  learned  to  walk,  which  occurs  usually  from  the  twelfth 
to  the  twentieth  month  afterbirth.     With  skilful  manipulation, 

ami.  if  m ss;iry.  retentive  apparatus,  many  cures  can  he  effected 

when  there  is  a  sljght  deformity;  severe  cases,  however,  require, 
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besides  operation,  mechanical  treatment  both  previous  and  subse- 
quent thereto.  Some  children  with  clubfoot  are  not  of  robust 
build,  and  will  become  victims  to  some  of  the  infant  maladies, 
and  thus  early  operations  are  rendered  useless.  Why  add  shock 
from  operation  and  anesthetic  to  the  already  too  long  gauntlet 
of  children's  enemies?  Mechanical  treatment,  judiciously 
selected  and  applied,  will  never  cause  a  death ;  an  operation,  how- 
ever skilfully  performed,  may  be  the  last  straw  under  which  the 
little  one  sinks  into  an  early  grave.  "When  a  child  can  walk,  in 
addition  to  suitable  apparatus,  its  body  weight  very  materially 
contributes  to  the  retention  of  the  foot  in  the  corrected  position. 
A  pressure  of  from  fifteen  to  thirty  pounds,  controlled  by  mech- 
anisms constantly  acting  while  the  patient  stands  erect,  is  with- 
out doubt  a  powerful  correcting  agent.  Further,  it  must  not  be 
forgotten  that  many  cases  are  assisted  to  a  cure  by  properly  di- 
rected muscular  action.  The  infant's  foot  is  so  small,  and  the 
tissues  are  so  tender,  that  in  operations  done  too  early,  unless  the 
surgeon  can  make  frequent  visits  and  the  parents  are  more  pains- 
taking and  intelligent  than  usual,  it  is  very  difficult  to  avoid 
either  a  partial  or  complete  relapse,  even  when  apparatus  is 
worn.  The  failures,  one  excepted,  witnessed  by  the  writer  re- 
sulted from  operating  too  early,  from  neglect  of  treatment,  or 
they  occurred  where  open  section  was  done.  In  the  excepted 
case  a  concurrent  scarlet  fever,  which  began  a  day  or  two  after 
operation,  necessitated  the  cessation  of  further  efforts  to  correct 
the  clubfoot. 

Scarlatina  Hemorrhagica. — Vivian  Chastel  de  Boinville  (The 
Lancet,  Aug.  9,  1902)  reports  a  case  the  interesting  feature  of 
which  was  that  the  hemorrhagic  symptoms  did  not  appear  at  the 
onset  of  the  disease,  as  in  an  ordinary  case  of  this  disease,  but  at 
a  period  when  convalescence  was  to  be  expected.  In  other  words, 
;;  profound  toxemia  set  in  at  a  time  when  it  was  to  be  supposed 
that  antitoxin  in  the  ordinary  course  of  events  would  be  form- 
ing and  immunity  becoming  established.  Can  it  be,  queries 
the  author,  that  Nature  had,  as  it  were,  surpassed  herself  in  her 
process  of  healing,  that  the  antitoxins  had  become  excessive,  and 
that,  a  "reactionary  antitoxemia, "  if  one  may  use  such  a  term, 
had  set  in?  Or  can  it  be  that  after  the  supposed  toxins  had 
been  sufficiently  eliminated  to  permit  of  a  fall  of  temperature 
and  partial  recovery,  a  fresh  supply  of  toxins  hitherto  combined 
with  other  material,  or  otherwise  rendered  inert,  had  suddenly 
been  Id  loose  in  the  blood  and  had  set  up  a  secondary  toxemia? 
TIh-  case  terminated  fatally. 
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Rupture  of  the  uterus  during  labor  is  not  as  rare  an  accident 
as  is  generally  believed.  The  statistics  given  in  text  books  axe 
unreliable.  In  4,420  consecutive  labor  cases  in  the  service  of  the 
Chicago  Lying-in  Hospital  Dispensary  there  have  been  only  2 
deaths,  and  these  were  due  to  rupture  of  the  uterus  during 
labor.  The  writer  has  seen  9  cases  of  rupture  of  the  uterus  sub 
partu.  and  one  other  occurred  in  his  service  during  an  absence. 
Three  of  these  cases  will  be  briefly  reported  and  deductions  made 
from  a  review  of  the  ten. 

Case  I. — Ipara.  in  the  service  of  the  Chicago  Lying-iu   Bos 
pital,  atred  21;  previous  history  of  no  significance;  normal  pelvis. 
Labor  began  October  12.  1901,  at  7  a.m.,  and  pains  continued 

'Read  before  the  Chicago  Gynecological  Society.  December  19.  1902. 
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until  the  next  day,  when,  at  9  a.m.,  the  membranes  were  rup- 
tured. The  uterine  contractions  were  strong,  the  position  L.  0. 
A.,  yet  no  advancement  was  made.  Patient  was  becoming  ex- 
hausted, showed  a  peculiar  pale,  yellowish  tinge  in  her  coun- 
tenance, but  her  pulse  was  good.  At  noon  of  the  same  day  a 
forceps  operation  was  done,  under  writer's  guidance,  by  the 
interne.  Episiotomy  was  necessary,  and  the  delivery  was  easy, 
the  child  living.  A  severe  hemorrhage  followed  and  necessi- 
tated the  delivery  of  the  placenta.  An  internal  cervix  tear  was 
determined,  but,  since  the  bleeding  was  profuse,  there  was  no 
time  to  investigate  its  extent,  and  the  utero-vaginal  tract  was 
firmly  packed  with  lysol  gauze.  After  the  patient  was  put  to 
bed  severe  symptoms  of  shock  developed.  Examination  showed 
the  uterus  pushed  up  toward  the  liver  by  a  firm  mass  above  the 
pubis.  This  mass  was  hard,  knobby,  and  evidently  the  gauze 
which  had  been  packed  into  the  cervix  rent,  seeming  to  be  almost 
up  against  the  skin.  As  there  was  no  external  hemorrhage  and 
the  patient  seemed  to  hold  her  own.  we  decided  to  wait.  The 
woman  rallied  slowly  from  the  shock  and  recovered  quickly. 
The  gauze  was  removed  in  forty-eight  hours,  and  on  discharge 
no  scar  nor  anchoring  of  the  uterus  could  be  determined. 

That  there  was  a  rupture  of  the  uterus  in  this  case  there  is 
no  doubt,  but  whether  it  was  complete  or  not  cannot  be  settled. 
The  rupture  probably  occurred  before  the  forceps  operation 
and  explains  the  hemorrhage  which  took  place.  The  tampon, 
therefore,  was  just  the  right  treatment. 

BE  II. — Mrs.  \l..  in  the  service  of  the  Chicago  Lying-in  Hos- 
pital Dispensary;  Ilpara,  Jewess,  aged  34,  normal  pelvis.  Pa- 
tient had  puerperal  fever  in  her  last  confinement,  following  on 
injuries  the  result  of  brutal  attempts  with  the  forceps.  Shortly 
after  recovery  from  this  three-months  course  of  fever  and  sup- 
puration, she  became  pregnant.  Labor  began  between  1  and  2 
a.m.,  Hi'-  pains  ;if  lirsf  being  strong  and  then  weaker.  She  senl 
for  medical  aid  at  3:20  a.m..  and  the  interne  arrived  at  3:45  a.m. 
Before  the  interne  arrived  the  waters  had  broken  and  an  arm 
prolapsed,  whereupon  the  patient  went  to  bed.  On  arrival  of 
the  interne  the  woman  was  in  collapse,  pulse  120  and  hardly 
perceptible.  Dr.  Holmes  was  sent  for  and  arrived  at  5  a.m., 
the  writer  following  shortly  after.  The  child  lay  scapula  dextra 
posterior.  Rapid  decapitation  was  done,  trunk  and  head  easily 
delivered;  then  the  placenta  was  removed  from  the  cavity  of  a 
Large  hematoma  at   the   left   of  the  uterus.     There  was  a  trans- 


DB  LEE:    ki  I'll  1.1:  OF  THE  I  Tl  i;i  B  Dl  RING  LABOR.  '-"-'I 

verse  lateral  tear  fully  five  inches  Long,  to  i lx •  left,  above  the 
cervix.  The  broad  ligamenl  was  unfolded  to  cover  a  large 
hematoma,  and  whether  this  had  ruptured  into  the  peritoneal 
cavity  or  not  we  could  qo1  tell.  Trial  to  sew  up  the  ren1  failed  be 
cause  the  field  was  inundated  with  blood,  and,  as  the  patienl  was 
dying,  the  uterus  and  renl  were  packed  with  gauze.  Death  oc- 
curred in  thirty  minutes. 

Case  III. — Mrs.  J.,  seen  in  consultation ;  Ilpara,  aged  26. 
Labor  normal;  diagnosis  of  0.  L.  P.  was  made  and  manual 
attempts  to  correct  the  position  instituted.  Failing  three  times 
in  this,  four  attempts  with  forceps  were  made,  alternating  with 
five  trials  of  version.  The  operations  lasted  about  five  hours 
altogether,  and  the  child  died  during  this  time. 

On  arriving  at  the  case  the  patient  was  in  bad  condition, 
pulse  160.  She  was  in  continuous  pain,  with  great  restlessness 
and  anxiety.  There  was  some  hemorrhage  from  the  vulva,  which 
was  swollen  and  black,  each  labium  being  the  size  of  the  wrist. 
The  vagina  was  torn  from  the  bladder,  and  it,  with  the  cervix, 
hung  in  purple  shreds.  The  finger  passed  up  between  the  blad- 
der and  the  uterus  to  the  peritoneum.  Head  in  0.  D.  A.  and 
already  crushed;  could  feel  the  bones  crepitate;  feet  and  cord 
alongside  head.  Craniotomy  with  trephine,  extraction  of  head 
with  cranioclast,  easy;  shoulders  gave  trouble,  wherefore  both 
clavicles  were  cut,  but  it  was  necessary  to  cut  the  sternum  before 
the  child  could  be  extracted.  Removed  the  placenta  at  once  by 
hand,  and  discovered,  in  addition  to  the  other  lacerations  men- 
tioned, a  large  rupture  of  the  right  side  of  the  lower  uterine 
segment  extending  into  the  broad  ligament  to,  but  not  through, 
the  peritoneum.  Passing  across  the  space  of  this  rupture  could 
be  felt  strands  of  the  subperitoneal  connective  tissue ;  anteriorly 
the  round  ligament  passed  across  the  vault,  naked,  but  not 
torn,  and  above  the  contraction  ring  the  peritoneum  was  dis- 
sected off  the  uterine  body  to  the  extent  of  two  inches.  A  large 
amount  of  blood  clots  was  evacuated  from  this  space  and  a  mod- 
erate hemorrhage  followed. 

The  patient,  although  this  whole  procedure  did  not  take 
twenty  minutes,  was  in  awful  shape,  her  pulse  being  180  when 
it  became  palpable.  We  feared  she  would  die  on  the  table,  so 
the  cavity  of  the  hematoma  was  lightly  packed  with  gauze,  also 
the  vagina,  and  as  quickly  as  possible  the  patient  was  put  to 
bed.  She  rallied  after  heat  and  stimulants  were  applied.  A 
lon<_'  course  of  fever  followed,  the  cervix,  parts  of  the  vagina,  and 
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base  of  the  bladder  sloughed  out,  a  vesico- vaginal  fistula  develop- 
ing. Large  exudates  formed  on  both  sides  of  the  uterus.  Pro- 
longed high  fever,  profound  sepsis,  but  gradual  and  complete 
recovery,  save  for  immense  scars  in  the  pelvis. 

The  other  cases  of  rupture  of  the  uterus  referred  to  were 
briefly  as  follows: 

Case  IV. — Rupture  after  head  delivered,  during  delay  in  ex- 
traction of  shoulders,  and  perhaps  as  a  result  of  the  manipula- 
tion.    Expectant  treatment.     Death  from  peritonitis. 

Case  V. — Spontaneous,  complete  rupture,  in  face  presenta- 
tion. Laparatomv;  removal  of  fetid  child  and  placenta.  Ex- 
tirpation of  whole  uterus.     Death  in  three  days;  sepsis. 

Case  VI. — Rupture  of  uterus  during  instrumental  dilatation, 
for  hemorrhage  during  pregnancy;  escape  of  four-months  fetus 
under  peritoneum  between  bladder  and  cervix.  Removed  fetus, 
tamponed  cavity:  recovery. 

Case  VII. — Rupture  of  uterus  in  neglected  occipito-posterior 
position.  Easy  forceps ;  tamponade  of  large  hematoma,  which 
ruptured  during  great  restlessness  of  patient.  Died  of  shock 
and  hemorrhage  in  forty  minutes. 

Case  VIII. — Rupture  of  uterus  through  bladder,  vagina,  and 
peritoneal  cavity.  Literally  deserted  by  the  physician  who  de- 
livered her.  Died  while  writer  came  into  room ;  shock  and 
peritonitis. 

Case  IX. — Incomplete  rupture  occurring  during  a  version. 
Living  child.  Tamponed  rent,  which  was  three  inches  long. 
Smooth  recovery.  Patient  delivered  twice  since  without  dif- 
ficulty. 

Case  X. — Rupture  occurring  during  transportation  to  the  hos- 
pital. Delivery  from  below,  tampon,  and  stimulation.  Died  in 
six  hours  from  shock  and  hemorrhage. 

Of  these  ten  ruptures  of  the  uterus,  only  three  were  in  the 
practice  of  the  writer,  the  rest  being  consultation  or  midwife 
The  three  cases  of  the  writer  recovered  without  any  com- 
plications,  and  two  of  these  are  known  to  be  well. 

In  considering  ruptures  of  the  uterus  there  must  be  a  sharp 
distinction  between  the  complete  and  incomplete,  the  latter  being 
tears  thai  extend  to,  but  not  through,  the  peritoneum.  The 
prognosis  in  incomplete  tears  is  quite  good,  most  of  the  women 
recovering;  while  with  complete  ruptures  the  majority  of  pa- 
rents die,  whatever  be  the  mode  of  treatment. 

The  mosl  successful  method  of  dealing  with  incomplete  rup- 
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tures  is  the  tamponade  of  the  rent.  Gauze  Is  lightly  packed  into 
the  cavity  under  the  peritoneum,  taking  extreme  care  nol  to 
injure  this  delicate  covering.  It'  t > i « *  hemorrhage  is  profuse  the 
gauze  packing  will  probably  ool  stop  it.  even  if  Btrong  counter- 
pressure  from  the  abdomen  is  made.  It  is  usually  impossible  to 
control  hemorrhage  Prom  below,  and  in  these  cases  the  abdomen 
must  be  opened  and  the  broad  ligaments  and  vessels  clamped 
from  above. 

In  the  treatment  of  complete  uterine  rupture  there  are  six 
methods  to  choose  from,  viz.: 

1.  Delivery  of  the  child  from  below,  and  expectancy;  ice  ban 
on  abdomen,  ergot,  opium— i.e.,  symptomatic  treatment. 

2.  Delivery  of  the  ch'ild  from  below,  tamponade  of  the  rent 
and  the  uterus;  then  same  as  No.  1. 

3.  Delivery  of  child  from  below,  sewing  up  rent  as  far  as 
possible,  and  tamponade  of  the  remainder. 

4.  Vaginal  delivery,  followed  by  extirpation  of  the  uterus 
from  below. 

5.  Laparatomy;  removal  of  child  and  placenta;  suture  of 
uterus. 

6.  Laparatomy ;  removal  of  child,  etc. ;  partial  or  complete 
extirpation  of  the  uterus. 

The  first  four  methods  presuppose  the  possibility  of  deliver- 
ing the  child  from  below.  This  is  not  always  possible,  or  it  may 
be  inadvisable  because  of  the  danger  of  increasing  the  uterine 
lacerations.  In  cases  of  hemorrhage  uncontrollable  from  below, 
and  in  cases  of  highly  contracted  pelvis,  the  laparatomy  may 
become  necessary.  What  to  do  with  the  uterus  when  the  child, 
etc..  have  been  removed  depends  on  the  conditions.  If  the  case 
has  been  treated  in  a  hospital  and  aseptically,  the  uterus  may  be 
closed  with  sutures  or  drained  from  below.  If  there  is  any 
suspicion  of  sepsis,  the  whole  uterus  should  be  removed,  the 
peritoneum  closed,  and  the  subperitoneal  space  drained  per 
vaginam.  It  is  a  question  if  the  peritoneal  cavity  should  be 
drained. 

Rupture  of  the  uterus  is  an  accident  that  occurs  almost  always 
at  the  home,  and  it  is  a  complication  that  should,  if  by  any 
means  possible,  be  treated  wdiere  it  occurs.  No  case  of  threaten- 
ing rupture  of  the  uterus  should  be  transported  from  place  to 
place,  and  if  the  patient  is  to  be  removed  from  bed  to  table 
great  care  and   gentleness  are  necessary.     One  of  the  cases   i  ■ 
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ferred  to  died  as  a  result  of  uterine  rupture  that  took  place  dur- 
ing transportation  by  ambulance  over  rough  pavements. 

Since  laparatomy  is  a  very  formidable  operation  in  a  private 
house  and  requires  several  hours  for  proper  preparation,  the 
accoucheur  is  right  in  choosing  a  method  of  treatment  that 
quickest  delivers  the  child,  stops  hemorrhage,  and  gets  the  pa- 
tient into  bed.  This  is  all  the  more  right  since  some  large  sta- 
tistics1 show  that  such  courses  offer  a  better  prognosis  than  the 
abdominal  methods,  and  other  statistics  show  as  good  results  by 
either  method.2 

Of  the  four  methods  of  treatment  in  which  the  child  is  deliv- 
ered from  below,  that  offering  the  best  results  is  the  partial 
suture  and  drainage  of  the  peritoneal  cavity  and  the  site  of  the 
rupture.  Even  in  septic  cases  simple  drainage  offers  much  hope, 
but  here  the  vaginal  extirpation  of  the  uterus  is  coming  into 
vogue,  and  when  the  hemorrhage  is  slight  the  latter  operation 
may  be  practised. 

34  Washington  street. 


THE  TREATMENT  OF  PLACENTA  PREVIA.* 
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The  management  of  placenta  previa  is  a  very  serious  business. 
In  obstetrical  practice  nothing  is  more  so,  not  excepting  that  of 
puerperal  convulsions,  now  so  well  understood  in  its  pathology 
and  treatment. 

Very  properly  may  it  be  said  that  there  is  no  fixed  treatment 
applicable  to  all  cases  of  placenta  previa,  at  all  times  and  under 
all  circumstances.  Treatment  needs  to  be  prompt  and  well 
directed,  actuated,  of  course,  by  intelligence,  skill,  and  courage. 
The  \vis<-  obstetrician  will  adapt  his  treatment  to  individual  cases 
and  to  individual  conditions  as  found. 

In  a  word,  it  is  too  true  thai  there  is  no  safety  to  the  mother 

!"'>rn6:     Etude  compared  des  diff.  m6thodes  de  traitment  utilisees 
dans  les  ruptures  de  l'ut6rus.     Paris,  Steinheil,  1900. 
'Cholmogoroff:  Archiv  fur  Gyn.,  1895,  Heft  1. 
It. ■ad  Idfoii'  tlic  Cincinnati  Obstetrical  Society,  December  15,  1902. 
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until  delivery  has  ' □  effected,  by  humus  Datura!  or  artificial; 

even  after  tliis  event  a  complete  safety  is  qo1  assured.  The  two 
chief  dangers  to  the  mother  are  loss  of  blood  and  septic  infec- 
tion; to  the  child  the  risks  of  its  life  are  greater.  The  chief 
cardinal  principle  of  treatment,  then,  is:  the  utilization  of 
means  to  prevenl  and  to  control  undue  hemorrhages  and  Bep 
ticemia. 

A  patienl  who  is  suddenly  and  unexpectedly  once  attacked, 
in  tin'  latter  pari  of  pregnancy,  with  hemorrhage,  although 
Blight,  should  take  tlie  recumbent  position;  for,  unavoidable  as  is 
this  kind  of  uterine  hemorrhage  during  pregnancy,  still,  in  a 
measure  at  least,  it  is  provoked  by  some  bodily  exertion  and  in 
lifting,  coughing,  or  sexual  intercourse.  Its  occurrence  at  any 
time  in  the  latter  part  of  pregnancy  awakens  the  need  of  an 
appropriate  physical  examination  to  determine  the  conditions 
of  the  cervix  uteri,  the  presence  and  the  degree  of  the  abnormal 
presentation  of  the  placenta,  the  position  and  the  presentation 
of  the  child  in  utero,  as  well  as  its  life. 

If  the  loss  of  blood  is  slight,  and  if  there  are  physical  evidences 
of  this  unnatural  presentation  of  the  placenta  being  lateral  and 
marginal,  or  partial,  and  if  the  contractions  of  the  uterus  are 
mild,  naught  more,  it  seems  to  me,  need  be  done  than  to  irrigate 
the  vaginal  canal  with  a  copious  quantity  of  hot  sterilized  water, 
sublimated  (1:5000),  or  medicated  with  creolin  or  boric  acid. 
If  labor  pains  are  commencing,  the  firm  application  of  a  clean 
abdominal  bandage  will  stimulate  further  these  contractions  and 
aid  to  press  the  presenting  portion  of  the  fetus  more  thoroughly 
against  the  dilating  cervical  canal  and  lower  segment  of  the 
uterine  walls,  now  bleeding. 

Quite  constant  attention  is  required  in  placenta  previa,  to 
await  further  developments  and  be  prepared  for  emergencies  as 
they  arise.  If  Nature  is  acting,  though  feebly,  facilitate  her 
action.     The  hot  douche  and  the  abdominal  bandage  so  act. 

The  vaginal  tampon,  it  seems  to  me,  need  not  now  be  employed 
unless  the  hemorrhage  continues  or  repeats  itself,  provided 
always  the  physician's  services  are  near  at  hand.  But  prepara- 
tions ought  invariably  to  be  made  for  the  immediate  use  of 
this  most  useful  means  when  needed.  There  is  a  way  to  tampon 
and  a  way  not  to  tampon.  No  one,  in  these  days  of  aseptic  mid- 
wifery, would  think  of  utilizing  pieces  of  old  towel,  sheet,  or  skirl 
for  tampons.  The  modern  obstetrician  always  carries  with  him  an 
abundance   of   sterilized    gauze,    made    antiseptic    with   some   of 
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the  medicinal  agents  referred  to.  The  hemorrhage  returning  or 
severe,  the  tampons  are  at  once  to  be  utilized.  After  the  vagina 
and  the  cervix  are  once  more  irrigated  with  hot  water,  a  large 
Sims  speculum,  or  two,  separate  the  vaginal  walls  and  bring  to 
view  the  lower  cervix.  The  patient  is  in  the  Simon  posture. 
The  soft  parts  are  mopped  dry  as  practicable,  and  the  cervical 
canal  is  packed  full  and  firmly  with  the  chosen  gauze,  placed 
between  its  walls  and  the  presenting  part  of  the  fetus.  Fur- 
ther packing  in  the  vagina  is  done  to  keep  the  above  in  situ. 
These  packings  of  antiseptic  gauze  in  long  strips  are  allowed  to 
remain  in  place  from  one  to  twelve  hours — the  shorter  time  if 
the  uterus  is  active,  the  longer  time  if  no  contractions  are 
noticeable.  This  means  is  to  be  repeated  once  and  again  until 
needed  dilatation  is  secured ;  none  ever  remaining  in  the  vagina 
longer  than  twelve  hours,  because  of  the  danger  of  septic  con- 
tamination. 

An  early  rupture  or  rupturing  of  the  membranes  helps  the 
descent  of  the  child  and  stimulates  the  uterus  to  an  increasing 
activity.  Bleeding  from  the  uterus  to  an  appreciable  extent 
becomes  impossible  after  such  an  adjustment  of  the  gauze  pack- 
ing. Dilatation  of  the  cervix  probably  will  take  place  and  the 
uterus  almost  surely  is  brought  into  action.  The  membranes  are 
now  ruptured  artificially,  if  necessary,  on  the  withdrawal  of  the 
tampons,  and  after  repeated  irrigation  or  aseptic  moppings. 
The  cervix  once  moderately  dilated  and  dilatable,  the  presenting 
part  of  the  child  can  then  well  be  detected,  and  the  hemorrhage 
is  in  most  instances  controlled.  No  more  active  treatment  ordi- 
narily is  required  in  lateral  placenta  previa. 

Now,  what  has  the  tampon  done?  Stopped  hemorrhage,  effect- 
ed dilatation,  provoked  contractions.  If  further  delay  and 
danger  demand  active  interference  the  forceps  may  be  hrought 
into  play,  the  head  presenting;  or  a  foot  is  turned  down,  the 
breech  presenting.  Should  podalic  version,  by  a  combined 
internal  and  external  manipulation,  for  any  cause  be  executed, 
the  hips  of  the  fetus  are  brought  down  to,  and  allowed  to  rest 
on,  thereby  compressing  the  bleeding  vessels.  The  whole  os 
and  cervical  canal  are  filled;  the  breech  acts  as  a  tampon. 
Further  delivery  is  not  hurried,  Nature  herself  usually  finishing 
the  completion  of  expulsion.  This  method  of  procedure  has  been 
extensively  and  successfully  used  in  Germany  in  the  hands  of 
Brehm,  Ilofmeier,  and  Lomer.  Excellent  practice  it  is.  On  this 
point  of  the  propriety  of  podalic  version,  let  me  remind  the 
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members  of  this  Soeiety  of  the  increased  dangers  under  circum- 
stances jnsl   mentioned.     Every   version,  done  as  carefully  as 

possible,  is  attended  by  sonic  shock  to  the  nervous  system  and 
some  Loss  of  blond.  This  patient,  now  greatly  exhausted  by 
profuse  hemorrhages,  is  ill  able  to  withstand  either.  Death  may 
follow  directly  from  either  or  both  combined,  when  such  effects 
would  be  almost  inappreciable  under  ordinary  conditions.  Then 
postpone  version,  if  it  is  safe. 

Abnormal  presentations  of  the  fetus  are  relatively  more  com- 
mon in  cases  of  placenta  previa,  because  no  doubl   Labor 
often  then  premature,  or  because  the  presenting  placenta  me- 
chanically displaces   what    otherwise   would   be  a    normal   pre- 
sentation. 

Permit  me  at  this  time  to  refer  to  a  quite  common  accident  to 
the  maternal  soft  parts,  in  consequence,  I  think,  of  undue  haste 
in  the  application  of  the  forceps  or  the  performance  of  podalic 
version,  the  cervix  dilatable  but  not  dilated,  viz.,  the  creation 
of  a  deep  cervical  rent,  almosl  always  left  lateral,  wherein  the 
circular  artery  of  the  cervix  is  ruptured,  bleeds  very  freely,  en- 
hancing the  dangers  of  this  antepartum  hemorrhage  of  placenta 
previa.  An  immediate  stitching  of  the  rent  parts,  of  course, 
is  the  only  thing  to  do.  The  greatest  danger  is  that  the  rupture 
may  not  be  suspected  or  detected.  Personally  I  have  but  little 
confidence  in  the  use  of  any  rubber  dilator,  Barnes  or  Charpen- 
tier.  either  to  induce  labor  or  to  dilate  the  cervical  canal.  T 
have  depended  exclusively  on  my  larger  metallic  dilator  and  the 
tampon  or  the  fingers. 

The  mention  of  the  name  of  Barnes — that  world-wide,  far- 
famed  English  obstetrician — brings  to  mind  his  efforts  in  the  de- 
tachment partially  <>\'  the  placenta  in  these  eases.  I  have  seldom 
satisfactorily  used  any  means  to  separate  the  placenta,  except 
when  it  was  centrally  located.  Then  its  detachment  was  a 
matter  of  necessity.  In  fact,  in  at  least  two  cases  of  complete 
placenta  previa,  seen  several  years  since  in  consultation,  the 
placenta  was  loose  in  the  vagina,  having  been  almost  completely 
spontaneously  detached.  Forceps  were  used  in  these  cases, 
mothers  recovering. 

It  seems  td  me  that  Barnes1  method  is  especially  indicated  for 
cases  of  complete  implantation  of  the  placenta  I  entirely  over  the 
os  uteri  I,  while  waiting  for  dilatation.     With  hand  in  the  vagina, 

and  one  or  two  fingers  placed  within  the  uterii avity  as  far 

as   they   will   reach,    insinuated   between    the   placenta    and    the 


298  PALMER  :    TREATMENT  OF  PLACENTA  PREVIA. 

uterine  walls,  they  are  swept  around  in  a  circle  to  separate  the 
placenta,  where  attached  to  the  cervix,  on  that  side  where  sepa- 
ration has  spontaneously  begun,  or  where  the  attachment  is  the 
least  extensive.  Complete  the  separation  on  that  side,  hook  it 
down,  and  place  it  closely  against  the  opposite  side.  The  cervix 
then  retracts,  the  membranes  are  ruptured,  and  delivery  is 
hastened.  Other  methods  of  placental  separation  are  somewhat 
on  the  same  principle.  The  separation  of  the  placenta  as  above 
described  is  far  better  for  mother  and  child  than  to  go  through 
it  for  the  performance  of  any  artificial  delivery. 

Dr.  Zinke  has  advocated  the  availability  and  desirability  of 
the  operation  of  Cesarean  section  in  cases  of  central  placenta 
previa,  with  an  os  closed,  rigid,  and  hemorrhage  profuse,  in 
primigravida?.  Under  the  following  circumstances:  undilated  os, 
hemorrhage  uncontrolled  (by  the  firm  application  of  the  tam- 
ponade), child  at  term  and  living,  patient  with  normal  tempera- 
ture (non-septic),  not  greatly  reduced  from  loss  of  blood,  and 
environments  favorable  for,  the  Cesarean  section  might  be  seri- 
ously considered.  I  will  not  go  so  far  as  to  affirm  that  it  ought 
not  ever  to  be  done,  but  I  do  believe  that  such  favorable  condi- 
tions as  mentioned  are  rare  indeed.  As  the  profuse  hemorrhage 
suddenly  happening  makes  such  a  patient  a  very  unfavorable 
subject  for  surgery;  and  as  she,  when  seen,  almost  always  has 
been  exposed  to  manipulative  measures  to  infect  her ;  and  as  the 
lower  uterine  segment  in  such  cases  is  in  a  bad  condition  for  any 
incision ;  and  as  the  child  may  not  be  viable,  it  seems  to  me  that 
the  desirability  of  an  abdominal  section  under  such  circum- 
stances is  small  indeed.  Cesarean  section,  therefore,  in  placenta 
previa  must  have  an  extremely  limited  field  of  usefulness. 

Under  all  of  these  and  other  circumstances  in  which  we  may 
encounter  grave  conditions  in  obstetric  practice,  while  we  are 
not  to  forget  that  we  are  having  in  our  hands  two  lives,  the 
mother  and  her  offspring,  the  life  of  the  former  ought  always 
to  receive  paramount  consideration. 

Any  complete  separation  of  the  placenta — Simpson's  method — 
will  arrest  the  hemorrhage.  This  method  usually  ignores  the  life 
of  the  child.  Certainly  then  it  ought,  for  the  most  part,  to  be 
used  only  when  the  child  is  dead  or  is  not  viable,  or  when  great 
exhaustion  of  the  mother  contraindicates  delivery  by  version. 

ESrgol  lias  ;i  Limited  use  in  this  disease,  more  for  the  purpose 
of  stimulating  contractions  after  dilatation  has  occurred,  never 
before    if    version    is    reasonably    entertained;  but    it    should 
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always  be  given  posl  partum  in  this  disease,  .•  i m i  the  recumbenl 
posture  oughl  to  be  prolonged  for  Bevera]  days  beyond  thai  tor 
Dormal  deliveries. 

To  avoid  septic  infection  le1  us  bruise  or  tear  the  sofl  parts 
as  little  as  possible;  see  thai  there  is  retention  of  qo  fragments; 
secure  efficienl  postpartum  contractions  of  the  uterus;  and, 
above  all,  observe  stricl  aseptic  and  antiseptic  precautions.  Un- 
due  Losses  of  blood  invariably  augmenl  the  susceptibility  to, 
and  the  dangers  of,  septic  absorption. 


THE  RELATION  BETWEEN  UTERINE  AND  GASTRIC  DISEASES. 


TUSZEAI    ODON,    M.D., 
Budapest.   Hungary. 


In  pursuing  investigations  whose  aim  lias  been  the  discovery 
of  the  reflex  centres  and  pathways  of  the  nerve  plexuses  of  the 
female  genitals,  my  attention  has  been  directed  to  the  close 
anatomical  connection  between  the  nerve  paths  of  the  uterus  and 
the  stomach.  Almost  daily  I  have  encountered  cases  in  which 
the  patients  have  long  been  treated  for  gastritis  and  neuroses  of 
the  stomach,  yet  without  any  improvement,  in  spite  of  the  most 
carefully  adapted  treatment,  and  frequently  with  persistence  of 
malnutrition  and  psychical  disturbances.  In  many  such  cases 
genital  examination,  which  was  performed  on  account  of  symp- 
toms connected  with  the  sexual  organs,  showed  deviation  of  the 
uterus  in  either  a  sagittal  or  a  horizontal  direction,  or  chronic 
inflammation  of  that  organ.  The  cure  or  improvement  of  these 
uterine  troubles  was  followed  by  striking  improvement  or  entire 
cure  of  the  gastric  symptoms  also.  For  this  reason  I  willingly 
accepted  Hildebrandt's1  warning  that  a  genital  examination 
should  be  made  of  every  woman  complaining  of  digestive  dis- 
turbances, because  a  connection  between  the  two  affections  is  very 
common.  I  found  Hildebrandt's  suggestion  the  more  reasonable 
as  the  patients  coming  to  me  with  these  complaints  had  been 
treated  long,  systematically,  and  rationally  yel  unsuccessfully  by 
other  physicians. 

Since  Peter  Miiller  published,  about  twelve  years  ago.  his  great 
work2  on  the  connection  between  the  diseases  of  the  female  body 
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and  the  genital  functions,  the  most  eminent  investigators3  have 
from  time  to  time  dealt  with  the  question  and  explained  illness  in 
women  from  the  only  correct  point  of  view.  This  standpoint, 
from  which  Gothe4  has  already  judged  women,  is  that  of  the 
balance  of  sexual  life. 

As  far  as  I  have  been  able  to  discover  by  a  study  of  the  litera- 
ture of  this  subject,  scarcely  any  one  had  dealt  earnestly  with  this 
theme  before  the  work  of  Peter  Muller,  and  Ave  find  only  in  the 
publication  of  several  cases  the  suggestion  that  some  connection 
had  previously  been  found  between  uterine  and  digestive 
troubles.  Since  Peter  Muller  \s  the  number  of  papers  relating  to 
this  question  has  been  very  considerable,  but  very  few  have 
sought  the  connection  on  an  anatomical  and  physiological  basis 
H.  W.  Freund5  also  expresses  this  opinion. 

Eisenhart  corrected  a  movable  retroflexion,  and  the  severe 
gastric  symptoms  which  had  persisted  for  months  soon  disap- 
peared; the  great  gastric  pain  subsided,  vomiting  ceased,  and 
the  appetite  became  quite  normal.  The  symptoms  recurred  and 
examination  showed  that  the  womb  had  again  become  retro- 
flexed.  After  the  displacement  was  corrected  the  gastric 
troubles  again  subsided,  and.  the  normal  position  of  the  uterus  be- 
ing maintained,  they  did  not  subsequently  return. 

Graily  Hewitt8  cured  stomach  disease  of  nine  years'  standing 
in  a  woman  27  years  of  age  by  elevating  the  retroflexed  uterus 
and  by  general  tonic  treatment.  Similar  results  are  described 
by  Kisch.9  Panetsky.10  and  others. 

Elder11  and  Heinrik  described  similar  cases  in  association  with 
anteflexion-version  and  with  prolapse  of  the  uterus. 

The  inflammation  of  the  uterus,  particularly  of  the  endome- 
trium, also  produces  severe  gastric  symptoms.  Taffe13  found  in 
a  virgin,  23  years  of  age,  who  was  greatly  weakened  by  long- 
standing digestive  disturbance  with  incessant  vomiting,  a  uterus 
in  perfectly  normal  position  and  with  healthy  surroundings. 
A  copious,  thick,  purulent  discharge  from  the  uterus  pointed  to 
endometritis.  Curettement  and  irrigation  of  the  uterine  cavity 
with  antiseptic  solutions  fund  the  gastric  troubles  almost  imme- 
diately. 

We  read  also  of  similar  results  in  endometritis  fungosa.  inter- 
stiiuilis.  or  parenchymatosa  (C.  van  Tussenbrock,"  Mendea  de 
Leon,  Theilhaber15),  in  sarcoma  of  the  chorion  (Gottschalk1<M, 
in  atrophy  of  tin'  uterus  [Q.  Braun),  and  in  ueoplasms  of  the 
uterine  muscle. 
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A  very  interesting  Bel  of  eases  is  thai  in  which  repair  of  a 
laceration  <>f  the  cervix  and  cure  of  the  accompanying  ectropion 
have  resulted  in  the  subsidence  of  tormenting  and  Long-standing 
Lr;isti-ic  troubles. 

Besides  tlie  gynecologists  just  quoted,  many  physicians  agree 
that  affections  of  the  genitals,  especially  of  the  aterus,  can  pro- 
duce  stomach  troubles.  Rosenthal18  teaclies  that  dyspepsia, 
cardialgia,  ami  nervous  vomiting  can  he  broughl  aboul  by  genital 
reflexes  which  had  t<>  hyperacidity  or  to  insufficiency  of  the 
gastric  hydrochloric  acid,  with  diminution  of  the  chlorides  and 
increase  of  the  phosphates  in  the  urine,  and  sometimes  the  pres- 
ence  of  acetone. 

Miquel"  and  Brinton"  attribute  the  round  gastric  ulcer  to 
hypoplasia  of  the  uterus,  which  leads  to  chlorosis  and  is  ac- 
companied  by  amenorrhea.  Pel.-'-  in  his  work  on  gastric  trou- 
bles, states  that  numerous  secretory  neuroses,  reflex  cardialeias. 
and  many  cases  of  nervous  dyspepsia  and  vomiting  are  of  uterine 
origin.  Glenard  2a  holds  that  gastroptosis,  as  morbus  sui  <i<  n<  ris, 
and  Kleiner-4  that  the  resulting  vertical  position  of  the  stomach, 
are  connected  with  genital,  especially  with  uterine,  diseases. 
Stiller-"  supposes  that  parorexia — i.e.,  the  qualitative  alteration 
of  appetite — is  connected  with  pregnancy  or  uterine  changes. 

These  cases  were  described  from  simple  observations,  without 
demonstration  of,  or  search  for,  proof  of  absolute  anatomical  and 
physiological  connection.  For  this  reason  we  are  justified  in 
questioning  whether  the  alleged  cause  and  effect  may  not  have 
been  mere  coincidences,  or  whether  the  cause  may  have  arisen 
not  only  from  the  stomach,  but  also  from  many  other  organs, 
perhaps  from  the  whole  organism.  Nor  can  we  exclude  at  once 
the  possibility  that  both  affections  may  have  resulted  from  a 
common  cause,  although  we  may  think  thai  some  primary  uterine 
Lesion  has  caused  general  nervousness,  which  manifested  itself 
later  on  in  a  crastric  neurosis.  We  also  acknowledge  that  in  gen- 
eral anemia  both  organs  are  badly  nourished  and  so  suffer  to- 
gether.  Chlorosis  originating  from  hypoplasia  of  the  whole  cir- 
culatory system  leads  to  hypoplasia  of  the  Btomach  and  uterus, 
to  malposition  of  both,  to  amenorrhea,  and  to  ulcer  of  the 
stomach.  These  are  joint  results  which  musl  he  closely  insp 
in  making  clinical  observations.  In  examining  tin-  causal  con- 
nection further  on.  the  question  arises  whether,  granting  the 
bility  of  the  causa]  relation,  the  gastric  symptoms  are  merely 
neuroses  or  palpable   gastric  affections.     To  answer  this  ques- 
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tion  is  sometimes  as  difficult  as  to  distinguish  between  these  two 
classes  of  disease,  yet  we  do  not  lack  aids. 

The  gastric  troubles  commence  regularly  with  the  sensation  of 
pressure  after  meals;  later  there  is  continuous  pain,  usually 
cardialgia.  Soon  there  is  gradually  increasing  anorexia,  some- 
times persistent  backache.  Tasteless  or  often  sour  eructations, 
nausea  and  vomiting  (according  to  Hewitt,  in  11  to  14  per  cent 
of  women  suffering  from  uterine  disease)  continually  increas- 
ing in  frequency  and  severity,  not  infrequently  result  from  even 
an  attempt  to  eat,  causing  gradual  emaciation  and  loss  of 
strength.  Afterward  all  symptoms  of  malnutrition  may  arise, 
for  instance  edema  of  the  limbs,  asthma  nervosum,  neuralgias, 
severe  mental  depression,  etc.  According  to  Eisenhart  severe 
melancholia  may  follow.  In  such  cases  we  can  determine  the 
presence  of  secretory  disturbances,  hyperacidity  or  motor  in- 
sufficiency, gastrectasia  with  feculent  eructations  and  vomiting, 
and  there  is  no  doubt  that  we  have  to  deal  with  palpable  gastric 
disease.  In  less  characteristic  cases,  if  the  symptoms  do  not  all 
correspond  to  organic  diseases,  and  a  considerable  part  of  them 
improve  or  subside  rapidly  and  return  without  any  particular 
cause,  or  perhaps  in  response  to  psychic  causes  (grief,  fright, 
anger),  and  particularly  if  Ave  have  known  the  individual  to  be 
neurasthenic  or  hysterical,  we  are  right  in  making  a  diagnosis 
of  gastroneurosis. 

M.  Franck2G  examined  fifteen  different  women  suffering  from 
uterine  lesions,  who,  by  the  way,  complained  of  gastric  troubles 
of  severe  type.  He  investigated  very  carefully  the  reaction  of 
the  gastric  contents,  the  content  of  hydrochloric  acid,  its  digestive 
power,  and  the  gastric  motility.  In  73  per  cent  of  these  cases 
absolutely  normal  gastric  conditions  were  found.  Panetsky  found 
the  same  in  eleven  out  of  fifteen  cases.  Theilhaber  Cramer 
has  found  the  gastric  secretion  normal  in  the  majority  of  cases, 
and  the  vomiting  centre  irritated  in  only  one  instance. 

Leube  obtained  similar  results,  lie  therefore  considers  the 
LMstric  diseases  of  uterine  origin  as  reflex  neuroses  (dyspepsia 
nervosa,  atonia  ventriculi,  gasti\il<_ria  periodica). 

With  this  conception  we  can  understand  that  gastric  dis- 
turbances not  exclusively  of  uterine  origin,  but  also  of  neurotic 
type,  may  be  found  cured  after  recovery  from  genital  troubles. 

Kretschy,87  mi  the  contrary,  observed  in  a  girl  with  gastric 
fistula  thai  during  menstruation  the  gastric  contents  were  never 
neutral,  the  secretion  of  the  stomach  changing  under  the  action 
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oital  reflexes.     Fleischer28  again  demonstrated,  by  as 
th.'  Btomaeb  tube,  that  during  menstruation  ti  ve  power 

of  the  stomach  is  Largely  diminished,  and  after  the  period  it 
again  ria 

mi  these  preliminary  observations  we  may  conclude  that, 
from  a  clinical  poinl  of  view,  the  gastric  troubles  occurring  syn- 
ehronously  with  the  uterine  diseases  may  be  of  uterine  origin, 
the  genital  affections  may  bear  a  causal  relation  to  them. 
That  the  gastric  affection  is  usually  secondary  is  evident  from 
the  fact  that  we  can  recognize  the  genital  affection  as  being 
older,  in  spite  of  the  fact  that  we  have  been  led  to  make  the  diag- 
nosis of  the  genital  trouble  only  through  the  presence  of  the  re- 
sulting: gastric  symptoms. 

It  is  possible,  on  the  other  hand,  that  the  uterine  trouble  may 
be  the  secondary.  I  low.  in  general,  are  we  to  explain  the  causal 
relation  existing  between  the  diseases  of  these  two  organs? 

We  can  answer  this  only  after  prolonged  study  of  the  anatomi- 
cal and  physiological  relations,  that  is.  of  the  common  statical 
mechanism  governing  the  stomach  and  uterus. 

The  anatomical  studies  relating  to  this  point  I  began  in  1884 
when  I  was  anatomical  assistant  to  Prof.  Mihalkovics.  I  have 
studied  the  abdominal  portion  of  the  pneumogastric  nerve  and 
sympathetic  nervous  system,  also  the  paths  of  the  cerebro-spinal 
nerves  supplying  the  abdominal  cavity,  and  as  far  as  possible  I 
have  simplified  the  description  of  these  nerve  paths. 

The  facts  concerning  the  nerve  paths  directly  connecting  the 
stomach  and  uterus  I  can  briefly  summarize  as  follows  : 

These  two  organs  are  supplied  from  three  powerful  nerve 
groups:  the  cerebro-spinal  nerves,  the  pneumogastric,  and  the 
sympathetic.  Although  the  cerebro-spinal  nerves  do  not  give 
direct  branches  either  to  the  uterus  or  to  the  stomach,  they  are 
in  close  connection  with  the  sympathetic.  For  this  reason  their 
genital  branches  are  to  be  studied  with  great  attention. 

Aa  we  know,  the  anterior  motor  and  posterior  sensory  branches 
of  the  spinal  nerves  unite  in  the  spinal  ganglia,  after  which  they 
divide  into  four  main  branches,  i.e.,  (1)  anterior,  (2)  posterior. 
visceral,  and  (4)  recurrent  branches.  Of  these  we  are 
chiefly  interested  in  the  anterior  branch,  which,  after  having 
given  for  the  upper  half  of  the  trunk  the  cervico-brachial  plexus, 
forms  for  tin-  abdomen  and  pelvis  the  powerful  lumbo-sacral 
plexus.  This  plexus  divides  into  two  smaller  plexuses:  an  ante- 
rior, the   crural,   and   a    posterior,   the  pudendo-caudalis.     The 
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former  of  these  gives  rise  again  to  two  great  nerve  plexuses, 
i.e.,  the  lumbar  plexus  and  the  sciatic  plexus.  The  lumbar 
plexus  gives  off  the  ilio-inguinal  nerve  which  passes  through 
the  inguinal  canal,  giving  rise  to  the  nerves  supplying  the  skin 
of  the  great  labia. 

The  other  branch  of  the  lumbar  plexus  is  the  genito-crural 
nerve,  which  gives  off  anteriorly  the  internal  spermatic  and 
posteriorly  the  lumbo-inguinal  nerve. 

The  pudendo-caudal  plexus,  after  having  divided  into  the 
anterior  pudendal  plexus  and  the  posterior  coccygeal  plexus, 
gives  off  two  nerves,  i.e.,  the  median  and  inferior  hemorrhoidal 
and  the  pudic  nerve.  The  latter  supplies  the  perineum  and 
clitoris  with  cutaneous  nerves. 

From  this  brief  recapitulation  we  can  conclude  that  the  uterus 
does  not  receive  direct  branches  from  the  cerebro-spinal  nerves.* 

The  experiment  of  Goltz,29  in  which  he  cut  across  the  spinal 
cord  of  a  female  dog  at  the  level  of  the  first  lumbar  vertebra 
and  the  animal  nevertheless  became  pregnant,  was  delivered, 
and  lactated  normally,  can  be  clearly  understood.  The  ex- 
periment confirms  the  anatomical  facts  mentioned  above.  The 
same  animal  died  from  septic  peritonitis  and  the  postmortem 
examination  revealed  that  the  cut  parts  of  the  cord  had  not 
united. 

The  cerebro-spinal  nerves  supply  the  external  genitals.  They 
end  in  the  small  labia  and  the  clitoris,  and,  according  to  Web- 
ster's30 investigations,  in  the  Vater  Paccinian  corpuscles  (in  the 
deeper  layer  of  the  corium),  in  the  end  bulbs  of  Krause,  and  here 
and  there  they  end  in  Meissner's  corpuscles. 

It  can  be  understood,  therefore,  how  Budge,  irritating  the  lum- 
bar region  of  the  spinal  cord,  produced  erection  and.  in  associa- 
tion with  this,  ejaculation  of  semen,  but  it  would  1"-  wrong  to  call 
the  lumbar  portion  of  the  spinal  cord  the  genito-spinal  centre. 

The  real  nerve  centre  of  the  uterus  and  genitals  is  the  solar 
ganglion  of  the  sympathetic  system,  which  lies  under  the  aortic 
opening  In  the  diaphragm.  Its  older  name  is  cerebrum  ab- 
dominale,  or  centrum  nervosum  Willisii,  which  proves  the  similar 
idea  of  the  older  anatomists. 

•We  must  disregard  as  exceedingly  problematic  certain  connections 
whidi  have  been  described  by  one  or  two  authors  as  direct.  One  of 
these  connects  the  posterior  wall  of  the  uterus  with  the  pudendo-caudal 
plexua  The  other  connects  the  anterior  branches  of  the  sacral  nerve 
with  the  Uterine  plexus.  The  genito-spinal  paths,  according  to  our  ob- 
itions,  supply  the  external  genitala 
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Tins  mighty  centre  forms  toward  the  genitals  (omitting  th<- 

intermediate   plexuses)    (1)    the   inferior  hypogastric,    (2)    the 
spermatic,  and  (3)  the  renal  plexuses. 

1.  The  first  of  these — i.e.,  the  inferior  hypogastric,  which  lies 
on  both  sides  of  the  rectum — divides  into  four  smaller  plexuses, 
which  are  as  follows : 

(a)  The  inferior  hemorrhoidal  plexus,  which  sends  numerous 
connecting  branches  to  the  median  and  inferior  hemorrhoidal 
nerves  of  cerebro-spinal  origin.  We  call  this  connection  pu- 
dendo-hemorrhoidal  anastomosis.  (&)  The  cavernous  plexus, 
which  itself  gives  branches  to  the  clitoris,  but  is  directly  con- 
nected with  the  dorsal  nerve  of  the  clitoris  of  cerebro-spinal 
origin.  (We  call  it  cutaneo-nervous  anastomosis.)  (c)  The 
vesico-vaginal  plexus  behind  the  urinary  bladder  and  supplying 
the  upper  third  of  the  vagina,  (d)  The  utero-vaginal  plexus 
behind  the  cervix  at  the  lateral  part  of  the  uterus,  between  the 
two  laminae  of  the  broad  ligament.  This  uterine  plexus  sends 
many  large  branches  to  the  fundus  and  the  posterior  wall  of  the 
uterus.  It  is  also  connected  with  the  second,  third,  and  fourth 
sacral  nerves. 

From  the  plexus  are  given  off  also  many  connecting  branches 
to  the  hemorrhoidal  plexus  and  to  the  many  ganglia  which 
are  to  be  found  at  the  side  of  the  uterus.  The  largest  of  these 
ganglia  is  the  cervical  ganglion,  resting  on  the  hinder  parame- 
trium and  sending  many  fine  branches  to  the  body  and  neck  of 
the  uterus. 

2.  The  spermatic  plexus  sends  more  fine  branches  to  the  tube, 
and  a  great  many  strong  branches  to  the  uterus  (fundus,  ante- 
rior wall)  and  a  large  communicating  branch  to  the  utero-vaginal 
plexus.  This  connection  is  called,  on  account  of  its  connection 
with  the  solar  plexus,  the  utero-celiac  anastomosis.  Smaller 
branches  enter  the  inferior  hypogastric  plexus,  particularly 
where  the  latter  seems  to  be  connected  with  the  first,  second,  and 
third  sacral  nerves. 

3.  The  most  important  branches  of  the  renal  plexus  are  those 
going  to  the  ovary,  which  end  in  this  organ  in  large,  fine  nerve 
nets,  perhaps  in  smaller  ganglia. 

We  may  conclude  from  this  arrangement  that  spinal  stimuli 
can  act  upon  the  uterus  only  through  long  intermediate  sympa- 
thetic paths. 

The  third  large  trunk  with  which  the  sympathetic  nerve  has 
frequent  connections  is  the  pneumogastric  nerve.  This  same 
20 
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nerve  supplies  the  stomach  also,  for  which  reason  the  knowledge 
of  its  course  possesses  double  interest  in  connection  with  our 
subject.  The  pneuraogastric  starts  in  the  lower  part  of  the  floor 
of  the  fourth  ventricle  from  the  ala  cinerea,  partly  from  the 
nucleus  ambiguus.  Passing  out  hence  between  the  lateral  and 
cuneate  fascicles  of  the  medulla  oblongata  with  ten  to  twenty 
root  fascicles,  it  forms  the  jugular  ganglion,  behind  the  inferior 
part  of  which  the  inner  portion  of  the  accessory  nerve  joins  the 
pneumogastric.  I  wish  to  mention  only  that  from  the  cervical 
section  of  the  pneumogastric  there  arise  the  meningeal  branch, 
stimulation  of  which  causes  vomiting,  and  the  auricular  branch. 

Running  through  the  laryngeal  and  pharyngeal  branches, 
which  originate  from  the  lower  parts,  through  the  so-called  de- 
pressor and  cardiac  nerves,  we  soon  arrive  at  the  stomach, 
on  the  anterior  wall  of  which  lies  the  mighty  inferior  gastric 
plexus,  which  is  formed  by  the  left  pneumogastric  nerve.  This 
plexus,  which  contains  vasomotor  and  secretory  elements  for  the 
stomach,  is  connected  by  more  large  branches,  among  them  the 
great  splanchnic  and  small  splanchnic,  with  the  solar  plexus. 

Frankenhauser  was  the  first  who  mentioned,  and  I  also  have 
found  besides  those  already  mentioned,  numerous  anastomoses 
which,  evading  the  solar  plexus,  run  between  the  anterior  gastric 
plexus  (from  the  vagus)  and  the  sympathetic  nerve  system. 
One  of  these,  a  plexus  of  considerable  size,  goes  directly  to  the 
spermatic  plexus   (utero- gastric  anastomosis). 

The  right  vagus  contributes  mainly  to  the  formation  of  the 
posterior  gastric  plexus,  and  together  with  sympathetic  branches 
it  forms  the  superior  coronary  plexus  lying  on  the  lesser  curva- 
ture of  the  stomach.  I  have  not  succeeded  in  dissecting  out  the 
coronary  plexus,  but  there  is  no  doubt  that  it  consists  of  pneu- 
mogastric and  sympathetic  branches. 

The  nervous  connection  of  the  stomach  and  uterus,  as  shown 
by  this  description,  stands  very  clearly  before  us,  as  we  can  see 
that  the  nerves  of  the  uterus  which  go  to  its  posterior  wall  are 
supported  from  the  inferior  hypogastric  plexus  of  the  sympa- 
thetic and  from  the  spermatic  and  utero- vaginal  plexuses;  and 
although  the  existence  of  direct  pneumogastric  branches  can  be 
demonstrated,  we  can  say  with  certainty  that  the  uterine  plexus 
is  connected  with  the  stomach. 

I  have  dealt  here  only  very  briefly  with  the  question  of  inner- 
vatiori  of  the  genitals,  and  I  have  given  only  such  information 
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as  is  absolutely  necessary  to  the  understanding  of  the  reflex 
paths  of  the  uterus  and  stomach. 

I  have  yet  to  mention  that  the  nerves  end  mostly  in  the  muscu- 
lature  of  the  uterus,  either  close  by  the  nuclei  of  the  unstriped 
muscles  or  on  them,  mostly  without  having  any  demonstrable 
end  apparatus.  The  unstriped  muscle  cell  or  occasionally  its 
nucleus  is  vertically  reached  by  the  axis  thread  of  the  nerves. 
After  their  entrance  into  the  uterus  the  nerve  fibres  lose  the 
sheath  of  Schwann  and  the  neurilemma.  In  the  corpus  uteri 
there  are  exceedingly  numerous  nerve  endings,  in  the  cervix  only 
a  few. 

According  to  the  observations  of  Herrff,30  the  nerve  fibres 
pass  as  far  as  the  endometrium  only  at  the  fundus,  but  not  even 
there  do  they  reach  the  epithelium,  whereas  Gawronszky  could 
follow  the  nerves  up  to  the  epithelium. 

In  some  places  we  can  find  numerous  peculiar,  larger  cells 
which  seem  to  possess  an  axis  thread  of  secondary  rank  (espe- 
cially in  the  interstitium),  which  perhaps  are  ganglion  cells. 
Probably  the  stomach,  too,  possesses  independent  ganglion  cells 
(Volkmann),  because  it  makes  vermicular  movements  when  cut 
out  from  its  connections.  Orenchvoszka,  it  is  said,  has  demon- 
strated more  ganglion  cells  on  the  serous  membrane,  which  com- 
municate with  pneumogastric  and  sympathetic  fibres. 

The  role  of  these  supposed  ganglion  cells  in  the  uterus  and 
stomach  is  at  any  rate  small,  and  in  the  reciprocal  actions  of 
both  organs  they  cannot  have  great  weight. 

If  we  bear  in  mind  the  direction  of  the  reflex  paths  already 
described,  and  we  are  aware  that  cerebral  and  spinal  (vagus 
and  lumbo-sacral)  branches  are  in  connection  with  the  sympa- 
thetic nervous  system,  the  branches  of  which  control  vasomotor 
and  secretory  functions,  and,  according  to  Rohrig,31  act  also  in  a 
centripetal  direction,  then  the  reciprocity  of  the  genitals  with 
other  organs,  in  our  case  that  of  the  uterus  with  the  stomach,  is 
clearly  understood. 

But  in  order  to  be  able  to  explain  in  certain  given  cases 
the  course  of  reciprocity,  it  is  not  sufficient  to  know  the  nerve 
pathways,  but,  as  we  have  already  said,  we  must  study  the 
statical  factors  affecting  the  two  organs  mutually.  Both  stom- 
ach and  uterus  are  located  in  the  great  abdominal  cavity,  the 
upper  limit  of  which  is  the  diaphragm,  the  lower  the  perineum. 
The  stomach  is  supported  toward  the  diaphragm,  because  one  of 
the   chief   factors   controlling   its   normal    position   is   the   eso- 
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phagus,  by  which  it  hangs,  and  of  which  it  forms  the  direct 
continuation.  The  balance  of  the  stomach  is  assured  by  the 
gastro-phrenic  ligament;  toward  the  liver,  by  the  gastro-hepatic 
ligament  or  lesser  omentum ;  below,  by  the  greater  omentum  and 
the  transverse  mesocolon.  From  the  right  side  it  is  supported  by 
the  duodenum,  from  the  left  side  by  the  spleen.  Anteriorly  is 
the  liver ;  toward  the  abdominal  cavity,  the  transverse  colon ;  be- 
hind, the  spinal  column  and  one  portion  of  the  pancreas. 

The  uterus  is  held  in  normal  anteflexion  by  the  round  ligaments 
pulling  the  fundus  forward  and  by  the  sacro-uterine  ligaments 
drawing  the  cervix  backward,  keeping  it  on  the  recto-vaginal 
septum  and  on  the  perineum. 

An  important  role  in  preserving  the  balance  of  both  organs 
is  played  by  the  intra-abdominal  pressure.  This  power  reaches 
the  stomach  at  the  region  of  the  greater  curvature  (it  is  a  statical 
law  that  the  internal  pressure  of  cavities  extends  radially  from 
the  centre  toward  every  spot  of  the  periphery)  and  pushes  it 
Inward  the  diaphragm,  i.e.,  it  aids  in  the  suspension  of  the 
stomach.  The  pressure  reaches  the  uterus  on  its  fundus  or  on 
its  posterior  wall,  and  therefore,  together  with  the  suspending 
apparatus  already  described,  keeps  it  in  anteflexion. 

The  balance  of  both  organs  is  therefore  interfered  with  when- 
ever a  change  occurs  in  the  anatomical  suspending  apparatus 
and  in  the  neighborhood  of  both  organs ;  also  when  these  organs 
themselves  (uterus  or  stomach)  alter  their  volume  primarily  or 
secondarily,  finally,  if  the  intra-abdominal  pressure  is  altered 
either  primarily  or  secondarily. 

I  shall  illustrate  with  a  few  examples.  If,  for  instance,  the 
diaphragm  is  constantly  pushed  downward,  as  in  emphysema, 
tuberculosis,  or  pleural  effusion,  the  intra-abdominal  pressure 
will  be  altered;  the  depression  of  the  diaphragm  causes  com- 
pensatory extension  of  the  abdominal  cavity.  In  other  words, 
that  which  occurs  during  each  breath — i.e.,  protrusion  of  the 
abdominal  wall  to  a  certain  degree — will  be  constant  to  an  ex- 
tent corresponding  to  the  amount  of  sinking  of  the  diaphragm. 

If  this  compensatory  effecl  is  complete,  usually  nothing  else 
occurs  except  that  gastroptosis  of  ;i  Blight  degree  ensues.  But 
if  the  intra-abdominal  pressure  has  changed  considerably,  the 
pressure  exerted  upon  the  greater  curvature  of  the  stomach  in- 
creases and  it  is  pushed  upward.  In  this  way  the  fundus  of  the 
stomach   may   be    turned    forward,    an    occurrence   which    takes 
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place   primarily   when   the  Btomach   is  distended    (atony,  gas- 
treotasia  . 

This  change  of  position  of  the  Btomach  can  also  I"'  the  Bymp- 
tom  of  compensation  in  space;  if  eventually  it  is  insufficient, 
the  bowels  are  also  displaced  forward. 

The  consequent  gastro-enteroptosis,  by  which  the  centre  of 
intra-abdominal  pressure  has  been  displaced  downward  and  for- 
ward, doI  infrequently  results  in  the  intra-abdominal  pressure 
Ileum  applied  to  the  uterus,  not  on  its  posterior  wall,  bul  sa- 
git  tally  on  its  fundus,  and  so  may  cause  prolapse;  or  the  pressure 
may  be  applied  to  the  fundus  on  the  anterior  wall,  and  then 
retrodeviation  occurs. 

Thus  in  these  cases  a  common  factor  acts  upon  the  abdominal 
viscera;  in  the  latter  phases  statical  reciprocal  actions,  i.e.,  i 
stomach  lesion,  secondarily  cause  a  uterine  affection. 

If  the  reverse  happens,  i.e.,  for  example,  the  gravid  or  siibin- 
voluted  uterus  deviates  backward  slowly  or  quickly,  simply  by 
virtue  of  its  own  weight,  while  in  the  recumbent  postuiv,  this 
deviation  of  the  uterus  can  become  constant,  because  the  line  of 
the  abdominal  pressure  has  been  altered,  but  it  has  no  alter- 
ing influence  upon  the  statical  relations  of  the  abdominal 
cavity.  It  may  indirectly  cause  gastric  symptoms.  The  retro- 
deviated  uterus  may  exert  a  constant  pressure  upon  the  sym- 
pathetic plexus,  the  inferior  hypogastric  plexus,  which  pressure 
acts  through  the  reflex  paths  described  above  upon  the  lumbo- 
sacral plexus  (sacral  pains),  thence  upon  the  lumbar  plexus,  and 
so  upon  the  sciatic  (pains  radiating  to  the  thigh),  most  probably 
by  way  of  those  two  large  nerve  groups  which  connect  the  in- 
ferior hypogastric  through  the  hemorrhoidal  and  cavernous 
plexuses  with  the  hemorrhoidal  nerves  and  with  the  pudendo- 
caudal  plexus  (hemorrhoidal  and  cutaneo-cavernous  anasto- 
moses). 

Bui  this  is  only  one  reflex  route;  the  other  one  is  much  shorter 
and  more  direct.  The  pressure  symptoms  of  the  inferior  hypo- 
gastric plexus  are  carried  through  the  greal  and  lesser  splanchnic 
nerves  or  directly  through  the  genito-gastric  anastomosis  to  the 
gastric  plexuses  of  the  pneumogastric. 

The  transmission  id'  such  reflexes  causes  motor  and  secretory 
troubles  in  the  stomach,  or  at    Least  sensations  which  allow  the 

ntimeiit  of  such  conditions,  and  then  we  encounter  a  ]■ 
uterine  gastroneurosis.    This  is  what  has  been  erroneously  called 
by  Kischard  Taife  uterine  dyspepsia. 
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All  our  efforts  to  cure  the  gastric  disease  will  naturally  be  in 
vain  until  we  have  relieved  the  retroflexion,  thus  freeing  the  in- 
ferior hypogastric  plexus  from  pressure. 

But  if  we  do  not  discover  the  retroflexion,  and  for  this  reason 
the  resulting  gastroneurosis  is  allowed  to  be  of  long  duration, 
what  were  at  first  merely  gastric  sensations — i.e.,  symptoms  not 
due  to  organic  lesions — really  lead  to  motor  and  secretory  dis- 
turbances of  the  stomach.  Gastrectasia  the  consequence  of 
motor  insufficiency,  and  hyper-  or  hypoacidity  the  result  of  secre- 
tory troubles,  lead  later  on  to  more  severe  dyspepsia,  the  symp- 
toms of  which  I  have  already  described. 

A  secondary  actual  gastric  affection  may  thus  be  the  conse- 
quence of  the  variation  of  the  statical  relation,  i.e.,  of  its  posi- 
tion; not  as  a  reciprocal  action  of  these  changes  in  statical  rela- 
tions, but  secondarily  through  nerve  reflexes. 

I  have  discussed  briefly  the  questions  which  I  have  con- 
sidered most  important,  namely,  whether  and  in  what  way  the 
uterus  and  stomach  may  act  upon  each  other,  and  which  of  the 
organs  is  the  one  secondarily  affected.  For  example,  disloca- 
tion of  the  stomach  may  cause  uterine  displacement  (by  recip- 
rocal action  of  statical  forces),  whereas  deviation  of  the  uterus 
causes  gastroneurosis  or  actual  gastric  disease  by  means  of 
reflexes  (reciprocal  action  of  the  nerve  paths). 

A  third  medium  of  reciprocal  action  of  gastric  and  uterine 
affections  is  the  circulatory  system.  There  is  no  doubt  that 
through  the  latter  chemical  agents  cause  the  simultaneous  fall- 
ing in  of  both  organs.  Several  authors,  including  H.  W.  Freund, 
consider  the  circulatory  route  as  of  prime  importance  and  the 
nerve  pathways  as  ranking  below  this  as  a  factor  in  causing  the 
reciprocal  action.  We  believe  that  these  writers  estimate  the  rela- 
tive importance  of  these  factors  erroneously.  For  example,  the 
author  quoted  remarks  that  the  experiment  described  by  Goltz, 
as  well  as  that  of  Schlesinger,32  who  has  also  seen  normal  uter- 
ine movement  after  cutting  across  the  cervical  portion  of  the 
spinal  cord,  would  prove  the  fact  that  the  nerve  route  does  not 
play  such  an  important  role  in  regard  to  uterine  movement ;  but 
we  are  inclined  to  believe  that  these  and  similar  experiments  of 
others  prove  only  that  the  spinal  cord  is  not  the  centre  of  the 
genital  nervous  system.  T  believe  I  have  succeeded  in  making  it 
appear  probable,  by  the  reasons  I  have  given,  that  such  a  centre 
does  not  exist  in  the  brain  either,  but  rather  in  the  abdomen,  or,, 
more  specifically,  in  the  solar  plexus. 
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To  confirm  his  previous  belief,  II.  W.  Freund  quotes  those 
interesting  experiments  of  W.  A.  Freund  which  con- 
sisted in  stimulation  of  the  areolae  of  the  breasts  with  the 
cathode  of  a  constant  current,  thereby  causing  contraction  of  the 
uterus.  Quite  a  different  result  was  attained  with  the  reverse  of 
this  experiment.  If,  for  instance,  he  treated  a  myoma  electrically, 
even  for  months,  with  the  cathode,  he  never  observed  changes 
in  or  filling  of  the  breast  or  erection  of  the  areolae.  He  explains 
this  by  assuming  that  when  the  uterus  contracts  the  blood 
expressed  from  it  causes  compensatory  filling  in  the  breast,  the 
reciprocal  action  being  brought  about  through  the  circulation, 
not  through  the  nervous  mechanism.  We  must  not  say  that  there 
is  no  circulation  without  nerve  action,  and  that  this  remote 
action  might  be  induced  through  nerve  function,  and  that  we 
have  no  reason  to  select  the  circulatory  route  rather  than  the 
nervous  pathway  as  explaining  the  mechanism  of  the  reciprocal 
action.  We  recognize  the  existence  of  chemical  mutual  agencies 
acting  through  the  circulatory  path. 

Summary : 

1.  Uterine  and  gastric  troubles  may  be  in  close  reciprocal 
relation. 

2.  In  making  a  diagnosis  of  reciprocal  action,  merely  coinci- 
dent affections  of  these  organs  must  be  strictly  excluded. 

3.  The  first  medium  of  reciprocal  action  is  the  nerve  path, 
the  centre  of  which  for  the  genital  is  to  be  sought,  not  in  the 
brain  or  spinal  cord,  but  in  the  sympathetic  system.  The  ventral 
centre  of  this  is  the  solar  ganglion,  by  means  of  which  the  uterus, 
through  the  inferior  hypogastric  plexus,  is  brought  into  reflex 
association  with  the  anterior  and  posterior  gastric  plexuses. 
The  reflex  paths  are  called  spermatic,  pudendo-hemorrhoidal, 
cutaneo-cavernous,    utero-celiac,    and   utero-spinal   anastomoses. 

The  more  direct  reflex  paths  are  direct  connections  of  the  vagus 
with  the  sympathetic  nerve  system  without  entering  the  solar 
plexus,  especially  with  the  utero-vaginal  plexus  and  with  the 
parauterine  ganglia  which  are  connected  with  this  (genito-crural 
anastomosis). 

4.  The  other  mode  of  origin  of  reciprocal  action  must  be  sought 
in  changes  of  the  common  statical  relations  of  both  organs. 

5.  Dislocations  of  the  stomach  cause  uterine  displacement 
through  reciprocal  action  of  the  statical  mechanical  forces  (sec- 
ondary uterine  trouble)  ;  whereas  primary  displacements  of  the 
uterus  produce  secondary  gastroneurosis  or  actual  gastric  dis- 
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ease,  the  reciprocal  action  in  these  cases  being  brought  about 
through  nerve  reflexes. 

6.  The  blood  path  plays  a  role  of  only  tertiary  rank  in  regard 
to  this  reciprocal  action. 
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The  subject  of  puerperal  eclampsia  is  one  which  has  attracted 
much  attention  from  the  earliest  days  of  medicine.  Notwith- 
standing this,  it  is  ever  new.  With  a  mortality  of  from  19  to  35 
per  cent,  occurring  about  once  in  every  hundred  labors,  often 
with  a  sudden  and  unexpected  onset,  it  well  may  be  considered 
one  of  the  most  terrifying  complications  of  labor.  These  facts 
also  render  it  one  of  the  most  important  of  obstetrical  subjects, 
and  one  worthy  <>f  careful  study.  It  is,  however,  a  lamentable 
fact  that  our  knowledge  of  this  disease  has  qoI  kept  pace  with 
the  advances  in  other  branches  of  medicine  during  the  past  few 
years,  and  we  know  but  little  more  of  it  than  was  known  thirty 
years  ago.  This  is  due  in  part,  no  doubt,  to  the  lack  of  experi- 
mentation "ti  animals.  In  a  fairly  careful  review  of  the  litera- 
ture of  the  past  three  years  I  have  found  reports  of  but  very 
few  experiments  on  animals  with  the  view  of  ascertaining  more 
of  this  disease.  ' 

Contrast  this  lack  of  original  research  with  the  many  hours 
and  days  spent  in  the  investigation   of  malaria,   tuberculosis 

♦Read  before  the  Rhode  Island  Medical  Society,  December   t.  10n2. 
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or  diphtheria,  and  it  will  become  at  once  evident  that  compara- 
tively little  has  been  done  to  bring  to  light  the  cause  of  eclamp- 
sia. It  is  with  this  branch  of  the  subject  that  there  has  been 
the  most  difference  of  opinion  and  the  most  speculation,  and, 
as  already  intimated,  we  are  now  no  more  certain  of  the  cause, 
from  direct  proofs,  than  were  our  fathers. 

In  considering  the  causes  of  puerperal  eclampsia  I  shall  first 
mention  briefly  some  of  the  many  theories  advanced  in  expla- 
nation of  the  condition,  together  with  the  objections  to  each,  and 
finally  speak  more  at  length  of  the  theory  at  present  most  com- 
monly accepted. 

One  of  the  earliest  views  of  the  causation  of  eclampsia,  as  of  so 
many  other  diseases  in  the  early  days  of  medicine,  was  that  the 
convulsions  were  due  to  anemia  of  the  brain.  This  theory  is 
not  borne  out  by  autopsy  findings  nor  by  the  appearance  of  the 
patient  during  the  attack.  These  both  tend  rather  to  the  ad- 
vancement of  the  second  theory,  that  of  cerebral  congestion. 
Against  this  view  is  the  fact  that  congestion  of  the  brain  does 
not  usually  produce  symptoms  similar  to  those  of  eclampsia,  and 
it  is  much  more  probable  that  the  congestion  is  the  result  of  the 
convulsion  than  that  the  reverse  is  the  case.  Even  if  it  be 
granted  that  either  anemia  or  congestion  of  the  brain  is  the 
cause  of  the  convulsions,  it  is  still  necessary,  as  Herman  has 
pointed  out,2  to  go  still  further  and  ascertain  the  cause  of  this 
brain  condition.    In  this  particular  the  theory  is  incomplete. 

Another  theory,  and  a  very  attractive  one,  was  that  eclampsia 
owed  its  origin  to  the  pressure  of  the  uterus  on  the  ureters,  caus- 
ing a  hydronephrosis  and  a  disorganization  of  the  renal  tissues. 
Unfortunately  autopsies  have  not  shown  this  condition  of  af- 
fairs in  any  large  proportion  of  the  fatal  cases,  while,  on  the 
other  hand,  cases  have  been  observed  in  which  the  ureters  were 
pressed  upon  by  new  growths  without  any  symptoms  of  eclamp- 
sia manifesting  themselves.  So  as  yet  we  have  no  sufficient  proof 
of  this  theory. 

Schroder  suggested  that  the  disease  might  be  due  to  a  vascular 
spasm.  Tie  was  led  to  this  conclusion  through  the  observation 
that  in  a  number  of  fatal  cases  the  intima  of  the  larger  vessels 
w;is  separated  from  llie  media.  The  spasm  might  cause  anemia 
of  the  brain  and  thus  the  convulsions,  ft.  T.  Harrison,3  citing 
this  vi<\v.  states  thai  in  favor  of  it  are  the  suddenness  of  onset, 
the  rapidity  of  recovery,  and  the  occurrence  of  fresh  seizures  as 
B  result  of  any  irritation,  e.g.,  vaginal  examination.     The  condi- 
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tion  of  tin'  larger  vessels  mentioned  does  not,  however,  obtain  in 
the  majority  of  the  eases  of  eclampsia,  and  this  theory  is  not  at 
the  present  day  generally  accepted. 

It  would  have  been  strange  indeed  if  within  recent  years  some 
observer  had  not  suggested  a  bacterial  cause.  Such,  in  fact,  has 
been  the  case;  hut  while  several  bacteria  have  been  isolated  from 
cases,  none  has  been  found  constant  or  which  can  be  accepted  as 
the  cause. 

The  relation  of  albuminuria  to  eclampsia  could  not  fail  to 
have  been  observed  early,  and  the  theory  was  propounded  that 
the  disease  was  similar  to  uremia.  Further  study  has,  however, 
shown  that  there  are  important  differences.  Changes  are,  as  a 
rule,  found  in  the  liver  in  cases  of  eclampsia,  while  there  are  no 
such  changes  in  connection  with  uremia.  Uremia  is  the  result 
of  a  condition  of  the  kidneys  which  is  rarely  cured,  while  most 
eclamptics  who  recover  show  after  a  lapse  of  time  a  perfectly 
normal  urine.  Patients  who  recover  from  the  attacks  of  uremia 
are  ill,  as  a  result  of  those  attacks,  for  a  longer  time  than  those 
who  recover  from  eclampsia.  It  is  true  that  eclampsia  is  some- 
what allied  to  uremia,  but  it  is  surely  something  more. 

Within  a  short  time  it  has  been  suggested  that  the  condition 
is  due  to  a  lack  of  the  thyroid  hypertrophy  which  is  normal  dur- 
ing pregnancy,  and  a  consequent  insufficient  supply  of  its  prod- 
uct, iodothyrin.  This  product  is  supposed  to  neutralize  the 
toxins  in  the  blood,  and  therefore,  if  it  is  diminished  in  amount, 
these  toxins  are  left  to  act  upon  the  system.  This  theory  has 
not  yet  been  fully  worked  out,  but  may  apply  in  certain  cases.4 

This  brings  us  to  the  next  theory,  which  is  at  the  present  time 
the  most  generally  accepted  and  the  one  which  appears  to  explain 
best  the  whole  condition.  It  may  be  stated  as  follows :  Puer- 
peral eclampsia  is  due  to  the  action  of  the  toxins  elaborated  in 
the  organism  by  metabolism,  and  either  produced  in  excess,  and 
not  sufficiently  destroyed,  through  faulty  metabolic  processes, 
or  retained  through  deficient  action  of  the  kidneys,  skin,  and 
other  emunctories.  It  is  well  known  that  the  process  of  meta- 
bolism produces  certain  substances  which  are  distinctly  harm- 
ful to  the  organism.  These  are  disposed  of  in  two  ways,  as 
has  been  shown  by  Dorland'' :  first,  by  the  activity  of  the  spleen, 
liver,  and  other  organs;  second,  by  elimination.  If,  then,  either 
of  these  functions  is  so  disordered  as  to  fail  in  its  duty,  an  auto- 
intoxication results  and  the  system  is  overwhelmed  with  these 
metabolic  products.     During  pregnancy  the  liver,  which  is  the 
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chief  organ  engaged  in  this  process  of  metabolism,  has  laid  upon 
it  a  greater  load  than  in  the  normal  condition,  and  under  this 
stress  the  process  may  easily  become  disorganized,  so  that  the 
organ  is  unable  to  neutralize  the  toxins  in  the  blood  as  it  nor- 
mally should  do.    A  toxemia  results. 

Autopsies  on  patients  dying  from  eclampsia  have  in  a  few- 
cases  shown  a  striking  similarity  in  the  morbid  anatomy,  both 
gross  and  microscopical,  to  the  lesions  found  in  known  cases  of 
toxemia.  Thus  there  have  been  found  fatty  areas  in  the  liver 
with  other  areas  of  hemorrhage;  enlarged  and  softened  spleen, 
also  showing  hemorrhages;  and  cloudy  swelling  in  the  kidneys. 
and  hemorrhages  in  other  organs.  There  is  scarcely  a  condition 
— except  possibly  acute  yellow  atrophy  of  the  liver,  the  pathology 
of  which  is  as  yet  unknown — which  shows  a  similar  list  of  path- 
ological findings. 

The  marked  changes  in  the  liver  in  these  cases  would  tend  to 
show  that  it  is  with  this  organ  that  the  greatest  fault  lies.  It 
shows  more  pronounced  changes  than  any  of  the  other  organs. 
and  this,  in  connection  with  our  knowledge  of  its  metabolic- 
activity,  naturally  leads  to  the  conclusion  that  this  activity  must 
of  necessity  be  interfered  with  to  a  considerable  degree. 

Admitting  the  similarity  of  eclampsia  to  toxemia,  we  have  next 
to  ask  how  the  condition  is  brought  about.  To  this  question  we 
can  »ive  no  satisfactory  answer.  It  is  probable  that  the  toxins 
are  elaborated  in  a  greater  amount  than  normal;  this  over-pro- 
duction  in  turn  brings  about  an  irritation  and  deficiency  both  in 
excretion  in  the  various  emunctories  and  in  the  destruction  of 
the  toxins  by  the  liver  and  spleen,  and  the  toxins  are  therefore 
retained  within  the  body  and  cause  a  profound  poisoning. 

We  have  next  to  inquire  as  to  the  exact  nature  of  the  toxins. 
What  are  they?  Various  substances  have  been  considered  as 
the  causative  factors.  Carbainic  acid,  ammonia,  urea,  and  leu- 
comaines  in  turn  have  had  their  adherents.  Dorland0  has  sug 
gested  acetone  as  the  agenl  responsible,  but  gives  as  his  reason 
for  suggesting  it  only  the  fact  that  the  breath  of  certain  eclamp- 
tics has  the  odor  of  acetone.  I  have  been  interested  in  this  sug- 
gestion, and  it  seems  to  me  thai  this  substance  is  probably  one 
of  the  chief  toxic  agents.  It  is  a  by-product  of  metabolism,  and 
is  excreted,  under  ordinary  conditions,  in  appreciable  amounts 
by  the  kidneys  and  the  Lungs.  As  already  mentioned,  the  breath 
of  many  eclamptics  has  a  decided  odor  of  acetone,  ami  it  is 
probable  thai  it  is  found  in  excess  in  the  urine,  although,  so  Ear 
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as  I  have  been  able  to  learn,  this  is  nol  ye1  proved.     When  toxic 

l   are   given    to   animals,    convulsions,    coin;!,    and    depre 

result-    symptoms  very  similar  to  those  of  eclampsia.1     These 

considerations  all  Buggesl  the  possibility  that  acetone  may  I"' 
one  of  the  active  causes  of  eclampsia.  It  is,  however,  probable 
that  other  substances  besides  acetone  act  also  as  toxic  agents, 
and  in  the  scientific  investigation  of  these  toxic  agents  lies  a 
promising  field  of  research.  Our  knowledge  of  the  pathology  of 
puerperal  eclampsia  may  bo  summed  up  somewhat  as  follows; 
It  is  probably  a  toxemia,  brought  about  by  a  changed  metabolism 
of  the  liver  and  perhaps  of  other  organs,  and  by  a  deficiency  in 
excretion,  and  acetone  is  one  of  the  most  active  of  the  toxic 
agents. 

The  symptoms  and  diagnosis  of  the  disease  are  so  well  known 
and  well  understood  that  it  is  unnecessary  here  to  dwell  upon 
them.  It  may  be  remarked,  in  passing,  that  several  cases  have 
been  reported  in  which  there  was  no  albumin  in  the  urine.  The 
reference  I  have  been  unable  to  find. 

Naturally,  the  treatment  of  eclampsia  has  occupied  much  of 
the  attention  of  observers,  even  though  the  etiology  has  been  so 
uncertain.  Many  methods  of  treatment  have  been  recommended, 
each  highly  extolled  by  those  who  employed  it,  but  as  yet  we  have 
no  specific  treatment.  In  fact,  Herman  goes  so  far  as  to  say 
that  no  form  of  treatment  has  been  proved  to  do  good.* 

Chloroform  has  been  strongly  recommended  for  many  years. 
There  is  no  question  that  it  controls  the  attacks,  but,  even  so, 
we  are  only  treat  inn  a  symptom  and  in  no  way  reaching  the 
source  of  the  disease.  Chloroform,  furthermore,  must  be  given 
continuously  dining  the  attack  in  order  to  be  effective,  because 
during  the  convulsion  itself  the  respiration  ceases  and  no  chloro- 
torm  vapor  can  be  inhaled.  It  is  therefore  necessary  to  admin- 
ister il  during  the  interval  between  the  seizures,  and  this  seems 
hardly  feasible — under  such  conditions  the  physician  cannot  de- 
termine how  long  to  continue  administration,  because  he  cannot 
tell  whether  or  not  there  will  be  more  fits. 

Morphia  was  early  recommended,  and  of  late  has  been  urged 
strongly  by  Stroganoff.  He  gives  it  in  large  doses,  beginning 
with  one-half  grain,  and  following  with  doses  of  one-fourth 
trrain  every  two  or  three  hours  as  needed.  This  met  1km I  has  re- 
cently been  employed  in  the  Boston  Lying-in  Hospital  with  some 
degree  of  success.9  The  chief  objection  to  it  is  thai  the  drug 
dries  up  the  secretions,  which  we  should  seek  to  stimulate   in 
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every  way.  if  we  believe  in  the  toxemic  theory.  This  objection  is, 
however,  based  on  theory  alone,  and  is  not  borne  out  by  experi- 
ence, as  shown  in  cases  reported. 

Venesection  has  been  done  in  former  years  to  some  extent,  but 
has  of  late  fallen  more  or  less  into  disuse.10  In  cases  in  which  de- 
livery, either  natural  or  manual,  takes  place,  there  is  no  necessity 
for  venesection,  as  the  bleeding  attendant  upon  separation  of  the 
placenta  is  sufficient;  and  in  other  cases,  if  the  patient  is  ple- 
thoric, the  desired  reduction  in  arterial  tension  may  be  brought 
about  by  veratrum  viride.  This  drug  has  been  used  extensively 
in  this  country,  particularly  in  the  Southern  States.  Marvellous 
reports  have  been  made  as  to  its  efficiency,  but  for  some  reason 
its  use  has  not  been  generally  adopted.  Probably  one  reason  for 
this  is  that  in  many  cases  of  puerperal  eclampsia  there  is  not  a 
pulse  of  high  tension,  but  rather  a  feeble,  running  pulse,  which 
evidently  would  not  bear  any  such  drug  as  veratrum.  The 
drug's  action  is.  as  aptly  described  by  "Wood,  "to  bleed  the  pa- 
tient into  his  own  body,"  by  dilating  the  great  arterial  trunks 
and  also  by  depressing  the  heart.  It  is,  therefore,  unfit  for  any 
case  in  which  the  pulse  is  already  weak.  When  used  it  is  usu- 
ally given  hypodermatically  in  doses  of  fifteen  minims  of  the 
tincture,  repeated  every  half-hour  until  the  pulse  drops  to  80 
or  thereabouts. 

Pilocarpine  in  doses  of  one-tenth  grain  is  of  value  to  produce 
sweating,  but  it  is  liable  to  produce  edema  of  the  lungs — a  danger 
to  which  the  patient  is  already  only  too  subject.  Used  carefully 
and  watchfully,  however,  it  has  been  of  much  value  in  certain 
cases. 

Chloral  and  the  bromides  are  the  sheet  anchors,  so  far  as  con- 
trolling the  convulsions  is  concerned.  They  should  preferably 
be  given  by  rectum,  even  if  the  patient  be  able  to  swallow,  and 
should  be  given  in  sufficiently  large  doses  and  repeated  as  often 
as  may  be  necessary.  Thus,  thirty  grains  of  chloral  and  a 
drachm  of  bromide  of  soda  may  be  given,  dissolved  in  milk  or 
warm  water,  and,  if  necessary,  this  may  be  repeated  in  a  half- 
hour,  and  afterward  every  two  hours  if  the  patient  is  restless. 
Care  should  be  taken  that  the  solution  is  deposited  as  high  in  the 
rectum  as  possible,  in  order  that  it  may  be  retained.  Even  after 
delivery  these  drugs  should  be  continued  until  we  are  certain 
that  there  is  no  further  danger  of  convulsions. 

With  the  advent  and  fairly  general  adoption  of  the  theory  of 
toxemia,  insistence  was  laid  on  stimulation  of  the  emunctories 
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in  order  to  rid  the  system  of  the  toxins  retained.  To  this  end 
diuretics  and  cathartics  should  be  given  in  every  ease  until  free 
action  of  both  the  kidneys  and  bowelfl  is  obtained.  For  the  lat- 
ter croton  oil  or  the  saline  cathartics  are  preferable,  as  pro- 
dncing  Large  watery  movements.  The  former  drug  may  be  given 
in  doses  of  one  or  two  drops,  and  has  the  advantage  that  it  can 
be  placed  in  the  mouth  of  a  patient  in  a  comatose  condition  and 
yet  be  absorbed  enough  to  produce  catharsis.  Of  the  diuretics, 
infusion  of  digitalis  with  a  vegetable  carbonate  gives  the  best 
results. 

Hot  baths,  or  the  hot  pack,  or  the  hot-air  bath  are  all  of  value, 
;m<l  one  or  the  other  of  these  should  be  used  in  every  case  to 
produce  free  sweating.  The  pulse  should  be  watched  carefully 
while  the  patient  is  in  the  bath,  as  it  occasionally  becomes  weak. 
When  the  temperature  is  rising  a  cold  tub  bath  may  do  much 
good,  as  in  one  case  to  be  reported.  But  little  has  been  written 
on  this  procedure  in  eclampsia,  so  far  as  I  am  aware,  but,  judg- 
ing from  the  wonderful  results  seen  in  this  case,  it  may  be  a 
valuable  adjunct  to  our  treatment. 

"Within  a  few  years  the  use  of  a  normal  saline  solution,  with 
the  idea  of  washing  out  and  diluting  the  poisonous  principles, 
has  been  highly  recommended,  and  is  deservedly  becoming  more 
and  more  popular.  It  may  be  given  by  rectum,  or  more  effectu- 
ally under  the  skin.  In  the  latter  method  a  pint  may  be  intro- 
duced under  each  breast,  or,  I  think  preferably,  in  each  loin. 
It  is  of  advantage  to  introduce  it  into  two  areas  at  once,  in  order 
to  get  it  into  the  system  as  quickly  as  possible.  The  temperature 
of  the  solution  as  it  flows  from  the  needle  should  be  nearly  or 
quite  100°,  and  the  temperature  in  the  jar  or  bag  should  be  112° 
or  114°.  It  has  been  found  at  the  Lying-in  Hospital  that  the 
fluid  cools  about  14°  in  flowing  through  eight  feet  of  rubber 
tubing  with  the  temperature  of  the  room  about  78°.  Allowance 
must  be  made  for  this,  as  I  believe  that  the  heat  is  an  important 
factor,  not  only  in  the  rapid  absorption  of  the  fluid,  but  also  in 
its  stimulating  effect. 

Serum  therapy  may  in  the  future  give  us  some  help  in  the 
treatment  of  this  condition,  but  up  to  the  present  time  nothing 
has  been  done  along  this  line. 

I  have  purposely  left  until  the  last  the  method  of  treatment 
which  I  consider  the  most  important  and  the  most  valuable.  I 
am  convinced,  from  both  theoretical  and  practical  considerations, 
that  in  cases  of  eclampsia,  actual  or  threatened,  the  uterus  should 
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be  at  once  emptied.  This  view  is,  I  am  well  aware,  strongly  com- 
bated by  various  authors,  notably  Herman.11  It  will  be  fitting, 
therefore,  for  me  to  give  my  reasons  for  this  view.  Back  of  all 
the  theories  of  eclampsia  which  have  been  mentioned  lies  the  fact, 
generally  admitted,  that  the  presence  of  the  fetus  in  utero  is  the 
remote  cause  of  the  condition.  If  this  be  so,  the  first  object  of 
treatment  should  be  to  remove  this  cause ;  for  so  long  as  the  fetus 
remains,  our  treatment  can  be  directed  only  toward  the  symp- 
toms, and  with  feeble  effect.  In  the  majority  of  cases  I  believe 
the  convulsions  cease  or  become  less  severe  as  soon  as  the  patient 
is  delivered.  It  is  true  that  there  are  cases  in  which  the  fits  first 
occur  after  delivery,  but  it  is  a  significant  fact,  as  pointing  to  the 
fetus  as  the  cause  of  the  condition,  that  the  mortality  from  post- 
partum convulsions  is  less  than  from  those  occurring  ante  partuin 
or  inter  partum.  Thus  Nature  herself  indicates  that  the  patient 
is  safest  when  the  uterus  is  empty.  It  is  objected  that  the  trau- 
matism attending  a  forcible  delivery  is  too  severe  and  may  lead 
to  serious  and  fatal  results.  We  know  that  the  first  half  of  the 
dilatation  of  a  cervix  is  the  most  difficult  and  requires  the  most 
force.  But  in  doing  the  ordinary  dilatation  of  the  cervix  for 
stenosis  we  often  reach  the  diameter  of  two  inches  without  any 
ill  effects  being  seen.  On  the  other  hand,  the  last  half  of  the 
dilatation  in  a  manual  delivery  need  cause  no  severe  laceration, 
if  done  carefully  and  slowly.  "With  one  exception  in  the  cases 
which  T  have  to  report,  in  which  manual  dilatation  Avas  done,  the 
patients  were  examined  on  the  day  before  discharge,  and  in  none 
were  there  found  deeper  lacerations  than  in  many  priniiparae 
delivered  naturally.  As  to  the  shock  attendant  upon  immediate 
delivery,  it  has  not  seemed  to  me  that  the  patients  were  seriously 
affected.  Tn  most  of  the  cases  the  condition  at  the  conclusion  of 
tin-  operation  was  as  good  as  a1  the  beginning,  and  in  several 
cases  the  pulse  improved  markedly.  Immediate  delivery,  then, 
does  no  harm,  and  does  at  once  remove  the  cause  of  the  whole 
symptom  complex.  It  seems  only  reasonable,  therefore.  t<>  assert 
thai  it  should  be  the  method  of  treatment  in  every  case.  I  be- 
lieve  this  assertion  is  correct,  and  also  that  it  should  apply 
whether  or  not  the  patienl  is  ;it  term. 

The  exacl  method  of  procedure  musl  vary  with  the  case.  If 
the  08  is  undilated  and  hard,  dilatation  may  be  begun  with  a 
steel  dilator,  and  a  Barnes  bag  introduced.  The  Barnes  hag 
gives  an  even  and  continuous  dilating  pressure,  but  in  the  cases 
h<re  reported  its  use  has  been  unsatisfactory  from  the  fad  that 
it  does  n<>t  well  retain  itself  in  the  cervix.    If  the  os  is  soft  and 
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partially  dilated,  dilatation  may  be  completed  and  the  child  de- 
livered i'\  version  or  forceps,  as  may  Beem  besl  in  the  individual 
case.  Undue  force  and  too  greal  baste  must  be  avoided,  as 
liable  to  cause  injuries  to  the  maternal  tissues. 

I  have  to  report  nineteen  cases.  With  one  exception,  ;ill  were 
seen  and  treated  in  the  Providence  Lying-in  Hospital,  and  I  am 
indebted  to  the  visiting  staff  of  the  hospital  for  permission  to 
reporl  them.  I  myself  had  tin1  privilege  of  seeing  ;ill  of  them 
from  day  t<>  day  and  of  directing  the  treatment  in  many  of  them, 
1  have  included  only  those  cases  in  winch  convulsions  actually  oc- 
curred, excluding  several  in  which  there  were  urgent  symptoms 
and  in  which  manual  delivery  was  performed.  I  shall  give  only 
a  brief  outline  of  each  case,  and  close  the  paper  with  a  summary 
of  them  : 

CASE  I. — This  patient  was  delivered  by  Dr.  J.  11.  Hartley  and 
treated  by  myself  from  that  time. 

J.  M.,  aged  36,  married;  third  pregnancy;  no  premonitory 
symptoms;  three  or  four  convulsions  during  labor:  urine,  trace 
of  albumin  ;  delivery  with  forceps;  no  convulsions  after  delivery; 
death  on  fourteenth  day  from  exhaustion;  child  living. 

<  !ase  II. — M.  Y.,  aged  38,  married;  fourth  pregnancy,  at  term; 
blindness  and  two  convulsions  the  afternoon  before  entrance;  no 
convulsions  aft<  r:  urine  solid  on  boiling,  large  number  of  dark 
granular  and  waxy  casts;  in  stupor;  manual  dilatation  ami  ver- 
sion ;  child  living ;  recovery. 

Case  III. — A.  OTI.,  aged  24,  married;  first  pregnancy,  at 
term;  first  symptoms  four  weeks  previously;  several  convulsions 
before  entrance,  none  after:  urine,  large  trace  of  albumin  and  a 
few  hyaline  and  waxy  casts;  no  rise  of  temperature;  much 
edema,  especially  of  the  vulva,  which  was  scarified;  pulse  tense; 
treated  expectantly  for  two  days,  and  was  then  spontaneously 
delivered  of  a  living  child  ;  recovery. 

Cask  IV.-  K.  I).,  aged  •'><>.  married;  seventh  pregnancy-,  de- 
livered outside  hospital,  and  had  postpartum  hemorrhage  and 
two  convulsions;  labor  normal;  unconscious;  temperature  99°; 
urine,  much  albumin  and  a  few  casts;  developed  pleurisy  with 
effusion,  and  was  transferred  to  the  h'hode  Island  Hospital; 
well  obstetrical ly. 

Cask  V. — M.  A.,  aged  i'4.  married:  third  pregnancy,  at  term; 
twelve  convulsions  before  entrance  and  ten  after;  some  edema 
of  feet;   pulse  tense;   urine,  specific  gravity   1013,  albumin  one- 
third  by  bulk,  a  few  granular  casts:  temperature  uormal;  man 
ual  dilatation  and  delivery  with   forceps:  n mvulsions  after 
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delivery;  recovery  of  both.  Urine  of  patient  on  discharge:  spe- 
cific gravity  1018,  trace  of  albumin,  no  casts. 

Case  VI. — J.  St.  A.,  aged  40,  married;  ninth  pregnancy,  at 
five  months;  six  convulsions  before  entrance,  slight  twitehings 
only,  after;  conscious;  no  fever;  slight  edema;  urine,  specific 
gravity  1014,  considerable  albumin,  sediment  wholly  hyaline  and 
granular  casts;  treated  expectantly  and  discharged  in  one  week. 
Two  weeks  after  discharge,  re-entered  and,  after  a  few  hours' 
labor,  delivered  of  a  macerated  six-months  fetus;  developed  a 
right,  pyelitis  and  was  transferred  to  the  Rhode  Island  Hospital ; 
ultimate  recovery. 

Case  VII. — E.  D.,  aged  26,  married;  sixth  pregnancy,  in  labor 
at  six  months ;  unknown  number  of  convulsions  before  entrance, 
and  two  after ;  comatose ;  some  edema ;  cervix  soft ;  urine,  specific 
gravity  1015,  albumin  one-fifth  by  bulk,  hyaline  and  waxy  casts ; 
no  fever;  manual  dilatation,  and  delivery  by  version;  child  liv- 
ing; no  convulsions  after  delivery;  unconscious  for  four  days; 
temperature  not  above  100°;  recovery.  Urine  on  discharge: 
specific  gravity  1015,  a  trace  of  albumin,  no  casts. 

Case  VIII. — L.  S.,  aged  18,  married;  first  pregnancy,  at  term; 
some  symptoms  during  last  month ;  one  convulsion  when  head 
was  on  perineum,  and  three  after  delivery;  labor  sixteen  hours 
in  length;  urine,  albumin  one-half  by  bulk,  a  very  few  hyaline 
casts ;  no  rise  of  temperature ;  recovery  of  both.  Urine  of  mother 
on  discharge :  specific  gravity  1020,  a  trace  of  albumin,  no  casts. 

Case  IX. — K.  C,  aged  28,  married;  first  pregnancy,  in  labor 
at  term;  four  convulsions  before  entrance;  unconscious;  pulse 
tense;  temperature  97°;  urine,  specific  gravity  1023,  solid  on 
boiling,  many  granular  casts;  manual  dilatation  and  version; 
child  stillborn;  patient  secreted  but  four  ounces  of  urine  in 
twelve  hours  after  delivery,  and  died  in  convulsion,  making  a 
total  of  five.    Temperature  did  not  reach  98°. 

Case  X. — B.  F.,  aged  32,  married;  third  pregnancy,  at  eighl 
months;  three  convulsions  before  entrance,  none  after;  tempera- 
ture normal;  edema  of  feet;  comatose;  urine,  specific  gravity 
1018,  two-thirds  albumin  by  bulk,  many  casts;  manual  dilatation 
and  version;  child  living;  mother  died  twelve  hours  after  deliv- 
ery ;  no  urine  secreted  after  entrance. 

Case  XI.— S.  T.,  aged  27,  married;  fifth  pregnancy,  in  labor 
at  term;  one  convulsion  at  moment  of  delivery  of  head;  slight 
edema;  urine,  trace  of  albumin,  a  few  hyaline  casts,  urea  1.5 


PARTRIDGE:    PUERPERAL    ECLAMPSIA.  323 

per  cent;  recovery  of  both.  Mother's  urine  negative  on  dis- 
charge. 

Case  XII. — C.  C,  aged  38,  married ;  second  pregnancy,  at 
term;  eight  or  ten  convulsions  before  delivery;  temperature 
101.8°  on  entrance,  rising  to  105°  immediately  after  delivery, 
and  falling  to  normal  in  f wcnly-four  hours;  urine,  one-half 
albumin  by  bulk;  manual  dilatation  and  delivery  with  high  for- 
ceps; recovery  of  both.  Mother's  urine  on  discharge,  specific 
gravity  1030.  trace  of  albumin,  no  casts. 

Case  XIII. — C.  G.,  aged  22,  married ;  first  pregnancy,  at  term  ; 
convulsion  during  labor;  forceps;  temperature  rose  to  106°; 
urine  loaded  with  albumin,  many  casts;  sixteen  convulsions  fol- 
lowing delivery,  making  a  total  of  seventeen ;  developed  pleurisy 
and  pneumonia ;  recovery  of  both. 

Case  XIV. — M.  C,  aged  17,  single ;  first  pregnancy,  delivered 
at  term  after  a  short  labor;  twenty-eight  convulsions  after  de- 
livery; urine  loaded  with  albumin,  many  casts;  temperature 
101.8°  on  entrance,  and  rapidly  rose  to  106° ;  died  three  days 
after  delivery ;  child  living. 

Case  XV. — E.  R.,  aged  27,  single;  first  pregnancy,  at  seven 
months;  premonitory  symptoms  and  one  convulsion  two  weeks 
before  entrance-,  after,  some  twitching  and  dimness  of  vision; 
urine,  large  amount  of  albumin,  many  hyaline  casts,  twenty-nine 
ounces  in  twenty- four  hours;  induced  labor,  easy  and  short; 
polyuria — one  hundred  and  forty-two  ounces  in  twenty-four 
hours;  recovery  of  both.  Mother's  urine  on  discharge:  large 
trace  of  albumin,  a  few  hyaline  casts,  urea  2  per  cent. 

Case  XVI. — S.  W.,  aged  18,  single;  first  pregnancy,  at  seven 
months ;  one  convulsion  before  entrance,  none  after ;  unconscious ; 
urine,  specific  gravity  1030,  large  trace  of  albumin ;  manual 
dilatation  and  version ;  temperature  rose  to  100.8°  on  fourth 
day;  recovery  of  both.  On  discharge  mother's  urine  showed 
trace  of  albumin. 

Case  XVII. — E.  H.,  aged  21,  married ;  second  pregnancy, 
at  eight  months;  three  convulsions  before  entrance;  pulse  120 
and  weak ;  comatose ;  urine,  one-half  albumin  by  bulk,  very  many 
coarse  granular  casts,  urea  1.8  per  cent;  manual  dilatation  and 
version ;  constant  convulsions  for  twelve  hours  after  delivery, 
and  temperature  rose  to  105°  ;  cold  tub  bath  at  60°  fourteen 
hours  after  delivery;  temperature  normal  in  twenty-four  hours; 
paralysis  of  left  arm  ;  recovery  of  both. 

Capf  XVTTI. — E.  M.,  aged  27,  married;  first  pregnancy,  at 
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eight  months;  premonitory  symptoms  for  three  weeks;  two  con- 
vulsions before  delivery ;  unconscious ;  much  edema  ;  temperature 
101°,  pulse  180;  urine  by  catheter,  one  and  one-half  drachms 
only,  solid  on  boiling ;  manual  dilatation  and  version ;  child 
dead ;  five  convulsions  after  delivery ;  died  twenty  hours  after  de- 
livery.  Four  ounces  urine  were  secreted  in  that  time,  analysis  of 
which  was  as  follows :  specific  gravity  1020,  albumin  three- 
fourths  by  bulk,  urea  .65  per  cent,  many  hyaline  and  light 
granular  casts. 

Case  XIX. — J.  K.,  aged  21,  single;  first  pregnancy,  at  term; 
convulsions  began  during  labor;  four  in  all;  manual  dilatation 
and  version;  fetus  macerated;  venesection — one  and  one-half 
pints;  urine,  specific  gravity  1010,  albumin  one-fourth  by  bulk, 
many  fine  and  coarse  granular  casts,  some  blood ;  recovery. 

These  19  cases  occurred  in  694  labors  which  I  have  had  the 
opportunity  of  observing,  an  average  of  2.7  cases  to  every  hundred 
labors.  Tbisisanexcessiveproportion.due  to  the  fact  that  so  many 
of  the  cases  were  seen  in  the  hospital,  to  which  severe  cases  are 
especially  apt  to  be  sent.  Fifteen,  or  78.9  per  cent,  were  married ; 
5,  or  21  per  cent,  were  single ;  9,  or  47.3  per  cent,  were  primipara?. 
and  10,  or  52.7  per  cent,  were  multipara1.  These  figures  are,  for 
some  unknown  reason,  not  at  all  in  accord  with  those  usually 
given,  viz.,  70  per  cent  primiparre  and  30  per  cent  multipara?. 
The  average  age  was  27  years.  Of  the  1!)  mothers.  5  died,  a 
mortality  of  26.3  per  cent.  Of  the  17  children  living  in  ut>  ro, 
2  died,  a  mortality  of  11.7  per  cent:  two  were  macerated  when 
delivered. 

With  respect  to  the  time  of  onset  of  the  convulsions,  the  figures 
arc  as  follows:  antepartum,  13  cases,  or  68.4  per  cent;  inter- 
partuni.  4  cases,  or  21  per  cent;  postpartum,  2  cases,  or  10.5  per 
cent.  The  mortality  in  each  class  was  as  follows:  antepartum, 
4  cases,  or  80  per  cent;  interpartum,  none;  postpartum,  1  case, 
or  20  per  cent. 

There  was  no  case  of  twins 

In  11  cases,  or  57.8  per  cent,  the  convulsions  ceased  with  de- 
livery: in  .4  cases  they  secme.l  to  increase.  In  the  5  fatal  cases 
the  average  QUmber  of  convulsions  was  !t.4.  and  in  the  14  non- 
fatal cases  the  number  was  7.!'. 

The   urine  contained   albumin    it)   every   case,   in   many  a    Large 

amount,  bu1   in  only  one  case  was  blood   found.     Every  case 

showed  some  edema.  In  mosl  of  the  c;.ses  the  urine  at  discharge 
contained  a  slighl  amount  of  albumin,  bu1  no  casts.     I  regrel 
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exceedingly  thai  more  careful  examination  of  the  urine  was  no1 
made  with  regard  to  urea  and  acetone,  and  ;ils<>  thai  \\('  were 
unable  to  obtain  autopsies  in  the  fatal  cases. 
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CARCINOMA    OF    THE    LARGE    INTESTINES,    WITH    SPECIAL 

REFERENCE    TO    VON    MIKULICZ'S    METHOD 

OF   RESECTION.1 


M.   STAMM,    M.D.. 
Fremont,  O. 


Malignant  growths  are  more  frequently  found  in  the  Larger 
than  in  the  smaller  bowel,  also  mure  frequently  in  males  than 
females.  They  seem  to  appear  generally  between  the  ages  of 
40  and  60  years,  bu1  have  been  observed  ;it  any  age,  even  in 
early  childhood.  The  cylindro-epithelial  tonus  of  cancer  are 
the  type  most  generally  found,  whereas  the  medullary  carcinoma 
is  quite  rare,  and  more  so  even  the  gelatinous  form.  The  former 
has  ;i  greal  tendency  to  ulcerate  and  produce  hemorrhage  or 
perforation  into  the  abdominal  cavity.  It  extends  generally  in 
;i  circular  direction  and  in  this  way  forms  ;i  stenosis,  with  hyper- 
trophy and  dilatation  of  the  intestinal  walls  above  the  sent  of 
stenosis,  with  an  ultimate  result  of  total  obstruction.  Its  mode 
of  diffusion  may  be  through  the  lymphatic  vessels,  peritoneum, 

'Read  at  the  meeting  of  the  American  Association  of  Obstetricians 
and  Gynecologists.  Washington,  D.  C,  September  16,  17.  and  18.  1902. 


326  STAMM  :    CARCINOMA   OF   THE   LARGE   INTESTINES. 

through  the  general  circulation,  or  by  continuity.  Metastasis 
sets  in  rather  late  in  cancer  of  the  bowels,  and,  according  to 
Hauser,  the  colloid  or  gelatinous  form  has  a  tendency  to  pro- 
duce metastatic  foci  in  the  serosa,  lymphatic  system,  or  bones, 
not  in  the  liver.  Medullary  cancer  has  more  a  predilection  for 
the  regional  lymphatic  glands,  and  the  scirrhus  more  for  the 
liver.  The  symptoms  seem  to  develop  quite  slowly,  and  obstinate 
constipation  appears  to  be  the  most  prominent  one ;  by  some 
observers  this  is  even  considered  the  cause  of  cancer.  Trauma 
has  also  been  looked  upon  as  the  cause  in  a  few  cases.  We  notice 
disturbance  of  the  intestinal  function  sooner  when  the  cancer  is 
seated  in  the  lower  portion  of  the  colon,  since  the  stools  are 
harder  there  than  in  the  cecum.  The  annular  cancer  also  causes 
symptoms  sooner  than  cancer  extending  longitudinally  along 
the  intestinal  wall.  In  some  cases  constipation  alternates  with 
diarrhea,  and  a  tumor  in  the  sigmoid  flexure  is  accompanied  with 
tenesmus ;  the  stools  present  the  shape  of  ribbons  or  resemble  the 
stools  of  sheep.  Bloody  discharges  are  quite  an  important  symp- 
tom, whereas  the  presence  of  mucus  points  more  to  catarrh  of  the 
lower  bowels.  Colicky  pains  also  have  some  significance,  as  they 
are  caused  by  the  contraction  of  the  hypertrophic  intestinal  seg- 
ments ;  at  the  same  time  gas  may  be  pressed  through  the  stenosed 
portion,  producing  in  that  way  a  characteristic  squirting  noise, 
which  Konig  has  called  Stenosengerauscli.  The  contour  of  the 
contracted  coil  can  be  readily  traced  through  the  abdominal  walls 
and  gives  the  impression  of  a  solid  tumor,  which,  however,  sud- 
denly disappears  with  a  gurgling  sound.  This  stiffening  of  the 
intestinal  coils  is  a  characteristic  sign  of  stenosis,  and  if  it  per- 
sists after  injections,  hot  applications,  or  the  administration  of 
opiates  and  laxatives,  it  becomes  a  positive  diagnostic  sign  of 
chronic  stenosis.  If  it  is  constantly  found  in  the  same  region  it 
will  also  indicate  the  seat  of  obstruction.  This  obstruction,  as  a 
rule,  comes  on  gradually,  but  in  some  cases  may  develop  quite 
suddenly  and  may  even  be  combined  with  invagination.  These 
tumors  are  found  most  frequently  at  the  sigmoid  flexure,  next  at 
the  ileo-cecal  region,  and  then  at  the  transverse  colon.  Tumors  of 
the  ileo-cecal  region  generally  rest  upon  the  pelvic  bone  and  can, 
therefore,  be  more  readily  detected  than  in  some  other  portions 
of  the  colon.  Tf  located  at  the  ascending  colon  and  hepatic 
flexure  they  can  be  palpated  under  the  borders  of  the  ribs.  In 
the  transverse  colon  some  small  annular  tumors  were  only  de- 
tected after  the  abdomen  was  opened.     In  one  case  the  stiffening 
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of  the  cecum  ami  ascending  colon  led  to  its  diagnosis.  The 
splenii-  tlexure  lias  been  the  seat  of  small  annular  tumors,  but 
they  escaped  detection  as  they  were  hidden  behind  the  riba  and 
could  not  be  readily  felt  even  after  incision,  since  the  flexure  is 
not  very  movable.  Distension  of  the  transverse  colon  and  col- 
lapse of  the  descending  colon  and  sigmoid  flexure,  however, 
pointed  to  the  seat  of  obstruction.  Tumors  of  the  sigmoid  flexure 
at  times  also  present  some  difficulty  of  diagnosis,  especially  at  the 
lower  portion  of  the  flexure,  as  they  are  generally  small  and 
ring-shaped;  and,  besides  this,  the  seat  of  stenosis  is  overlapped 
by  the  inflated  smaller  intestines.  In  my  case  the  tumor  could 
be  readily  palpated,  as  it  was  attached  to  the  abdominal  walls. 
Experience  seems  to  demonstrate  that  the  smaller  annular 
cancers  readily  escape  palpation,  are  also  more  apt  to  cause 
obstruction,  and  that  the  diagnosis  is  more  difficult  the  more 
this  stage  of  obstruction  is  developed.  These  tumors  have  quite 
a  tendency  to  ulcerate  and  to  suppurate,  and  pus  foci  may  be 
found  in  the  tumor  or  in  the  neighboring  organs — i.e.,  the 
omentum,  intestinal  or  parietal  walls — so  that  such  abscesses 
may  disguise  the  true  condition.  Several  cases  are  on  record 
where  they  perforated  into  the  abdominal  cavity  and  produced 
general  peritonitis.  We  also  find  decubital  ulcers  (Dehnungs- 
geschiciire,  as  Kocher  calls  them)  above  the  seat  of  obstruction, 
owing  to  over-distension  of  the  intestinal  wall. 

Diagnosis  of  such  cancerous  tumors  is,  as  a  rule,  not  so  easy, 
except  where  they  are  of  considerable  size.  The  symptoms  of 
stenosis  are  colicky  pains,  rigidity  or  stiffening  of  the  coil  above 
its  seat,  and  the  noises  and  gurgling  sounds  of  stenosis.  If  they 
appear  in  persons  of  middle  age  or  older  than  that,  and  persist 
after  the  use  of  laxatives  or  opiates  and  proper  diet,  we  can 
safely  assume  that  we  have  to  deal  with  a  stenosis  or  mechanical 
obstruction.  Tenesmus  and  bloody  or  putrid  discharges  also 
point  to  stenosis  of  the  lower  part  of  the  colon  and  call  for  rectal 
examination.  It  would  be  of  great  advantage  if  we  could  ex- 
amine such  cases  before  symptoms  of  obstruction  and  distension 
of  the  bowels  have  set  in;  but  as  these  growths  at  first  are  latent 
in  their  appearance  and  do  not  cause  much  disturbance,  patients 
are  generally  slow  in  calling  upon  a  physician.  Where,  how- 
ever, symptoms  of  stenosis  become  manifest,  thorough  and  re- 
peated examinations  should  be  instituted,  even  under  anesthesia  ; 
and  if  these  symptoms  persist  or  become  worse,  surgical  inter- 
ference should  not  be  delayed  very  long.     Of  course  with  the 
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symptoms  of  stenosis  the  nature  of  the  growth  has  not  been  made 
clear,  and,  besides  cancer,  we  h_ave  to  think  of  tubercular  and 
benign  growth.  The  history  of  the  case  will  give  us  some  clue  in 
this  respect,  besides  the  knowledge  that  malignant  growths  are 
of  more  frequent  occurrence.  No  great  danger  will,  however, 
accrue  for  the  patient  if  we  are  not  able  to  diagnose  the  real 
nature  of  the  tumor,  since  all  such  conditions  call  for  operative 
interference.  "Where  the  tumor  can  be  palpated  some  other 
diagnostic  factors  have  to  be  considered.  In  the  ileo-cecal  region 
we  may  have  to  deal  with  chronic  inflammatory  exudation ;  this 
condition,  however,  shows  generally  a  tendency  to  absorption, 
whereas  the  malignant  tumors  remain  stationary  or  increase  in 
size.  In  tubercular  tumors  the  age  of  the  patient,  and  the  history 
of  the  case  as  to  tubercular  degeneration  of  some  other  organ,  are 
valuable  factors  in  diagnosis,  although  Korte  mentions  a  case 
which  showed  tubercular  deposits  in  the  lungs  and  a  tumor  in  the 
ileo-cecal  region  which  after  operation  proved  to  be  a  colloid 
cancer.  Actinomycosis  may  also  form  a  swelling  in  the  ileo- 
cecal region  that  may  assume  the  shape  of  an  inflammatory  in- 
filtration as  hard  as  a  board  or  of  a  circumscribed  tumor,  so  that 
only  a  microscopic  examination  will  reveal  its  true  nature. 
Tumors  of  the  cecum,  colon  ascendens,  and  the  hepatic  flexure 
not  infrequently  are  mistaken  for  a  floating  kidney.  The  latter, 
however,  has  a  smoother  surface  than  the  nodular  growth  of 
cancer,  and  it  can  readily  be  replaced  in  its  normal  position. 
Inflammatory  and  malignant  tumors  of  the  gall  bladder  can  be 
mistaken  for  tumors  of  the  colon,  especially  when  the  latter  are 
adherent  to  the  liver;  but  symptoms  of  gall  stones  or  jaundice 
generally  precede  or  accompany  the  former  condition.  Tumors 
of  the  transverse  coIod  may  closely  resemble  tumors  of  the  Larger 
curvature  of  the  stomach  or  pylorus.  Insufflation  of  the  stomach 
and  bowels  will  throw  some  Light  on  this  question,  and  the  same 
may  he  said  of  tumors  near  the  splenic  flexure.  Korte  mentions 
8  ease  where  an  able  diagnostician  found  some  pus  on  puncturing 
the  tumor;  this  led  him  to  regard  it  as  a  purulenl  cyst  of  tin1 
spleen,  lull  alter  inflating  the  colon  he  made  a  diagnosis  of  tumor 
of  the  Latter  viscus.    Tumors  of  the  colon  have  been  mistaken  for 

growths  of  the  kidney.  bu1  examination  of  the  urine  and  insuffla- 
tion of  the  bowels  will  assist  us  in  making  a  correct  diagnosis. 
Tumors  of  the  sigmoid  flexure  can  sometimes  be  felt  through  the 
rectum  or  vagina,  hut  they  have  also  been  mistaken  for  tumors 
of  the  ailnexa.     Nothnagel  estimates  the  length   in  life  iii  eases 
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unaided  by  operation  from  one-half  to  two  years;  there  are  a 
few  cases  said  to  have  lived  five  yens. 

The  question  of  the  advisability  "I"  an  operation  is  qo1  always 
easy  to  Bolve.  The  mobility  <>t'  the  tumor  has  Borne  bearing  upon 
this  question.  tleo-cecaJ  tumors  are  qo1  very  movable,  and  even 
strongly  fixed  growths  in  thai  Locality  do  ool  oecessarily  contra- 
indicate  an  operation.  Korte,  in  sued  a  case,  removed  portions 
of  the  anterior  wall  <>t'  the  abdomen  and  also  of  the  iliac  fascia 
;iikI  the  patient  lived  aine  years.  In  the  transverse  colon  01 
sigmoid  flexure  things  are  somewhat  different,  as  tumors  in  thai 
locality  arc  more  movable  owing  to  the  anatomical  arrangemenl 
of  those  parts.  Should  they  become  fixed  tin'  possibility  of  a 
radical  operation  is  very  Limited,  especially  a1  the  lower  portion 
of  the  sigmoid  flexure,  where  the  tumor  becomes  adherent  above 
the  promontory.  Adhesions  to  the  abdominal  walls  or  the 
omentum  are  of  little  importance;  more  serious  are  adhesions  to 
the  neighboring  coils  or  to  the  bladder.  Infiltrations  of  the 
mesenteric  glands  increase  the  danger  very  much,  especially  at  the 
root  of  the  mesentery,  where  ligature  of  the  larger  blood  vessels 
would  endanger  the  nutrition  of  some  portions  of  the  bowels. 
Metastasis  of  the  liver  or  peritoneum  contraindicates  a  radical 
operation. 

The  true  condition  is  sometimes  only  revealed  after  parts  have 
been  exposed  by  incision.  As  a  rule  we  are  able  to  tell  which 
portion  of  the  bowels  is  affected  when  the  tumor  is  located  in 
those  regions  which  have  anatomically  a  fixed  position — i.e.,  the 
cecum,  the  ascending  colon,  hepatic  flexure,  and  descending 
colon.  In  a  few  cases  the  cancer  was  combined  with  invagination 
in  the  ileo-cecum,  and  the  tumor  could  be  fell  in  the  median  line 
near  the  umbilicus.  When  located  in  the  transverse  colon  this 
viscus  may  form  an  arch  down  to  the  pelvis,  so  that  a  tumor  felt 
in  the  latter  region  may  mislead  us  in  regard  to  its  connection. 
If  there  is  no  palpable  tumor,  a  probable  diagnosis  can  only  be 
made  by  the  symptoms  indicating  distension  of  some  coil  and 
stenosis,  and  by  the  recurrence  of  such  symptoms  at  regular  in- 
tervals and  at  some  fixed  portion  of  the  bowels.  .\s  stated  before, 
tenesmus  and  bloody  discharges  point  to  a  tumor  in  the  sigmoid 
flexure.  The  fact.  also,  that  only  about  one  litre  of  fluid  can  be 
injected  into  the  rectum  may  be  considered  a  characteristie 
sign  of  that  condition,  except  where  the  bowels  are  considerably 
distended. 

In  regard  to  treatment,  our  main  object  should  be  a  radical 
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removal  of  the  malignant  growth,  and  palliative  measures  should 
only  be  reserved  for  inoperable  cases.  Unfortunately  many 
patients  come  into  our  hands  when  a  radical  operation  offers 
very  little  chance  and  where  an  artificial  anus  alone  may  prolong 
life,  but  will  add  very  little  to  its  pleasures.  From  a  theoretical 
and  technical  standpoint,  where  radical  operation  is  still  ad- 
missible, circular  resection  or  lateral  implantation  or  anastomosis 
would  suggest  itself,  and  most  of  the  operators  have  followed 
these  methods.  Korte  seems  to  have  had  very  satisfactory  results 
in  cases  of  ileo-eecal  carcinoma  by  lateral  implantation,  and  he 
ascribes  this  result  to  the  fact  that  none  of  his  cases  have  suffered 
from  obstruction — a  condition  which,  no  doubt,  influences  the 
operative  result  materially.  Kocher.  Kiimmell,  Kelly,  and  some 
others,  after  extensive  resection  of  the  sigmoid  flexure  and  as- 
cending colon,  have  invaginated  the  colon  into  the  rectum.  Kiim- 
mell  reports  even  a  case  where  he  extirpate^  the  colon  and  rectum 
to  such  an  extent  that  he  stitched  the  transverse  colon  to  the 
anal  ring.  It  is  certainly  encouraging  to  know  what  brilliant  suc- 
cess some  eminent  men  have  achieved  in  this  line  of  work.  A 
general  survey  of  the  literature  and  statistics  on  this  subject, 
however,  shows  even  in  the  hands  of  our  best  surgeons  a  mor- 
tality high  enough  to  cause  us  to  look  for  some  method  that  might 
reduce  the  danger  still  more.  I  hailed,  therefore,  with  delight 
a  method  described  by  Von  Mikulicz1  which  he  has  followed  of 
late  in  resection  of  the  larger  intestines  for  malignant  or  other 
growths, and  which,  though  in  a  roundabout  way,  has  given  better 
results  than  any  other  method  so  far  described.  As  it  has  given 
great  satisfaction  in  one  of  my  cases,  it  may  be  worth  while  to 
detail  the  different  steps  of  the  operation  by  giving  the  full 
history  of  the  case. 

I'..  aged  54  years,  farmer,  came  to  see  me  toward  the  end  of 
April,  1901.  He  had  noticed  a  swelling  in  the  left  inguinal 
region  for  about  two  months.  Constipation,  colicky  pains,  and 
some  blood  in  his  stools  were  the  most  prominent  symptoms  at 
that  time.  His  general  health  did  not  seem  to  be  affected  much 
by  it.  The  tumor  appeared  small,  a  little  nodular,  and  not  mov- 
able. Operation  was  proposed,  but  not  accepted  until  about  the 
middle  of  June.  At  that  time  the  mass  presented  the  size  of  an 
f_r,_r.  was  less  nodular,  and  seemed  to  be  firmly  attached  to  the 
parietal  walls.  Injection  of  water  did  not  move  the  tumor  and 
added  nothing  farther  in  regard  to  diagnosis.   A  slighl  cachectic 

1  Handbuch    der    praktischen    Chirurgie,    vol.    iii. 
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appearance,  however,  made  the  latter  more  positive  in  regard  to 

carcinoma.    Operation  was  made  on  -h ^7,  l!)oi,  ami  carried 

out  precisely  as  described  by  Prof.  Von  Mikulicz.  An  incision 
in  the  li'i't  inguinal  region,  as  usually  made  in  colostomy,  re- 
vealed tin'  tumor  adherent  to  the  parietal  peritoneum,  which  was 
thickened,  and  the  muscles  were  edematous.  The  tumor  was  of 
the  si/c  of  an  orange  and  could  readily  be  separated  from  its 
adhesions.  The  peritoneum  was  stitched  to  the  integument;  the 
mesentery  ligated  to  the  extent  of  one  and  one-half  inches  be- 
yond the  limit  of  the  growth  on  each  side ;  the  tumor  was  then 
brought  outside  the  peritoneal  cavity,  so  that  the  two  intestinal 
coils  were  brought  into  parallel  apposition  and,  so  to  say, 
formed  the  pedicle.  The  hiatus  in  the  mesentery  was  brought  to- 
gether  by  a  few  catgut  sutures  as  far  as  the  coils  protruded 
from  the  abdominal  cavity.  These  coils  were  brought  more  in- 
timately  together  by  a  continuous  row  of  sutures  on  each  side, 
so  that  there  would  be  little  danger  of  perforation  from  the 
instrument  which  Von  Mikulicz  used  to  clamp  the  spur  and 
which  he  called  "kentrotribe"  (Spornguetsclie) .  A  few  sutures 
fixed  the  bowels  to  the  edge  of  the  wound,  and  especial  care  was 
taken  that  the  mesocolon  would  reach  up  to  the  level  of  the 
wound  to  prevent  gangrene  of  the  intestine  in  the  abdominal 
cavity.  The  parietal  incision  was  then  closed  in  a  manner 
similar  to  colostomy.  This  condition  still  makes  it  possible  for 
gas,  and  even  stools,  to  pass  through  the  eventrated  coil.  My 
patient  began  to  complain  of  a  rumbling  of  the  bowels  and 
pain  about  thirty-six  hours  after  operation,  so  that  about 
2  o'clock  in  the  morning  I  cut  the  tumor  off  with  a  pair  of 
shears.  The  temperature  varied  the  first  two  days  between 
102°  and  103°,  but  after  removal  of  the  growth  it  went  down  to 
101°.  The  efferent  coil  was  left  a  little  longer  than  the  afferent 
one,  as  the  latter  has  a  greater  tendency  to  protrude  and  the 
latter  to  retract.  The  result  of  this  procedure  is  an  artificial 
anus,  which  is  left  in  that  condition  for  about  ten  days  or  two 
weeks;  after  that  time  the  spur  can  be  clamped  off  with  Mi- 
kulicz's clamp  (or  Spornguetsclie,  as  he  calls  it)  and  which  1 
here  show  you.  This  instrument  could  not  be  found  here  in 
the  market,  and  the  manufacturers  did  not  venture  to  make  one 
unless  they  had  a  sample  to  copy  it  from.  It  was,  therefore, 
ordered  from  Germany,  which  caused  quite  a  delay,  so  that  I 
■could  apply  it  not  sooner  than  October  2,  1901.    I  removed  it  on 
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October  11  and  allowed  the  patient  to  go  home  for  a  few  weeks, 
to  see  what  effort  Nature  would  make  in  closing  the  intestine. 
On  his  return,  November  25,  I  found  the  spur  very  much  short- 
ened, but  stools  still  passed  out  at  the  side  with  the  exception  of 
a  few  evacuations  through  the  anus.  The  clamp  was  applied 
again  for  a  few  days  and  the  final  operation  made  on  December 
14.  An  incision  was  made  around  the  artificial  anus  about 
one-half  inch  from  the  mucous  membrane,  and  a  tampon  intro- 
duced into  the  lumen  of  the  upper  coil;  the  peritoneum  was 
opened  at  the  lower  edge  of  the  wound.  The  adhesions  were 
firm  and  extensive,  and  it  required  some  time  to  separate  them. 
The  projecting  mucous  membrane  was  removed  with  the  excised 
tissue  of  the  abdominal  wall.  I  then  first  united  the  mucous  mem- 
brane of  the  two  coils,  and  this  was  followed  by  two  rows  of 
Lembert  sutures.  A  small  sterilized  gauze  strip  was  left  over  the 
line  of  suture  and  the  abdominal  wound  closed  with  silk  and 
silver  sutures.  With  the  removal  of  the  tampon  on  the  fourth 
day  a  little  brownish  fluid  and  gas  with  fecal  odor  escaped. 
Temperature  varied  between  99°  and  100y2°,  pulse  62  to  72  per 
minute.  A  little  flatus  passed  through  the  anus  on  the  second 
day,  and  for  about  ten  days  a  little  escape  of  gas  through  the 
wound  could  be  noticed.  On  the  thirteenth  day  I  injected  some 
Epsom  salt  solution,  colored  with  methylene  blue,  into  the  colon, 
but  no  fluid  escaped  through  the  wound,  which  was  healed  up  to 
a  small  stitch  hole.  Bowels  had  not  moved  before,  but  did  move 
twice  the  same  night.  Patient  left  the  hospital  on  December  28, 
and  a  recent  examination  shows  him  in  better  health  than  he  had 
been  for  years. 

Von  Mikulicz  stated,  in  a  letter  written  to  me  in  Febru- 
ary Last,  that  he  was  well  satisfied  with  this  method  and  that  it 
had  enabled  him  to  undertake  without  too  great  risk  operations 
in  cases  which  had  hitherto  been  considered  inoperable.  He 
.■mild  reporl  a1  that  time  about  30  operations  made  by  himself 
and  others,  and  thai  the  mortality  did  not  reach  10  per  cent.  It 
should  be  remembered  Unit  with  the  other  methods  the  mortality 
still  ranges  from  36  t<>  •"><>  per  cent  even  in  the  best  hands. 

Prom  ;i  paper  read  by  Von  Mikulicz  before  the  German 
Surgical  Society  I  notice  Unit  he  has  modified  the  operation' 
somewhat.  Instead  of  waiting  twelve  to  forty-eight  hours  be- 
fore he  ciils  off  the  tumor,  lie  now  removes  it  at  once  and  places 
a  large  glass  tube  into  the  upper  coil,  to  winch  is  attached  a 
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rubber  tube  to  drain  off  the  intestinal  contents.  The  wound, 
after  being  closed  in  a  manner  similar  to  an  artificial  anus,  is 
covered  with  zinc  paste  and  sterilized  gauze;  a  pice,,  of  oiled 
silk,  provided  with  a  slit  to  pull  the  tumor  through  it.  is  placed 
uvcr  this.  As  i<>  the  ultimate  result,  he  states  thai  ou1  of 
12  cases  operated  upon  more  than  four  years  ago  there  has  been 
no  recurrence  bo  Ear  in  5  cases,  and  they  represent  a  time  from 
four  to  nine  and  one-quarter  years.  This  report,  combined  with 
the  one  furnished  two  years  ago  by  Korte,  would  give  9  perma- 
nent cures  ou1  of  24  cases,  or  37.5  per  cent,  which  compares  favor- 
ably with  any  other  statistics  on  operations  for  cancer. 
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While  recently  preparing  a  paper  on  the  older  methods  of 
substitute  feeding,  so  many  things  of  interest  relating  to  ma- 
ternal nursing  were  encountered  that  it  seemed  desirable  to 
embody  them  in  a  paper  on  this  subject.  The  present-day  litera- 
ture demands  so  much  of  our  attention  that  few  of  us  take  the 
opportunity  to  study  the  older  writings.  This  fact  emboldens 
the  writer  to  present  to  you  some  of  the  more  interesting  and 
amusing  features  noted  in  the  course  of  this  Btudy. 

Dr.  Jacobi,  in  the  preface  to  a  monograph  on  "Infant  Diet," 
written  in  1873,  says :  " There  was  s  time  when  no  historical  essay, 
either  systematic  or  mono<_:ra  pineal,  could  be  written  without 
reference  to  Adam  and  Eve.  With  similar  pertinacious  appeal 
to  first  principles  have  treatises  on  the  diet,  physiology,  or 
pathology  of  infants  or  children  considered  themselves  bound  to 
prove,  by  multitudinous  facts,  that  breast  milk  is  the  indispen 
sable  food  for  new-born  or  for  young  infants.  Now,  there  are 
some  truths  which  OUghl  by  this  time  to  be  taken  as  axioms  and 
whose  fresh  demonstration  seems  to  me  superfluous." 

Read  before  the  Philadelphia  Pediatric  Societv,  November  11,  1902. 
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The  writer  agrees  fully  with  what  Dr.  Jaeobi  has  written,  and 
it  is  not  the  purpose  of  this  paper  to  prove  that  breast  milk  is 
the  indispensable  food  for  the  new-born.  With  Dr.  Jaeobi  we 
take  it  as.  granted  that  mother's  milk  is  the  most  appropriate 
food  for  an  infant  in  all  its  stages  of  gradual  development.  It 
would  seem,  however,  from  what  follows,  that  there  was  a  time 
when  it  was  necessary  to  educate  not  alone  the  mother  but  like- 
wise the  physician  to  a  fuller  appreciation  of  this  truth.  It  was 
for  this  reason,  apparently,  that  so  many  of  the  older  writers 
expended  time  and  eloquence  in  endeavoring  to  prove  a  proposi- 
tion which  we  look  upon  to-day  as  self-evident. 

According  to  Van  Swieten  (1742),  it  must  have  been  a  not  un- 
common occurrence  for  physicians  in  the  seventeenth  and  early 
eighteenth  century  to  recommend  artificial  foods  in  preference 
to  human  breast  milk.  He  quotes  Van  Helmont  and  his  school 
as  condemning  the  use  of  milk,  "be  it  from  the  mother's  breast 
or  from  animals,"  their  objection  being  "that  milk  grows  sour 
in  the  stomach."  As  a  substitute  food  they  used  "a  pap  made 
with  beer,"  which  Van  Swieten  considered  "a  very  singular 
preference  and  one  which  was  not  satisfactorily  explained." 

Opposition  to  maternal  nursing  has  been  more  prevalent  at 
some  periods  than  at  others,  and,  fortunately  perhaps,  always 
more  common  in  the  higher  than  in  the  lower  walks  of  life.  In 
the  latter  part  of  the  eighteenth  and  in  the  beginning  of  the 
nineteenth  century,  custom — or  style,  as  some  author  expresses 
it — practically  proscribed  maternal  nursing  among  the  aristoc- 
racy of  France  and  England.  Walter  Harris,  in  his  "Treatise 
of  the  Acute  Diseases  of  Infants,"  translated  from  the  Latin 
by  Thomas  Astley  in  1742,  says  "it  is  grievously  to  be  lamented 
that  so  many  mothers,  not  only  of  high  rank,  but  even  of  the 
common  sort,  can  with  so  much  inhumanity  and  more  than 
brutish  cruelty  desert  their  tender  offspring  and  expose  them  to 
so  many  dangers  of  mercenary  nurses."  Every  author  com- 
ments in  like  unfavorable  fashion  upon  the  existence  of  this 
evil.  The  reasons  given  for  it.  were  many,  and,  curiously  enough, 
much  the  same  as  those  we  have  to  contend  with  to-day.  The 
author  just  quoted  formulates  them  thus:  "They  are:  the  more 
free  enjoyment  of  diversions,  the  greater  ease  of  adorning  their 
persons,  the  opportunity  of  receiving  impertinent  visits  and 
returning  these  insipid    favors,  the  more   frequent  attendance 
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upon  the  theatre,  or  the  spending  of  the  greater  part  of  the 
night  upon  their  beloved  cards." 

Many  of  the  arguments  used  in  favor  of  maternal  nursing 
Beemed  to  be  addressed  especially  to  mothers. 

Thus,  Underwood  (1789)  states  "that  suckling  conduces  to 
the  easy  recovery  of  the  mother";  but,  aside  from  this,  he  con- 
sidered thai  she  owed  a  duty  to  her  child,  and  to  the  child  of  the 
wet-nurse  she  would  probably  employ  if  she  did  not  nurse  her 
own,  which  ought  to  induce  her  to  perform  this  mother's  duty. 
He  says:  "The  infant  race  of  man  passes  through  a  long  period 
utterly  helpless,  alike  divested  of  ideas  to  guide  and  of  strength 
to  manage  for  themselves;  but  to  the  parent  is  imparted  both, 
whose  province  it  is  to  judge  for  them  and  actually  put  into 
their  hands  or  mouths  whatsoever  they  may  stand  in  need  of. 
When  the  parent,  therefore,  forsakes  the  paths  of  simplicity  and 
lays  down  arbitrary  rules,  the  result  of  false  science  instead  of 
patient  experience,  or  mistakes  the  clamor  of  fashion  for  the 
voice  of  Nature,  confusion  and  disease  must  be  the  unavoidable 
consequence.  Awakened  by  these,  man  is  loudly  called  upon  to 
return  to  the  simplicity  of  Nature  and  the  result  of  dispassionate 
observation."  Nicholas  Rosen  von  Rosenstein  (Sparrman's 
translation,  1776)  uses,  as  does  Underwood,  the  beneficial  results 
of  nursing  upon  the  mother  as  an  argument  in  favor  of  maternal 
nursing.  "By  doing  this,"  he  says,  "they  gain  a  great  deal. 
They  will  have  earlier  deliveries,  avoid  several  diseases,  as  the 
milk  fever,  purpura  puerperium,  and  inflammation  of  the  womb ; 
also  bubones  lacteae  in  the  groins,  which  often  make  them  lame. 
They  avoid  likewise  the  fluor  albus  or  whites,  etc.,  which  often 
arise  from  such  causes. ' ' 

The  learned  John  Anstruc,  writing  at  an  earlier  period  (1746), 
considered  it  "cruel  and  unnatural  in  a  mother,  either  out  of 
self-love  or  indolence,  to  defraud  the  new-born  babe  of  that 
milk  which  Nature  has  provided  for  it."  He  quotes  the  follow- 
ing words  of  the  prophet  as  "a  standing  instance  of  how  much 
God  Himself  was  displeased  with  this  barbarity  amongst  the 
Jews:  'The  sea  monsters  draw  out  the  breast;  they  give  suck 
to  their  young  ones;  the  daughter  of  my  people  is  become  cruel 
like  the  ostrich  in  the  wilderness'  (Sam.  iv.  3)  ;  and  again,  'She 
is  hardened  against  her  young  ones  as  though  they  were  not 
hers'   (Job  xxxix.  16)."  ' 

Dewees  (Philadelphia,  1825)  quotes  the  following  lines  from 
Transillo   CRoscoe's  translation)   in  advocacy  of  maternal  nurs- 
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ing,  showing  in  what  light  he  held  the  mother  who  attempted 
to  avoid  this  duty  to  her  offspring  : 

"Does  horror  shake  us  when  the  pregnant  dame, 

To  spare  her  beauties  or  to  hide  her  shame, 
Destroys  with  impious  rage  and  arts  accursed 

Her  growing  offspring    ere  to  life  it  burst, 
And  can  we  bear  on  every  slight  pretence 

The  kindred  guilt  that  marks  this  dread  offence? 

She  who  to  babe  her  breast  denies, 

The  sentient  mind,  the  living  man  destroys." 

Walter  Dendy  (New  York,  1833),  in  his  very  interesting  pub- 
lication, "The  Book  of  the  Nursery,"  in  arguing  for  maternal 
nursing  writes  thus:  "The  act  of  nursing  is  both  a  duty  and  a 
mutual  pleasure. 

"  'The  starting  beverage  meets  the  thirsty  lip: 
'Tis  joy  to  yield  it  as  'tis  joy  to  sip.' 

Indeed,  every  mother  is  guilty  of  lessening  her  own  maternal 
dignity  who  does  not  avail  herself  of  that  fountain  of  nutrition 
which  Nature  has  bountifully  bestowed  upon  her  as  the  support 
and  preservation  of  life.  How  exquisite  is  the  story  of  the 
Venetian  mother  who,  seeing,  with  extreme  agony,  her  child 
creeping  toward  the  edge  of  a  precipice,  spite  of  all  her  endear- 
ing tones  and  epithets,  suddenly  unfolded  her  bosom  to  its 
view  and  by  that  powerful  magnet  instantly  drew  her  infant 
from  destruction  to  her  trembling  arms."  Thus  might  one 
quote  indefinitely  from  the  beautiful  and  sometimes  amusing 
lines  which  have  been  written  in  support  of  maternal  nursing. 
Tin  contraindications  to  breast  feeding  have  always  been 
much  the  same.  Some  authors  have  laid  more  stress  upon  cer- 
tain conditions  than  have  others,  but  in  the  main  they  agree 
pretty  closely  with  the  views  we  hold  to-day.  Augustus  Struve 
(1801)  advised  that  "only  healthy  mothers  ought  to  suckle 
their  children,  while  those  who  are  sickly,  passionate,  fretful  or 
oppressed  with  grief,  subjed  to  fits  of  anger,  epilepsy,  scrofula, 
consumption,  and  other  diseases,  should  rather  employ  wet- 
nurses  than  engraft  their  misery  on  their  innocent  offspring." 
John  Syer  (1812)  advised  recourse  to  a  wet-nurse  under  the 
following  conditions:  In  the  event  of  (1)  habitual  relaxation  of 
the  intestines;  (2  pregnancy;  (3)  secretion  of  sebaceous  mat- 
ter by  the  glands  of  the  nipple,  imparting  a  bitter  ta.ste  to  the 
milk-.  (4)  secretion  of  a  Buperabundanl  quantity  of  the  neutral 
salts  of  the  blood,  producing  ;i  strong  saline  taste;  and  (5)  a 
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very  scanty  supply.  Other  writers  did  qoI  consider  this  latter 
objection  Bufficienl  to  justify  entire  withdrawal  of  the  breast 
Moss  L794),  CamboE  L799  .  and  Later  Deweea  1825)  advised 
partial  substitute  feeding  under  these  circumstances.  Most  of 
the  earlier  writers  agreed  with  Syer  in  considering  pregnancy 
as  a  contraindication,  and  some  included  menstruation;  but  Van 
Swieten  "did  no1  find  that  the  nurse's  health  was  much  altered 
or  her  milk  changed  in  any  respect"  during  menstruation,  and 
he  did  n<>t  consider  thai  the  occurrence  of  pregnancy  should 
"produce  much  alarm."  He  refers  to  having  seen  "a  woman 
who,  feeling  the  first  pains  of  her  accouchement,  gave  her  breast 
to  her  child  of  a  year  old,  saying  it  must  say  good-by  to  the 
milk  which  was  destined  for  the  one  about  to  be  born."  Fur- 
thermore, he  says,  "it  had  happened  thus  to  this  woman  for  the 
sixth  time."  Rosen  von  Rosenstein  (1776)  found  that  children 
sucking  during  menstruation  "have  been  indisposed,"  but, 
rather  than  wean  the  child,  he  advised  that  "some  other  person 
should  suck  the  nurse's  milk  on  those  days  and  the  child  in  the 
meantime  be  fed  with  clear  whey,  such  as  is  obtained  in  pre- 
paring egg  eheese  from  coagulated  milk  and  eggs."  This  sage 
advice  was  apparently  not  appreciated  by  his  confreres,  as  one 
does  not  find  further  reference  to  it  until  well  on  in  the  nine- 
teenth century.  The  views  of  Walter  Harris  (1742)  upon  this 
subject  are  very  interesting;  he  says  that  "if  the  nurse  is  given 
to  the  drinking  of  wine  or  spirituous  liquors  her  milk  is  presently 
influenced  and  the  unhappy  infant  sucks  in  tires  that  are  almost 
unquenchable;  but  if,  out  of  lasciviousness.  she  too  soon  admits 
the  embraces  of  her  husband  whilst  she  gives  suck,  the  menses 
are  often  brought  down  and  thereby  the  milk  is  corrupted  and 
coagulated,  and  the  substance  of  the  milk  being  denied  another 
way.  it  is  gradually  diminished,  and  the  emaciated  infant,  being 
fed  tor  some  time  with  an  improper  nourishment,  often  perishes. 
If,  in  the  last  place,  the  nurse  is  hysterical,  is  of  a  tender  and 
delicate  constitution,  let  her  be  ever  so  chaste  or  sober,  yet  her 
milk  degenerates  and  often  grows  thick  from  the  fault  of  her 
own  constitution.  In  what  dangers,  therefore,  are  all  those  that 
suck !  From  this  and  other  causes  it  is  that  the  passing-bells  are 
so  often  heard  to  toll  for  some  innocent  infant  that  suffers  for 
the  faults  of  his  nurse  and  perishes  from  no  other  cause  than 
that  he  has  had  the  misfortune  to  suck  a  nurse  who  is  intem- 
perate, nasty,   ill-natured,   or  endowed   with   some   ill   quality  or 

other." 
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Rules  to  Guide  the  Nurse. — That  the  mother  should  guard 
her  habits  and  health  during  lactation  has  always  been  ur- 
gently advised. 

Van  Swieten  (1742)  recommended  the  following  regimen  for 
the  mother  or  the  wet-nurse :  ' '  She  should  refrain  from  eating 
leeks  and  onions  and  all  articles  of  a  strong  or  disagreeable  odor. 
She  should  eat  very  moderately  of  confections,  stewed  fruits, 
and  such  dainties.  She  should  not  change  suddenly  the  kind 
of  life  to  which  she  has  been  accustomed  and  in  which  she  lived 
when  in  good  health.  Simple  nourishment,  such  as  soups  and 
roasted  meats,  is  desirable.  Young  and  tender  vegetables,  ripe 
fruits,  and  fresh  eggs  may  be  taken,  but  fats  and  acids  and 
aromatic  foods  are  forbidden.  In  the  beginning  of  lactation 
she  should  take  more  liquid  nourishment  and  less  meat,  increas- 
ing the  solids  and  reducing  the  liquids  as  the  infant  grows 
older."  Alcoholics  are  forbidden,  but  "one  ought,"  he  says, 
"to  accord  a  little  leniency  to  the  habits  and  customs  of  the 
country."  He  insists  upon  sufficient  exercise,  "especially  for 
the  arms  and  body,  such  as  making  beds  and  carrying  water," 
and  some  exercise  in  the  open  air.  "Tranquillity  of  spirit  and 
happiness"  should  always  obtain. 

Rosen  von  Rosenstein  (1776),  like  Harris,  advised  that  "the 
nurse  should  avoid  all  commerce  of  love,"  as  "the  milk  by  this 
will  be  spoiled  and  grow  salt."  She  should  take  sufficient  and 
necessary  sleep,  otherwise  "her  breasts  will  dry  up,  the  milk  will 
turn  yellow  and  bad. "  "  She  ought  to  know  how  to  govern  her 
passions;  if  exasperated  she  should  not  suckle  the  child  imme- 
diately, as  it  will  grow  indisposed,  get  convulsions  or  some 
other  dangerous  disease,  and  often  lose  its  life."  He  quotes 
Dr.  Albinus  as  having  observed  "a  child  a  year  old  sucking  its 
mother  when  she  was  exasperated,  the  consequence  of  which 
was.  the  child  immediately  got  a  hemorrhage  through  the  eyes, 
ears,  nose,  mouth,  intestines,  rectum,  etc.,  and  died."  This 
same  author  saw  another  child  have  three  convulsions  from  the 
same  cans'.  To  avoid  such  calamity  he  advised  that  "after  a 
fit  of  anger  or  severe  frighl  she  should  not  be  permitted  to 
suckle  her  child  until  some  woman  or  other  sucked  out  her 
breasts."  The  genera]  method  of  emptying  the  breasts  by 
means  of  ;i  sucking  glass  was  trnt  sufficient  to  protect  the  child. 
If  the  muse  was  "uneasy  or  hipt,"  and  the  cause,  therefore, 
could  not  he  found,  he  provided  a  new  nurse,  otherwise  "the 
child    would    he<_dn   to   pine    away."     Koberton    (1807)    recom- 
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mended  "divesting  nursing  of  many  of  the  more  irksome  cir- 
cumstances thai  usually  attended  it."  Il<'  believed  that  "wo- 
iii;m  's  milk  varied  in  quality  more  than  any  other  milk— a  Cact," 
he  thought,  "one  mighl  expecl  </  priori  from  the  endless  variety 
and  from  the  mode  of  living  and  circumstances  of  women." 
For  these  reasons,  therefore,  he  advised  thai  all  mothers  live  by 
rule  during  lactation. 

James  Hamilton  (1809),  realizing  the  temptations  placed  in 
the  way  of  Ladies  of  rank,  suggested  that  they  "retire  to  the 
country  while  aursing  their  infants,  where  they  would  be  re- 
mote from  the  impure  air  of  crowded  cities  and  removed  from 
the  allurements  of  fashionable  amusements,  and  could  give  atten- 
tion to  regularity  in  diet,  hours  of  rest,  proper  exercise,  etc." 

Nursing  the  infant  during  the  first  period  of  the  mother's 
digestion  was  opposed  by  Marshall  Hall  (1831)  "lest  it  <_ri v<> 
rise  to  indigestion  in  the  mother  and  thereby  produce  changes 
in  her  milk." 

Tin  i  osition  ordinarily  recommended  for  the  mother  and  child 
while  nursing  was  to  have  the  mother  sitting,  with  the  child 
placed  in  an  easy  position,  its  head  and  back  being  supported 
by  her  arm.  Some  authorities  advised  the  reclining  position 
for  the  mother,  turned  partially  to  the  side  from  which  the 
infant  was  nursing,  the  arm  of  the  same  side  acting  as  a  support 
to  the  back  and  head  of  the  infant,  which  was  placed  on  its  side 
—"great  care  being  taken  that  the  child's  nose  be  free  to 
breathe  and  that  it  be  comfortable."  Underwood  (1789)  di- 
rected that  the  babe  "be  placed  upright  during  nursing,  as  it 
will  in  this  position  swallow  its  food  more  readily." 

Care  of  the  Nipples. — It  was  a  common  custom  in  olden  times 
to  anoint  the  nipples  during  the  first  nursings  for  the  double 
purpose  of  inducing  the  child  to  suck  and  accelerating  the  secre- 
tion of  the  milk.  De  Fourcroy  (1774)  advised  moistening  them 
with  tepid  water  or  saliva.  James  Kennedy  first  had  "the  breast 
bathed  with  tepid  water  and  soap,  and  then  with  a  lotion  com- 
posed  of  milk  and  water  of  equal  parts,  slightly  sweetened,  and 
warmer  by  a  few  degrees  than  the  body  temperature." 

Por  attracting  nipples  which  lay  too  deep  in  the  chesl  Struve 
lsi»1  advised  the  use  of  sucking  glasses;  "but  if  glasses  be 
not  at  hand."  he  says,  "a  Dutch  clay  tobacco  pipe  of  a  Large 
size  may  be  substituted,  the  howl  of  which  being  placed  on  the 
nipples  and  the  air  drawn  out.  they  will  thus  be  restored  to 
their  proper  situation;  after  the  oipples  are  raised  by  repeated 
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suction  they  may  be  covered  by  a  ring  of  gum  elastic."  In  a 
booklet  published  in  New  York  in  1811,  and  written  by  a  lay 
woman  who  called  herself  "An  American  Matron,"  the  follow- 
ing directions  are  given  for  the  treatment  of  erosion  of  the 
nipples:  "The  infant  should  be  fed  for  a  few  days  by  milk 
drawn  from  the  breast  by  means  of  a  sucking  glass,  in  order  to 
give  the  nipples  a  chance  to  heal."  "Upon  this  plan  the  milk 
may  be  preserved,  for  it  is  a  fact  that  while  the  babe  is  nourished 
by  it,  it  will  continue  to  flow,  let  it  be  obtained  from  the  breast 
how  it  may;  whereas  if  it  is  drawn  out  and  thrown  away  the 
mother  will  have  less  and  less  until  it  eventually  dries  away 
entirely."  Evidently  realizing  that  this  latter  statement  might 
meet  with  unfavorable  criticism,  she  subjoins  the  following  note : 
"This  statement  may  perhaps  excite  a  smile  of  incredulity  in 
the  learned  reader's  mind,  because  the  fact  cannot  be  accounted 
for  on  any  known  principles.  Facts,  however,  are  not  made  by 
theory,  but  theory  created  by  facts. ' ' 

The  question  of  the  proper  time  to  first  put  an  infant  to  the 
breast  led  to  the  expression  of  many  opinions.  Van  Swieten 
(1742)  refers  to  a  custom  antedating  Ins  time,  by  which  "the 
mother  did  not  commence  to  nurse  her  child  until  between  four 
and  six  weeks  after  her  accouchement,  that  is,  until  she  had 
quit  of  her  lochia."  "Mauriceau,"  he  says,  "chose  for  this 
period  a  wet-nurse  who  had  been  confined  for  at  least  twelve  or 
fifteen  days."  He  does  not  state  the  purpose  of  this  custom, 
but,  judging  from  the  fact  that  a  wet-nurse  not  "quit  of  her 
lochia"  was  selected  by  Mauriceau,  one  would  infer  that  it  was 
for  supposed  good  to  the  mother  rather  than  to  the  infant.  No 
other  references  to  this  custom  have  been  noted.  The  large  ma- 
jority of  writers  have  advocated  putting  the  child  to  the  breast 
within  a  few  hours  of  birth.  Some  of  these  administered  sub- 
stitute foods,  it  mattered  not  how  short  the  interval  between 
birth  and  the  first  feeding,  while  others  were  governed  in  this 
matter  by  evidences  of  hunger  on  the  part  of  the  infant.  Only  a 
few  withheld  the  breast  tor  a  period  extending  beyond  twenty- 
four  hours.  The  advantages  of  early  nursing  were  thought  to 
depend  upon  ;i  Laxative  action  in  the  colostrum,  which  cleared 
tin-  intestinal  tract  of  the  meconium,  a  stimulating  action  upon 
the  flow  of  milk,  the  formation  of  the  nipple,  the  prevention  of 
sore  nipples  and  milk  fever,  and  the  education  of  the  infant. 
Moss  (1794)  believed  the  view  that  "the  first,  milk"  had  a 
purgative  action  was  false;  he  had  "repeatedly  known  children 
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one,  two,  etc.,  months  old  procured  to  draw  out  tin-  nipples  and 
soften  the  breasts  for  the  first  day  or  two  after  the  coming  of 
the  siu'k,  without   producing  any  sensible  effect  of  the  kind." 

Kvanson  and  Munsell  (1838)  coincided  in  this  view  and 
thought  that  "it  excited  the  intestines  simply  by  mechanical 
distension,  and  so  in  effect  produced  expulsion  of  the  meconium, 
as  other  food  is  found  to  do  in  cases  in  which  the  secretion  of 
milk  is  not  established  for  two  or  three  days  after  labor." 

Some  others  of  those  wlm  held  this  view  prescribed  laxatives  of 
some  kind.  De  Fourcroy  (1779),  for  instance,  gave  a  mixture 
composed  of  an  ounce  of  syrup  of  chicory  and  rhubarb  with  an 
equal  quantity  of  water;  in  another  part  of  his  work  he  advised 
"an  ounce  of  manna  after  birth  to  eliminate  the  meconium," 
which  he  thought  "might  cause  tetanus  if  retained." 

The  artificial  foods  used  to  supplant  the  retarded  breast  tnilk 
consisted  of  such  things  as  pap  and  panada  (made  of  bread  and 
water  boiled,  and  sweetened  with  brown  sugar)  ;  cream  much 
diluted  with  water  (Roberton,  London,  1807)  ;  cow's  milk  and 
water,  equal  parts,  with  a  little  sugar  of  milk  (American  Matron, 
1811)  ;  sweetened  water  (James  Kennedy,  1825)  ;  two  parts  of 
cow's  milk  and  one  of  water  (Eberle,  1833)  ;  thin  gruel  with  a 
little  milk  (Evanson  and  Munsell,  1838),  etc.  All  of  these  sub- 
stitutes were  stopped  immediately  upon  the  appearance  of  the 
milk. 

Intervals  of  Feeding. — It  is  a  very  easy  matter  to  write  down 
rules  and  regulations,  but  to  enforce  them  is  another  thing. 
Some  of  the  earliest  writers  pointed  out  the  dangers  of  too  fre- 
quent and  irregular  nursing.  De  Fourcroy  in  1774  wrote  feel- 
ingly against  the  then  common  custom  of  nursing  the  infant 
whenever  it  cried,  and  most  of  the  writers  since  his  time  have 
done  the  same  thing,  and  yet  the  custom  is  probably  as  prevalent 
to-day  as  it  has  ever  been.  He  recommended  two-hour  inter- 
vals by  day  during  the  first  six  weeks  (if  awake)  and  only  two 
feedings  by  night;  during  the  remainder  of  lactation  he  in- 
creased the  day  intervals  to  three  hours  and  permitted  but  one 
night  nursing. 

Rosen  von  Rosenstein  (1776)  believed  that  "a  nurse  would 
do  well  to  use  a  child  to  sink  at  fixed  hours  by  day  and  no  more 
than  necessary.  She  may  easily  perceive  when  it  wants  to  be 
suckled:  (1)  from  the  time  it  has  gone  without  suck;  (2)  if  it 
its  eyes  on  the  nurse  and  they  seem,  as  it  were,  to  follow 
her  wherevei  she  goes;  (3)  if  joy  sparkles  from  the  child's  eyes 
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when  she  opens  her  breasts;  and  (4)  by  the  child  sucking  her 
finger  when  she  places  it  in  its  mouth."  The  new-born  infants 
of  Rosen  von  Rosenstein's  time  were  evidently  more  precocious 
than  those  we  observe  to-day. 

Equally  interesting  with  the  directions  just  referred  to  are 
those  of  George  Armstrong  (1783).  He  thought  that  "while 
infants  were  very  young  there  could  be  no  fixed  times  for 
feeding."  The  rule  he  adopted  was  that  "during  the  first  few 
weeks,  if  the  mother  has  a  good  deal  of  milk,  the  infant  will 
require  very  little  feeding  and  that  chiefly  in  the  night  in  case 
it  should  be  wakeful.  When  near  the  weaning  period  it  must 
be  fed  chiefly  in  the  daytime  and  put  into  the  habit  of  sleeping  at 
night.  At  first  it  should  be  fed  frequently  and  a  little  at  a 
time.  Cramming  can  never  be  of  service,  but  hurtful.  If  at  any 
time  it  refuses  to  feed,  by  no  means  urge  it,  but  amuse  it  and 
give  it  exercise  until  the  appetite  returns.  It  is  a  good  thing 
for  the  nurse,  about  10  or  11  o'clock  at  night,  to  take  up  the 
child,  even  if  it  is  asleep,  open  it  before  the  fire,  turn  it  dry,  and 
feed  it,"  He  says:  "I  have  seen  oftener  than  once  a  child 
taken  up  in  a  sound  sleep  eat  a  hearty  meal  of  victuals  and 
afterward  break  wind  two  or  three  times,  then  put  into  bed 
again  without  opening  its  eyes. ' ' 

Chambon  (1799)  considered  it  "absurd  to  adopt  fixed  hours 
for  feeding."  He  thought  it  necessary  to  give  infants  the  breasr 
whenever  they  cried,  assuming  that  the  cries  were  always 
caused  by  hunger;  but  hunger,  he  says,  is  far  from  being  the 
only  cause  for  crying. 

Augustus  Struve  (1801),  whose  advice  is  always  good,  recom- 
mended giving  "even  very  young  infants  their  food  at  stated 
periods  of  the  day."  He  says  "the  stomach  should  be  allowed 
to  recover  its  tone  and  to  collect  the  juices  necessary  for  diges- 
tion before  it  is  supplied  with  a  new  portion  of  food."  He 
quotes  Prof.  Hufeland  as  considering  it  "improper  and  perni- 
<  imis  to  keep  infants  continually  at  the  breast.  It  would  be 
less  hurtful,  nay,  even  judicious,  to  let  them  cry  for  a  few  nights 
xather  than  fill  them  incessantly  with  milk." 

Koberton  (1807)  agreed  with  Struve  in  the  adoption  of 
Stated  periods  for  nursing — every  three  or  four  hours  during 
the  day.  He  found  that  "by  a  little  perseverance  and  care  the 
infant,  if  suckled  just  before  going  to  rest,  would  acquire  the 
habil  of  passing  the  night  without  the  breast." 

Marshal]  Hall  (1831)  recommended  two-hour  intervals  during 
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the  first  and  second  months,  and  considered  the  chief  object  in 
maternal  nursing  to  be  to  adapt  the  quantity  of  milk  to  the 
infant's  needs."  "On  those  days  in  which  the  bowels  were 
confined"  he  urged  the  mother  to  "nurse  with  double  care  not 
to  overload  the  stomach." 

Dewees  (1825)  and  Dendy  (1833)  thought  it  "unnecessary 
to  observe  regular  periods  for  suckling."  The  latter  advised  the 
occasional  withdrawing  of  the  infant  from  the  breast  during  the 
act  of  nursing,  "to  avoid  too  rapid  a  distension  of  the  stomach — 
a  common  cause  of  acidity." 

Andrew  Combe  (1840),  who  preferred  three-hour  intervals 
during  the  early  months  of  lactation,  thought  it  surprising  how 
very  soon  the  infant  accommodated  itself  to  regular  periods. 
"The  quiet  repose  enjoyed  during  the  interval  he  thought  bene- 
ficial alike  to  parent  and  child,  and  an  ample  reward  for  the 
very  small  trouble  required  to  establish  the  practice  in  the  first 
weeks  of  life." 

Weaning. — The  length  of  time  that  maternal  nursing  should 
be  continued  seemed  to  give  rise  to  much  diversity  of  opinion. 
The  addition  of  artificial  foods  was  advised  by  some  writers  at  a 
very  early  period.  Hamilton  (1809),  for  instance,  advised  "a 
little  panada  once  daily  as  early  as  the  tenth  day."  The  object 
in  this  early  administration  of  artificial  food  was  to  accustom 
the  infant  to  the  necessary  eventual  withdrawal  of  the  mother's 
milk. 

The  learned  John  Anstruc  (1746)  was  opposed  to  this  custom. 
He  says :  ' '  Infants  should  not  be  glutted  with  pap  in  the  first 
months,  which  turns  to  a  crude,  indigestible  chyle.  It  is  safest 
to  give  it  to  them  moderately  twice  a  day,  nor  should  children 
be  weaned  until  they  are  eighteen  months  or  two  years  old. 
The  longer  they  suck  the  better,  as  good  breast  milk  not  only 
prevents  many  ills,  softens  and  cools  the  gums  when  inflamed, 
forwards  dentition  and  prevents  its  untoward  effects,  but  often 
lays  the  foundation  for  a  robust  and  healthy  constitution." 

Van  Swieten  (1742),  who  believed  that  a  true  milk  was  fur- 
nished  to  the  infant  in  the  uterus,  was  decidedly  opposed  to  the 
early  giving  of  artificial  foods;  thus  he  says:  "If  a  change  in 
nourishment  to  adult  men  who  enjoy  the  best  of  health  is  dan- 
gerous, it  is  clear  that  there  is  greater  ground  for  fear  when  a 
strange  nourishment  is  given  to  a  child.  Nature  having  given 
milk  not  only  to  women  but  also  to  Females  of  quadrupeds  who 
are  accustomed  to  carry  their  young,  it  is  evident  thai  Nature's 


344  HAMILL:    OLDER    WRITINGS    ON     MATERNAL    NURSING. 

intention  is  that  the  child  newly  born  should  be  nourished  by  the 
milk  of  its  mother,  and  this  alone,  until  the  development  of  its 
strength  and  the  eruption  of  its  teeth. ' ' 

Rosen  von  Rosenstein  (1766)  held  that  "in  general  we  should 
indulge  a  child  by  suckling  until  it  has  gotten  all  its  sixteen 
milk  teeth."  "However,"  he  says,  "one  cannot  fix  upon  any 
certain  time  for  weaning,  as  a  weak  child  should  be  suckled 
longer  than  a  robust  one.  "Whatever  the  time  chosen,  weaning 
should  always  be  gradual. ' ' 

Underwood  (1789),  one  of  the  older  writers,  whose  advice  was 
generally  good,  recommended  gradual  weaning  at  about  the 
twelfth  month  and  advised  against  additional  foods  before  this 
age.  He  made  one  exception  to  this  latter  statement,  namely, 
that  where  the  infant  showed  evidence  of  dissatisfaction  with 
the  mother's  milk,  it  should  be  given  a  little  panada  after  the 
age  of  one  month. 

Moss  (1794)  advised,  "in  order  to  accustom  the  child  to  the 
methods  of  artificial  feeding,  that  at  the  age  of  three  or  four 
months  it  should  be  given  occasionally  a  little  ass'  milk  or 
diluted  cow's  milk,  one  in  three,  out  of  a  boat  or  spoon." 

John  Roberton  (1807)  recommended  maternal  nursing  exclu- 
sively to  the  end  of  the  seventh  or  eighth  month ;  then  he  grad- 
ually weaned  the  child,  completing  the  process  at  about  the 
tenth  month.  He  substituted  two  feedings  with  "biscuit  pow- 
der or  small  crackers  boiled  in  water  to  a  thin  gruel,  carefully 
beaten  through  a  sieve  and  sweetened  with  fine  sugar."  He 
objected  to  cow's  milk  at  an  early  age  "on  account  of  its  curd." 
He  preferred  "cream  diluted  with  from  four  to  six  ounces  of 
water,"  and  ass'  milk  he  thought  even  better  than  this. 

James  Hamilton  (1809)  thought  that  the  "time  of  weaning 
should  be  fixed  by  the  health  of  the  infant,  the  season  of  the 
year,  the  constitution  of  the  mother,  and  the  period  of  teeth- 
ing, etc." 

John  Syer  (1812)  believed  that  "as  the  infant  advanced  in 
growth  the  milk  contained  rather  a  larger  proportion  of  coag- 
ulable  matter  and  expressed  oil,  until  at  length  it  became  very 
improper  food."'  For  this  reason  he  advised  a  change  of  diet 
about  the  ninth  month,  as.  "after  this,  milk  can  no  longer  be 
secreted  with  impunity  to  the  mother  and  without  risk  to  the 
infant." 

Dewees  (1825)  advised  gradual  weaning  at  the  eleventh  or 
twelfth  month,  and  endeavored  "to  excite  an  aversion  to  the 
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breast,  either  by  touching  the  nipples  with  some  bitter  or  dis- 
gusting substance  as  aloes)  or  covering  them  with  b  forbidding 
one,  as  black  wool,  ink,  court   plaster,  etc." 

Walter  Di'inly  is:;::  advised  gradual  weaning  from  the 
eighth  to  the  tenth  month,  and.  like  Dewees,  where  it  was  diffi- 
cult to  educate  the  child  to  artificial  methods,  be  advised  pro- 
ducing  aversion  to  the  nipples  by  smearing  them  slightly  with 
mustard  or  other  nauseous  or  pungenl  substances.  The  ma- 
jority >>['  the  later  writers  advised  gradual  weaning  toward  the 
i  ad  of  the  firsl  year,  the  first  substitute  food  being  composed 
of  whole  milk,  diluted  milk,  or  bread-and-milk  mixtures. 

It  was  a  common  belief  in  the  eighteenth  century  that  infants 
imbibed  in  their  milk  the  rices  and  virtues  of  those  who  gave  them 
suck.  This  idea  was  utilized  as  an  argument  both  for  and  against 
maternal  and  wet  nursing.  Tims.  John  Anstruc  (above  referred 
to)  says  that  "with  the  milk  the  infant  sucks  it  imbibes  the  man- 
ners and  disposition  as  Avell  as  the  peculiarities  of  the  nurse's 
humors.  This  appears  in  animals  which  suckle  a  strange  dam, 
thus,  a  lamb  sucking  a  goat  changes  not  only  its  nature  but  even 
its  wool  into  the  goat  kind.  So  it  is  also  among  rational  creatures; 
hence  we  have  justly  the  old  proverb  touching  an  ill-natured 
person,  that  'some  brute  or  other  has  been  his  nurse.'  If  peo- 
ple of  honor  and  probity  would  more  observe  this  fact,  I  am  apt 
to  believe,  admitting  a  proper  education,  that  there  would  not 
be  so  many  graceless,  disobedient,  and  degenerate  children  of 
our  age." 

Van  Swieten  (1742)  refers  to  this  subject  at  great  length. 
but  boldly,  and  logically  announces  his  disbelief  in  it.  He 
quotes  it  as  one  of  the  arguments  of  those  who  with  Van  Hel- 
mont  opposed  maternal  nursing  and  the  use  of  all  milk  foods, 
lie  says  "they  attempt,  to  show  that  sacred  and  profane  history 
required  that  queens  and  princesses  nourish  their  own  children," 
and,  further,  "that  the  moral  conditions  of  these  first  ages 
invited  them  to  fulfil  this  role."  "Mothers  then  communi- 
cated to  their  children  with  their  milk  the  inculcation  of  all 
kinds  of  virtues,  while  in  our  corrupt  time  they  suck  vice  with 
their  milk.  These  writers  make  vows  in  consequence  that  it 
should  be  forbidden  mothers  by  public  authority  to  nourish  their 
own  children."  He  comments  thus  upon  these  views:  "I  do  not 
think  myself  that  our  century  ought  to  be  judged  with  so  much 
rigor.  If  we  have  to-day  many  vices,  we  have  also  some  vir- 
tues."    "The  beginning  of  the  world  was  mixed  up  with  a  fra- 
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trieide.  In  fifteen  centuries  after  the  creation  the  amount  of 
crime  was  so  great  that  God  by  just  chastisement  made  all  the 
world  to  perish  by  a  deluge  with  the  exception  of  Noah  and  his 
family.  One  cannot  doubt  that  these  first  centuries  were  worse 
than  ours,  since  it  is  said  in  Genesis  (chapter  vi.)  :  'All  flesh  on 
the  earth  has  corrupted  his  way.'  Aside  from  this  I  cannot 
believe  that  milk  has  any  influence  upon  manners.  What  a 
difference,  for  instance,  between  the  two  brothers  Cain  and  Abel ! 
They  were  born  of  the  same  parents  and  nursed  by  the  same 
breasts.  The  young  calf  which  becomes  in  time  the  indomitable 
bull  has  nursed  the  same  milk  as  his  peaceable  sisters. 

"The  story  is  told  of  some  parents  who  for  the  sake  of  their 
child  wanted  to  discharge  a  nurse  who  was  perfectly  healthy, 
only  because  they  thought  she  was  stupid,  upon  which  their 
old  doctor,  a  celebrated  author,  said  smilingly  that  their  nurse 
had.  however,  more  sense  than  the  cow  upon  which  they  wished 
to  raise  their  son.  Besides,  if  these  writers  consider  the  milk 
of  the  mother  as  capable  of  giving  to  the  child  the  vices  of  the 
body  and  of  the  spirit  of  the  mother,  should  they  not  fear  for 
their  nurslings  the  stupidity  of  the  ass  as  well  as  the  petulance 
and  lubricity  of  the  goat  if  they  would  give  them  the  milk  of 
these  animals?" 

1822  Spruce  Street. 
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CELIOTOMY   DURING  PREGNANCY. 


J.    H.    CARSTENS,    M.D., 
Detroit,  Mich. 


(With  one  Illustration.) 


When  formerly  a  surgeon  made  a  mistake  in  his  diagnosis 
on  opening  the  abdomen  and  found  pregnancy,  he  quickly 
closed  it  and  let  the  case  alone,  even  if  some  growth  or  patho- 
logical condition  existed.     He  had  a  great  dread  of  interfering. 

"Read  before  the  American  Association  of  Obstetricans  and  Gyne- 
cologists, September  17,  1902. 
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With  the  improvements  in  abdominal  surgery  more  courage  was 
shown.  Some  cases  required  prompt  operation,  pregnant  or  not, 
and  it  was  soon  found  that  operations  could  be  performed  just  as 
safely  during  pregnancy  as  they  could  if  it  did  not  exist. 
Tumors  that  would  interfere  with  normal  delivery  were  removed 
and  other  acute  conditions,  such  as  appendicitis  or  injury  to 
the  bowels,  were  promptly  operated  upon,  even  if  it  were  known 
that  pregnancy  existed. 

In  many  cases  operations  were  performed  when  it  was  not 
known  that  pregnancy  existed.  In  fact,  in  some  cases  it  is  utterly 
impossible  to  diagnosticate  this  physiological  condition  when  it 
is  complicated  by  growths  or  inflammatory  products.  Of  course 
every  experienced  surgeon  makes  mistakes  occasionally,  while 
the  inexperienced  one  makes  them  quite  often.  Especially  in 
those  growths  accompanied  by  hemorrhage  it  is  in  some  cases 
utterly  impossible  to  make  a  diagnosis.  Some  of  the  symptoms 
of  pregnancy  may  be  present  and  still  those  same  symptoms  will 
be  produced  by  tumors.  The  disturbances  of  the  stomach,  the 
enlargement  of  the  breasts,  and  the  increased  size  of  the  abdo- 
men are  present  both  in  pregnancy  and  in  various  neoplasms. 
Still  to-day,  with  a  more  thorough  knowledge,  we  can  generally 
diagnosticate  pregnancy  if  accompanied  with  a  morbid  con- 
dition, and  we  operate  deliberately  with  a  full  knowledge  of 
what  we  have  to  deal  with  and  thus  can  be  on  our  guard.  Our 
greatest  pride  is  not  to  operate  on  a  case  because  it  is  pregnant. 
It  is  to  do  some  severe  complicated  operation  and  still  not  inter- 
fere with  pregnancy.  That  seems  to  me  to  be  the  greatest  aim 
of  the  ambitious  abdominal  surgeon. 

1  hiving  had  cases  requiring  various  kinds  of  surgery,  it  will 
be  interesting  to  report  them,  and  I  have,  of  course,  not  included 
in  this  list  cases  of  Cesarean  section  or  extrauterine  pregnancy. 

Appendicitis  and  Pregnancy. — The  fatal  results  from  neg- 
lected cases  of  appendicitis  are  so  well  recognized  now  that 
prompl  surgical  interference  is  ihe  only  correct  view,  pregnant 
or  not.     I  have  had  a  number  of  this  kind  of  cases,  as  follows: 

Case  I. — Mrs.  H.  B.,  aged  28,  three  months  pregnant;  acute 
appendicitis;  ruptured  and  suppuration.  She  was  brought  from 
one  of  the  interior  towns  on  a  stretcher.  I  operated  December 
10,  1892,  opening  the  abscess,  removing  the  appendix,  and  put- 
ting in  a  drainage  tube.  The  septic  process,  however,  continued 
and  she  died  the  third  day. 

cASK  \\ — \irs.  p.,  aged  30;  had  symptoms  of  obstruction  of 
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the  bowels  with  inflammation  of  the  appendix;  operated  on  her 
a1  Harper  Hospital  April  10,  1894,  9he  being  piv._Mi.-int  al  the 
time  five  months.  Od  account  of  the  extensive  adhesions  the 
operation  was  difficult.  She  recovered  from  the  shock  of  the 
operation,  but  was  immediately  taken  with  labor  pains  and 
aborted  twenty-four  hours  after  the  operation;  gradually  sink- 
ing, she  died  twelve  hours  later  of  shock. 

Case  IIT. — TxTi-s.  F.  T..  aged  23;  pregnanl  four  months;  three 
attacks  of  appendicitis  of  mild  type:  a  patient  of  Dr.  Garvin's; 
operated  November  3,  1898;  during  the  time  had  an  acute  at- 
tack of  a  mild  type;  recovery  and.  as  1  Learn,  delivery  at  term. 

Case  IV.—  .Mrs.  <;.  P.,  aged  31;  pregnant  six  months;  acute 
attack  and  suppuration;  operated  December  24.  1001;  drainage; 
aborted  third  day;  suppuration  and  fecal  fistula  continued  for 
six  weeks:  complete  recovery. 

Case  V.— Mrs.  F.  T..  aged  23;  pregnanl  five  months;  had  two 
attacks.  Being  a  trained  nurse,  she  knew  all  about  the  serious- 
ness of  appendicular  troubles  and  was  only  too  willing  for  an 
operation.  I  performed  the  operation  August  3,  1901,  forty- 
eight  hours  after  the  onset  of  the  third  attack.  The  appendix 
had  not  ruptured  and  T  could  make  an  ideal  operation,  closing 
the  abdomen  without  drainage.  Complete  recovery  and  de- 
livery at  term. 

Fibroids;  Myomectomies. — Fibroids  often  interfere  with  de- 
livery, especially  if  in  the  cervix  or  near  there.  Large  fibroids  in 
the  body  of  the  uterus  which  project  into  the  peritoneal  cavity,  as 
a  rule,  offer  no  obstruction  to  labor,  but  frecpiently  prevent  con- 
traction and  thus  are  the  cause  of  postpartum  hemorrhage,  and  in 
that  way  become  dangerous  and  therefore  cause  much  anxiety 
to  the  obstetrician.  Of  fibroids  operated  upon  during  preg- 
nancy I  have  three  cases,  as  follows : 

Case  [.  Mrs.  F.  IT.,  married  one  year;  diagnosis,  pregnancy 
■of  three  months'  standing  and  a  hard  tumor,  either  of  a  long- 
podicled  fibroid,  fibroid  of  the  ovary,  or  a  dermoid.  As  it 
seemed  to  grow  rapidly,  1  advised  an  operation,  which  I  per- 
formed July  31.  1S04.  On  opening  the  abdomen  it  proved  to 
be  a  long-pedicled  fibroid,  and  by  making  a  wedge-shaped  in- 
cision into  the  pedicle  near  the  uterus  I  could  easily  bring  the 
edges  together,  slightly  inverting  the  peritoneum  and  closing 
the  abdominal  incision.  osing  kangaroo  tendon  throughout.  She 
made  a  splendid  recovery.  Being  a  highly-educated  lady,  she 
remembered  my  request  to  let  me  know  the  final  outcome  of  the 
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case,  and  a  year  later  sent  me  a  picture  of  her  baby,  then  6 
months  old. 

Case  II. — Mrs.  Dr.  P.,  aged  27;  pregnant  five  months.  She 
was  very  anxious  to  have  a  child,  having  been  married  seven 
years,  but  did  not  seem  all  right.  The  doctor  on  examination 
found  that  there  was  something  wrong  and  brought  her  to  me. 
On  examination  I  found  that  she  was  pregnant  about  five  months 
and  had  a  number  of  fibroids — one,  between  the  uterus  and  the 
bladder,  about  the  size  of  a  pigeon's  egg.  This  seemed  to  have 
grown  very  rapidly,  and  if  it  continued  to  do  so  would  cer- 
tainly interfere  with  delivery,  so  I  advised  a  celiotomy  and 
enucleation  of  the  fibroid.  The  operation  was  performed  March 
18,  1897.  Besides  I  found  two  smaller  ones  at  the  anterior 
part  of  the  uterus,  which  I  also  removed.  The  whole  uterus 
seemed  to  be  studded  with  fibroids  from  the  size  of  a  millet  seed 
to  a  pea.  I  could  not  and  did  not  try  to  remove  them,  but 
closed  the  abdomen,  using  kangaroo  tendon  throughout.  A 
slight  abscess  developed  in  the  incision,  but  it  closed  in  the 
course  of  three  weeks.  She  made  an  uninterrupted  recovery.  I 
entirely  lost  track  of  her,  but  understood  that  she  had  premature 
delivery  at  seven  months. 

Case  III. — Miss  C.  H.,  aged  25;  had  a  hard  tumor,  but  had 
no  menstruation  for  over  four  months.  I  was  very  suspicious  of 
pregnancy,  although  I  was  not  positive,  as  we  all  know  that 
such  cases  are  very  deceiving.  Hence  I  made  an  operation  and 
found  a  fibroid  five  inches  by  two,  which  I  could  enucleate  with- 
out much  trouble.  She  was  pregnant  about  four  months.  She 
made  an  uninterrupted  recovery.  Her  mother  was  with  her,  but 
never  found  out  the  real  trouble.  I,  however,  told  the  girl  her 
condition,  that  she  ought  to  attend  to  it  immediately  and  get 
married.  As  she  came  from  Virginia  and  went  back  there,  I 
never  heard  the  end  of  the  case.    I  operated  July  28,  1898. 

[V.— Mrs.  <i.  K..  aged  34;  pregnant  five  months;  had 
three  fibroids,  one  in  the  broad  ligament  about  two  and  one- 
half  inches  in  diameter,  the  other  being  about  one  and  one-half 
inches;  the  latter  being  posteriorly,  growing  into  the  cul-de-sac, 
would  have  caused  obstruction  to  labor.  I  operated  on  her  Jan- 
uary  5,  1v!»!>.  enucleating  the  fibroid  and  closing  the  wounds, 
using  catgul ;  closed  the  abdomen  also  in  the  usual  manner  with 
<-;it'_rut.  She  had  a  good  deal  of  pain  afterward,  which  was 
controlled  by  morphine,  bu1  on  the  third  da^  the  pain  became 
worse;  sin-  finally  was  going  to  abort.     During  the  night  hem- 
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orrhage  sel  in  and  tli«*  fetus  wms  delivered  withoul  the  knowledge 
of  ih>'  Dtirse  or  anybody  else,  the  patienl  qo1  complaining  ;it  all; 

tin-  hemorrhage  being  evidently  profuse,  I ause  when   □ 

taken  of  her  she  was  in  collapse.  Although  the  most  ener- 
getic means  were  immediately  taken  to  revive  her,  she  <_rrailually 
became  weaker  and  'lied  tin'  fourth  day.  Ber  temperature  being 
normal,  no  doubt  the  cause  of  death  was  simply  hemorrht 

Ih  rn'ui. — Of  hernia   I  had  only  one  case,  that  id'  Mis.  S..  aged 

28;  three  children;  pregnanl  six  months.  She  had  inguinal 
hernia  for  years  and  had  suffered  a  greal  deal  from  nausea  dur- 
ing this   pregnancy.     All   at   once  this  became   uncontrollable, 

and  after  vomiting  for  twenty-four  hours  she  sent  for  her  phy- 
sician and  lie  attributed  her  vomiting  to  the  pregnancy.  But 
after  another  twenty-four  hours,  as  it  did  not  cease,  he  became 
suspicious  and  finally  decided  that  the  hernia  must  have  some- 
thing to  do  with  it.  I  was  called  in  and  verified  the  diagnosis, 
but  the  patient  absolutely  insisted  that  the  hernia  had  existed 
for  a  long  time;  she  had  no  pain  then  and  it  had  nothing  to  do 
with  her  condition.  However,  I  gave  her  until  the  next  morn- 
ing and  then  insisted  on  an  operation.  She  agreed  to  go  to  the 
hospital,  where  I  operated  on  her  November  11,  1898.  There 
was  an  old  omental  hernia  with  adhesions,  which  makes  these 
cases  so  deceptive  (we  all  have  had  them),  and  on  top  of  this 
there  was  a  small  knuckle  of  intestine  strangulated.  She  made 
an  uninterrupted  recovery  and  was  delivered  at  term. 

Abdominal  Hysterectomy. — Case  I. — Mrs.  W.,  aged  41, 
mother  of  three  children:  irregular  and  profuse  menstruation 
for  one  year;  during  last  three  months  more  or  less  bleeding  con- 
stantly: uterus  large,  somewhat  soft;  diagnosis,  soft  fibroid. 
Operation  June  10.  1893 ;  total  abdominal  hysterectomy ;  great 
tendency  to  bleeding.  Abdomen  closed  with  kangaroo  tendon. 
Sepsis  and  death  third  day.  What  was  my  astonishment,  when 
I  examined  the  specimen  after  the  operation,  to  find  a  pregnant 
uterus  with  the  soft  fibroid.  AVith  every  case  of  myoma  I  now 
always  expect  pregnancy,  but  have  found  no  case  since. 

Ovariotomy. — At  the  meeting  of  this  Association  in  1889  I 
reported  a  ca<e  of  fibroid  of  the  ovary. 

1  3E  I. — Air-.  I...  aged  -•'>:  four  years  married;  no  children; 
pregnant  three  months-,  hard  tumor  in  right  ovary  removed; 
uninterrupted  recovery.  Silk  was  used  throughout.  Delivery 
at  term. 

-e  II.— May  1".  1890,  I  operated  on  Mrs.  H.  L..  aged  30, 
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at  the  "Woman's  Hospital.  I  made  a  diagnosis  of  pregnancy  at 
three  and  one-half  months;  large  ovarian  tumor,  weighing  about 
twenty  pounds,  was  removed  in  the  usual  way.  She  made  a 
complete  recovery  and  was  delivered  at  term.  Silk  was  used  as 
ligature. 

Case  III. — Mrs.  C.  W.,  aged  34.  mother  of  three  children; 
five  months  pregnant  and  a  hard  tumor  in  the  cul-de-sac.     As 


it  would  interfere  with  confinement,  I  urged  an  operation.  On 
April  26,  1892.  I  removed  a  dermoid  tumor,  about  four  inches  in 
diameter,  which  was  adherenl  in  the  cul-de-sac.  She  made  an 
uninterrupted  recovery  and  was  delivered  at  full  term. 

Vaginal  Hysteret  tomy. — During  the  meeting  of  the  American 
Medical  Association  in  Detroit,  1892,  I  performed  a  number  of 
operations,   one  being: 

<  ;AgE  i — A],s.  H.  B..  aged  29.  She  had  more  or  less  menstrua- 
tion trouble;  for  ten  weeks  had  flowed  steadily;  the  uterus  was 


CAKSTENS:    CELIOTOMY    DURING   PREGNANCY. 

large,  the  cervix  ulcerated,  and  there  was  no  question  aboul  it 
being  cancer.  I  performed  vaginal  hysterectomy  with  the 
damps  June  1".  L892.  There  was  greal  tendency  to  hemorrhage, 
but  I  finally  removed  it,  and  on  opening  the  specimen  I  was  as- 
tonished to  find  a  small  fetus  about  ten  weeks.  She  made  an 
uninterrupted  recovery,  but  in  uine  mouths  the  cancer  recurred 
and  three  months  later  she  died  (see  illustration  . 

Case  [I.— Mrs.  Q,  II.  B.,  aged  28;  one  child  five  years  old. 
Her  mother  had  died  of  cancer  of  the  uterus  at  the  age  of  29 
and  she  had  a  greal  dread  of  the  disease.  She  became  pregnant, 
and,  having  considerable  pain  and  a  great  deal  of  discharge,  she 
was  Bure  that  cancer  was  developing.  Dr.  Wilson,  whose  patient 
she  was.  was  suspicious   from   the  general   appearance  of  the 

case.  I  was  called  in.  and  \  stated  that  it  was  very  suspicious  of 
cancer:  but  as  \  could  not  curette  her  on  account  of  pregnancy,  I 
could  not  verify  my  opinion  by  microscopic  examination,  so  in- 
clined to  let  the  case  alone.  However,  she  continued  to  get  worse, 
and  T  decided  to  perform  a  vaginal  hysterectomy,  which  I  did  on 
December  15.  1900.  The  operation  was  easy,  but  the  woman 
started  to  vomit.  Septic  peritonitis  set  in  and  she  died  on  the 
sixth  day.  Careful  examination  failed  to  reveal  any  cancerous 
condition,  although  the  macroscopic  appearance  was  decidedly  so. 

Case  I  IT. — Last  year  I  read  a  paper  before  the  Mississippi 
Valley  Medical  Society:  reported  a  case  of  pregnancy  four  and 
one  half  months  with  cancer  in  a  woman  26  years  old.  The 
operation  was  performed  March  13,  1901.  Recovery  and  no  re- 
currence a  year  later.  Published  in  full  in  the  Journal  of  the 
American    Medical  Association. 

Miscellaneous;  Phantom  Tumor,  etc. — Cask  I. — Mrs.  F.  T).. 
aged  :>><».  After  hoping  for  a  Ions  time,  she  became  pregnant, 
but  she  increased  so  rapidly  in  size  that  at  five  months  the  ab- 
domen was  so  extensive  that  she  could  breathe  only  with  the 
greatest  difficulty.  The  case  was  very  obscure  and  it  was  im- 
possible to  make  a  diagnosis.  Her  family  physician  thought  it 
an  ovarian  tumor,  but  I  could  not  decide  what  it  was.  but 
asrreed  to  make  an  exploratory  celiotomy,  as  something  bad  to 
be  «lone.  She  was  prepared  and  I  operated  April  1<>,  1894. 
Thinking  thai  she  was  fully  under  the  influence  of  chloroform.  I 
began  to  make  an  incision  and  found  that  she  was  not  fully 
under  the  influence  of  it.  T  continued,  however,  to  open  the 
abdomen  while  more  chloroform  w;is  being  administered,  -fust 
when   T  had   the  abdomen   opened   everything  collapsed.     The 
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abdomen  contained  nothing,  simply  a  pregnant  uterus.  It  was  a 
case  of  phantom  tumor.  I  closed  the  incision  with  kangaroo 
tendon.  She  made  an  uninterrupted  recovery.  The  phantom 
was  gone  and  she  was  delivered  August  8  of  a  living  child  and 
has  been  one  of  the  most  grateful  patients  I  ever  saw. 

Case  IT. — Mrs.  J.  D.,  aged  42;  had  one  child  nineteen  years 
ago.  Had  menstruation  for  one  year.  Had  been  seen  by  a 
number  of  physicians,  as  she  was  getting  very  large,  and  a 
diagnosis  of  ovarian  tumor  was  made;  but  on  examination  I 
found  that  in  the  anterior  part  of  the  uterus,  between  it  and  the 
bladder,  a  small  fibroid  tumor  was  situated.  The  cervix  seemed 
in  lie  large,  but  could  hardly  be  reached  by  the  finger.  The  fluc- 
tuation was  very  distinct.  I  had  some  doubt  of  her  condition ; 
thought  that  it  probably  was  a.  fibrocystic  tumor  of  the  uterus. 
The  cpiestion  of  pregnancy  never  entered  my  mind,  as  she  had 
no  menstruation  for  a  year,  and  her  family  physician  and  others 
all  suggested  it  to  be  an  ovarian  tumor.  I  operated  October  27, 
1898,  and  found  that  she  was  pregnant  about  eight  months.  In 
the  uterine  walls  there  were  a  number  of  small  fibroid  tumors. 
I  immediately  closed  the  incision  with  catgut,  but  a  premature 
delivery  took  place  five  days  later  of  a  living  child.  She  made 
an  uninterrupted  recovery. 

Case  III. — Mrs.  W.  A.,  aged  28,  was  four  months  pregnant. 
She  fell  from  a  street  car  and  was  brought  home  suffering  from 
shock.  She  seemed  to  revive,  but  the  next  day  was  in  pain  and 
suffering  from  great  shock.  She  was  then  brought  to  the  hos- 
pital. The  temperature  was  normal,  but  the  pulse  gradually 
increased  to  150  and  160.  Examination  revealed  a  tumor  in  the 
cul-de-sac.  I  made  a  diagnosis  of  ruptured  extrauterine  preg- 
nancy and  immediately  proceeded  to  operate.  Getting  down  to 
the  peritoneum,  I  was  astonished  not  to  see  it  black,  and  on 
opening  there  was  no  blood  in  the  abdomen  at  all,  but  the  uterus 
was  retroflexed  and  somewhat  adherent    from  beginning  pelvic 

inflammation.  I  broke  up  the  adhesions  and  lifted  the  uterus  up 
to  a  normal  position.  1  closed  the  incision  with  sterile  catinit 
July   '-1.    1900.      She    made   an    uninterrupted    recovery   and    was 

delivered   five  months  later  by   Dr.   Bell. 

Case  TV.- — This  case  shows  how  easily  you  can  he  fooled  if  you 
arc  not  constantly  on  your  guard.  A  physician  broughl  a  young 
lady  to  me  ;i  few  years  ago  with  the  following  history:  She  had 
irregular  menstruation  and  a  number  of  attacks  of  pelvic  in- 
flammation,  especially   on    the    righl    Bide.      The    last    attack    was 
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about  two  or  three  months  previous,  when  she  was  confined  to 
her  bed  for  three  weeks,  and  had  been  ailing  more  or  less  ever 
since  and  was  suffering  a  good  deal  of  pain  on  the  ri'_rht  Bide. 
Prom  the  symptoms  and  examination  1  diagnosticated  adhesions, 
with  cMidair  in  the  righl  side  and  probably  involvemenl  of  the 
appendix.  1  suggested  an  exploratory  celiotomy,  loosening  the 
adhesions  and  doing  whatever  1  found  necessary.  As  the  young 
doctor  was  engaged  to  the  young  Lady,  a  question  of  pregnancy 
never  entered  my  mind.  When  I  opened  tlic  abdomen,  how- 
ever, 1  immediately  recognized  pregnancy  with  adhesions  on 
the  right  side.  There  was  mi  involvemenl  of  the  appendix.) 
These  were  easily  broken  up,  aristol  applied,  and  the  ahdomen 
quickly  closed.  She  fortunately  made  an  uninterrupted  re- 
covery. I  was  in  greal  trouble  indeed  for  subjecting  the  lady 
to  such  a  dangerous  operation,  where  the  resull  mighl  1»"  serious. 
All  the  symptoms  had  been  magnified  to  me.  hut  I  am  sure  per- 
fectly  unintentionally,  as  both  the  parties  never  suspected  what 
the  trouble  was.  However,  she  made  a  splendid  recovery,  but 
two  months  later  aborted,  it  is  claimed  as  the  result  of  violent 
exercise. 
Therefore  I  have  had : 

Appendicitis   5  cases. 

Fibroids   4       " 

Hernia    1 

Abdominal   hysterectomy    1 

Ovariotomy    3 

Vaginal  hysterectomy   3 

Miscellaneous   4 

— or  altogether  21  eases  and  .">  deaths,  so  that  the  mortality  is 

over  twenty-three    per   cent.     This    includes   all    my   cases   from 

away  back.     I  think  that  to-day  the  mortality  would  be  far  less. 

In  conclusion   I   would  say  that  all  acute  diseases  requiring 

prompt    operation    can    be    operated    upon    just    as   well    as   if   no 

pregnancy  existed.  Tumors  that  would  interfere  with  labor 
should  in  all  cases  be  operated  upon,  as  there  is  far  less  danger 
in  removing  them  during  pregnancy  than  there  is  by  non-inter 

ference  and  Letting  the  woman  <_r,,  to  full  term.  [  have  seen 
many  most  lamentable  c,-ises  of  the  hitler  kind.  Tumors  above  the 
brim   of   the   pelvis,   or   which    can    fie  shoved    above   the   brim  of 

the  pelvis,  need  not  be  interfered  with:  still,  as  a  rule,  all 
tumors  take  on  a  very  rapid  growth  during  pregnancy,  and  the 
increase  in  size  may  interfere  with  the  various  functions  of  life 
and  then   require  surgical   intervention. 
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Stated  Meeting,  January  13,  1903. 
Tht    President,  Egbert  H.  Grandest,  M.D.,  in  the  Chair. 

RUPTURED    ECTOPIC    GESTATION. 

Dr.  Simon  Marx. — I  wish  to  present  a  specimen  of  ruptured 
intrauterine  pregnancy  of  about  eight  weeks'  duration.  The 
specimen  is  interesting  for  the  reason  that  the  contents  of  the  sac 
are  hanging  by  its  secundines  (umbilical  cord)  from  the  rupture 
in  the  tube.  This  opening  is  filled  with  a  mass  of  chorionic  villi. 
The  specimen  is  unique  in  this  direction,  and  shows  very  many 
pretty  objects  from  an  embryonic  standpoint.  The  history  of  the 
case  is  clear  enough,  with  one  exception,  and  that  is  an  unusual 
one  from  my  experience — the  entire  absence  of  hemorrhage 
throughout  the  course  of  the  ectopic  pregnancy.  This  I  have 
never  noticed  in  the  many  cases  of  ectopic  seen,  and  it  shows 
again  veiy  forcibly  that  any  one  symptom  cannot  be  relied  upon, 
other  than  this  symptom.  We  had  the  other  two  characteristic 
ones  present,  i.e.,  tumor  and  pain. 

Mrs.  S.,  married  ten  and  a  half  years.  Never  pregnant.  Al- 
ways regular  and  no  history  of  pelvic  disorder.  Last  period 
October  29,  when  followed  the  usual  symptoms  of  pregnancy, 
nausea,  vomiting,  etc.  On  December  22,  after  an  unusual  attack 
of  vomiting,  she  felt  a  pain  in  the  left  side  of  the  abdomen, 
which  Lasted  a  few  hours.  She  was  well  again  until  January  1, 
1903,  when,  again  after  an  attack  of  vomiting,  the  pain  returned 
with  great  severity,  followed  by  a  severe  collapse.  The  follow- 
ing day  I  saw  the  case,  and  discovered  an  elongated  tumor  to  the 
lefl  of  the  uterus,  while  the  uterus  corresponded  to  the  size  of 
an  eight-weeks  pregnancy.  A  diagnosis  of  ruptured  ectopic  was 
made  and  an  immediate  operation  performed.  The  abdomen 
lull  of  recent  blood  clots,  which  were  washed  out  by  irriga- 
tion as  much  as  possible.  No  vaginal  drainage  was  used.  Con- 
valescence was  normal. 

HRONIC  APPENDICITIS,  WITH   A  I'IKCK  OF  KGGSIIELL  AS  THE  FOREIGN 
BODY.    IN    THE    APPENDIX   CAUSING   THE   INFLAMMATION. 

Dr.  Herman  J.  Boldt. — Mrs.  R.,  aged  45,  had  a  ventral  sus- 
.  ension  (lone  for  descensus  uteri,  and  the  much-thickened  ap- 
pendix, which  had  been  causing  almosl  constanl  dull  pain,  was 
removed  ;it  the  Bame  time.     <>n  opening  iln-  appendix  there  wen'. 
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besides  some  EecaJ  concretions,  also  a  piece  of  eggshell  found  in 
it.  This  Buspected  foreign  body  was  verified  to  be  eggshell  in 
the  Laboratory  where  ;i  small  piece  of  i1  was  examined.  Foreign 
bodies  in  appendices  are  extremely  rare,  and  especially  such  afl 
this.  Some  plastic  operations  were  firsl  done  before  the  abd< 
was  opened.     The  patient  is  convalescing. 

DIFFUSE   SEPTIC    PERITONITIS   CAUSED   B"S    RUPTURE  OF   THE    QTEB     - 

r.v    \   FIBROID  which    BAD  BEEN   PARTLY   PUSHED  THROUGH  Till 

I  TERINE  FUNDI  B  DURING  A  CURETTAGE  POK  BEMORRHAGE. 

Dr.  Herman  J.  Boldt. — This  is  perhaps  a  unique  case.  The 
woman  had  been  advised  to  have  the  tumor  removed  by  one  ol'  our 
colleagues  in  his  hospital  service,  bul  left  the  hospital.  She  lefl 
another  hospital  for  similar  reasons.  Her  family  physician  then 
curetted  her,  maintaining  thai  qo  force  had  been  exerted  by  him 
with  the  instrument.  Two  days  later  she  began  to  have  intense 
pain  in  the  abdomen,  high  temperature,  and  chills.  He  stated 
to  me,  when  seen  with  him  in  consultation  on  the  fourth  day.  that 
he  felt  the  curette  disappear  three  times  and  thought  that  he  en- 
tered the  Fallopian  tube  with  the  instrument  ;  but  the  gentlemen 
who  assisted  him,  after  making  a  careful  examination,  came  to 
the  conclusion  that  it  was  a  uterus  bicornis  and  that  the  instru- 
ment had  entered  the  other  uterine  cornu.  The  diagnosis  of  the 
presence  of  a  fibroid  was  readily  established,  and  the  thought  that 
the  uterus  had  been  perforated  during  the  operation,  giving 
rise  to  the  peritonitis  which  was  then  present,  was  quite  natural. 
She  was  transported  to  the  hospital  at  once.  On  opening  the 
abdomen  the  stench  from  the  peritoneal  cavity  was  so  intensi 
that  it  caused  us  to  turn  aside  momentarily.  After  separating 
some  loose  adhesions  from  the  pelvic  organs,  it  was  seen  that  the 
uterus  had  been  ruptured  by  the  fibroid,  which  partly  extruded 
into  the  abdominal  cavity.  The  tumor  was  gangrenous.  On 
opening  the  uterus  it  was  further  seen  (and  as  the  specimen  now 
shows)  that  the  neoplasm  had  three  perforations  in  it,  which 
w.mv  caused  by  the  curette.  The  uterus  with  tumor  and  adnexa 
was  extirpated,  the  abdomen  thoroughly  (lushed,  and  a  sterilized 
gauze  bandage  was  Loosely  packed  in  the  pelvis  and  brought  out 
into  the  vagina.  Closure  of  the  abdomen  followed.  The  head 
of  the  bed  was  elevated,  so  as  to  allow  the  secretions  to  drain 
downward  more  readily.  For  two  days  the  patient  seemed  much 
hitter,  so  that  I  thought  she  might  recover.  On  the  third  day, 
however,  sepsis  again  became  more  marked.  On  removal  of  the 
gauze  from  the  pelvis  about  two  ounces  of  very  foul-smelling 
fluid,  similar  to  thai  which  was  found  when  the  abdomen  was 
opened,  escaped.  From  this  time  on  the  patient  rapidly  sank. 
It  is  my  belief  that  had  I  made  an  opening  in  the  abdomen  be- 
neath the  stomach  ami  there  inserted  a  drainage  tube,  through 
which  sterilized  saline  solution  could  have  been  used  to  flush  the 
abdomen  at  intervals,  and.  instead  of  filling  the  pelvis  Loosely 
with  gauze,  put  in  a  Large  glass  tube  through  the  vaginal  opening 
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which  before  operation  surrounded  the  cervix,  the  woman's  life 
might  have  been  saved.  This  course  I  propose  to  follow  when 
I  again  operate  on  a  patient  with  a  diffuse  septic  peritonitis.  I 
would  suggest  that  others  try  it  when  an  opportunity  presents. 
The  elevation  of  the  head  end  of  the  bed  I  consider  very  impor- 
tant in  such  instances  for  the  reasons  already  given. 

Dr.  J.  Riddle  Goffe. — Two  cases  are  on  record  where  the 
fundus  of  the  uterus  was  perforated  and  the  intestines  drawn 
down  with  the  curette.  This  case  is  decidedly  interesting  from 
the  fact  that  the  remarkable  feat  was  performed  of  reversing  the 
proceeding  and  delivering  the  contents  of  the  uterus  into  the 
peritoneal  cavity  with  a  curette. 

Dr.  C.  C.  Barrows. — I  remember  one  case  in  which  there  were 
four  feet  of  intestine  stripped  from  the  mesentery  and  drawn 
down  by  the  curette.  When  I  saw  the  woman  she  was  moribund. 
When  I  opened  the  abdomen  I  found  an  opening  into  the  uterus, 
scarcely  big  enough  to  admit  the  curette,  yet  through  this  small 
opening  four  feet  of  intestine  had  been  drawn  down.  I  removed 
the  denuded  gut  and  made  an  anastomosis,  but  unfortunately  the 
woman  died. 

Dr.  A.  Palmer  Dudley. — I  do  not  know  whether  reference  was 
made  to  one  of  my  cases  or  not.  Still,  I  have  had  three  such 
cases.  In  one  I  was  asked  to  curette  a  uterus,  and  I  intro- 
duced an  Emmet  forceps  and  drew  down  a  large  amount  of  in- 
testines which  were  lying  in  the  uterus.  Fortunately  I  was 
enabled  to  pass  them  back  into  the  abdominal  cavity  and  then 
called  for  Dr.  Hanks  to  help  me.  Tie  advised  that  we  let  the 
woman  alone,  and  not  do  an  abdominal  section,  and  sew  up  the 
uterus.  The  uterus  was  packed  and  the  patient  made  a  good 
recovery  and  has  had  two  children  since. 

Dr.  Malcolm  McLean.— I  think  it  is  quite  pertinent  to  call 
attention  to  the  fact  that  accidents  may  happen  even  in  pretty 
good  hands.  Eight  or  nine  years'  ago  I  presented  a  specimen 
to  this  Society  of  a  six-months  placenta  which  had  been  curetted. 
A  diagnosis  had  been  made  of  some  degeneration  of  the  endome- 
trium, and  a  first-class  man  curetted  the  uterus  thoroughly,  as  he 
stated,  leaving  it  perfectly  smooth  and  nice,  and  then  the  patient 
was  sent  home.  She  then  fell  into  my  hands  and  I  delivered 
her  of  a  placenta.  The  point,  gentlemen,  is  just  this:  A  very 
good  and  brighl  man  may  be  al  one  end  of  the  curette  and  not 
know  jusi  wh;it  the  other  end  is  doing.  I  think  the  curette  m:iy 
be  a  very  uncertain  instrument. 

Dr.  Simon  Marx.—  I  remember  two  cases  of  sloughing  fibroids 
following  labor.  One  patienl  was  six  and  a  halt'  months  preg- 
nant   and    then    aborted.      I    was   asked    to    remove   the    placenta. 

When  I  saw  her  she  had  a  high  temperature  and  was  the  victim 

of  sepsis.      Wnen  the  hand  was  introduced   into  the  uterus  I  felt 

what  seemed  to  be  the  placenta,  surrounded  by  membrane,  but 
also  at  one  point  commencing  detachment.  The  diagnosis  of 
sloughing  fibroid  was  made  and  the  tumor  was  removed  by  mor- 
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cellation.  The  mass  removed  was  as  large  as  the  one  presented 
to-night.  The  woman  made  a  good  recovery.  Within  sixty 
hours  1  saw  a  second  case  in  which  by  the  aid  of  the  hand  and 
forceps  enucleation  was  accomplished.  I  remember  tin-  third 
case,  seen  three  years  ago.  In  this  instance  the  physician  had 
mistaken  a  sloughing  fibroid  for  a  retained  placenta.  I  saw  this 
ease  within  twenty-four  hours,  as  did  also  our  President.  The 
ease  was  a  hopeless  one.  These  cases  arc  nut  frequent,  hut  it 
peculiar  that  I  should  have  seen  two  of  them  within  a 
short  time. 

RUPTURED  OVARIAN    CYST   PROBABLE    CAUSED   BY   THE   RUPTURE  OF  A 

SMALL  SECONDARE    CYST  WITHIN  THE  LARGE  ONE,  WHICH 

HAD  LARGE  BLOOD  VESSELS,  THESE  CAUSING  Vi:i;\ 

PROFUSE  HEMORRHAGES;  DEATH   PROM 

SHOCK   A    FKW    HOURS  LATER. 

Dr.  Herman  -I.  Boldt. — The  patient,  aged  1!'.  had  a  severe 
attack  of  pain  before  seeing  her  in  consultation.  The  diagnosis 
made  by  another  colleague  was  a  cyst  with  a  twisted  pedicle. 
When  seen  by  me  there  was  so  much  rigidity  of  the  abdomen  that 
a  definite  diagnosis  could  not  be  made.  A  fulness  was  felt  at  the 
floor  of  the  pelvis,  hut  the  contour  of  an  ovarian  cyst  could  not 
be  felt.  On  opening  the  abdomen  a  Large  quantity  of  bloody 
serum  escaped,  and  the  collapsed  cyst  wall  made  its  appearance. 
Large  clots  of  blood  were  still  in  the  tumor.  On  opening  the 
tumor  the  cause  of  the  bleeding  was  seen  to  he  from  a  small  sec- 
ondary cyst  which  was  still  filled  with  blood.  Xo  evidence  of  a 
twist  could  be  found  anywhere.  The  operation  was  of  very 
short  duration  and  very  simple.  It  was  said  that  the  patient's 
pulse  was  good  when  she  left  the  tabic.  When  it  was  looked  for 
a  few  minutes  later  none  was  found.  She  did  not  rally  com- 
pletely, but  died  the  same  day.  Nothing  was  found  on  opening 
the  abdomen  after  death.     A   full  autopsy  was  not  permitted. 

UNILOCULAR  OVARIAN   CYST;   INFLAMED  CATARRHAL  APPENDIX  INTI- 
MATELY ADHERENT  T< »  THE  CYST;  ON  THE  LEFT  SIDE.  HYDRO- 
AM*    PYOSALPINX    COMBINED   IX   THE   SAME   TUBE    WITH 
AN     OVARIAN     ABSCESS;     SECONDARY     A*BSCESS 
BENEATH    THE    OMENTUM. 

Dr.  Herman  J.  Boldt. — The  history  is  brief.  The  patient, 
4:5  years  old,  single,  had  been  ill  aboul  eight  years,  complaining  of 
pain  in  the  lower  abdomen  :  she  began  to  menstruate  at  the  age  of 
12  years.  She  was  always  regular  until  five  months  ago,  since 
when  she  has  not  menstruated.  The  pain  6f  which  she  com- 
plained was  bo  -ireat  that  she  was  bedridden  a  greal  pari  of  the 
time.      Bimanual    examination    revealed    the    uterus    to    be    fixed. 

but  not  increased  in  Bize.     Firmly  adherent  to  what  appeared  to 

be  the  fundus  was  an  indefinite  tumor:  to  either  side  of  this, 
and  also  intimately  connected  with  ii.  were  tumors:  the  one  on 
the  right  side  was  the  size  of  an  infant's  head,  that  on  the  left 
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was  about  one-half  as  large.  These  were  thought  to  be  ovarian 
tumors.  On  opening  the  abdomen  the  omentum  was  found  to 
be  much  thickened  in  its  lower  part  and  very  firmly  adherent 
to  the  pelvic  walls  and  intestine.  When  separating  the  adhesions 
which  bound  it  to  the  symphysis,  about  two  ounces  of  pus  escaped. 
This  was  shown  to  be  in  the  fold  of  the  omentum  and  did  not 
seem  to  have  any  connection  with  either  ovarian  tumor.  Its 
under  boundary  was  made  up  of  the  fundus  of  the  uterus  and 
intestine,  and  the  lateral  boundaries  of  adherent  omentum. 
After  sponging  out  the  pus  and  separating  the  adhesions  it  was 
possible  to  get  at  the  right  ovarian  tumor.  It  was  also  firmly 
adherent,  and  the  large,  congested  appendix  was  so  firmly  adher- 
ent to  it  that  it  was  necessary  to  remove  it  from  the  cecum  before 
the  tumor  could  be  enucleated.  On  the  left  side  the  uterine  two- 
thirds  of  the  tube  was  distended  to  about  six  times  the  normal 
size  (hydrosalpinx).  The  remaining  part  was  distended  with 
pus  (pyosalpinx).  The  ovary  was  four  times  the  normal  size 
and  distended  with  pus.  This  condition  had  no  connection  with 
the  tubal  abscess.  Such  condition,  in  which  the  tube  is  sac- 
culated and  one  part  of  the  sac  is  changed  into  hydrosalpinx  and 
the  other  into  pyosalpinx.  must  be  very  rare.  I  have  never  seen 
it  before.  Further,  the  intra-abdominal  abscess,  which  in  all 
probability  was  caused  by  an  infection  from  the  tube  or  ovary — 
it  was  distinctly  separated  from  these  structures  by  thickened 
omentum — must  likewise  be  looked  upon  as  very  unusual.  The 
patient  is  convalescing.  An  abdominal-wall  abscess  interrupted 
the  otherwise  normal  recovery. 

CABCINOMATOUS  UTERUS;  ABDOMINAL  HYSTERECTOMY;  DEATH  FROM 
INTESTINAL   PARESIS    ON    THE   FOURTH    DAY. 

Dr.  Herman  J.  Boldt. — The  patient,  aged  58  years,  had  been 
treated  for  atypical  bleeding  for  one  year.  The  diagnosis  of 
cancer  was  readily  made  even  before  resorting  to  a  microscopical 
examination  of  the  breaking-down  neoplasm.  At  first  it  was 
thoughl  that  only  a  palliative  operation  could  be  done.  but. exam- 
ination revealed  the  feasibility  of  a  radical  operation.  The  up- 
per third  of  the  vagina  was  firsl  detached  and  closed  beneath  the 
cervix.  Because  of  the  immobility  of  the  uterus  and  the  small- 
ness  of  the  vagina,  further  attempts  to  remove  the  organ  per 
vaginam  were  desisted  from  and  the  abdomen  was  opened.  The 
typical  operation  was  then  done.  The  operation  was  difficult 
and  of  Long  duration,  to  which  may  probably  be  attributed  the 
suppression  of  urine  which  was  presenl  during  the  first  Eorty- 
eighl   hours.     After  the  flow  of  urine  becai stablished  the 

patient   was  in  a   fair  condition,  so  that    r (Very  was  looked  for. 

The  only  unfavorable  feature  then  was  our  Inability  to  gel  an 
action  of  the  intestinal  tract.     Numerous  high  enemata  had  no 

effect.     The  abdomen  was  beginning  to  I mm'  distended.    On 

the  fourth  day  the  nurse  discovered  that  the  dressings  were 
moistened  by  a  sero-sanguinolenl  fluid.     <>n  removing  the  dress- 
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ings  n  was  found  thai  the  entire  wound  had  bees  bursl  open 
by  the  enormously  distended  intestines,  which  were  to  a  greal 
<  xtcut  outside  the  abdominal  cavity.  Ii  was  impossible  to  return 
them  until  the  small  intestines  had  been  opened  and  the  gas  and 

then   frees  made  to  escape.     Ai'ler  clOSUre  of  tile  Opening   made,  the 

intestines  were  readily  returned  to  the  abdominal  cavity  and  this 
closed  with  silkworm  sutures.  Despite  Eurther  treatment,  the 
patient  sank  ami  died  at  the  beginning  of  the  fifth  day  after 
operation.  An  autopsy  failed  to  reveal  any  other  cause  of  death 
than  the  paresis  of  the  intestines.  The  ureters,  which  during  the 
time  of  urine  suppression  were  thought  to  have  been  injured, 
were  found  to  be  intact. 

Dr.  Brooks  II.  Wells.- — In  cases  where  the  patients  are  becom- 
ing dangerously  tympanitic,  a  high  enema  of  an  ounce  of  alum  in 
a  quart  of  hot  water  produces  a  marvellous  contraction  of  the  in- 
testines and  apparently  does  no  harm  to  the  gut.  It  may  he 
repeated  several  times  at  intervals  of  an  hour  or  two.  If  any- 
thing will  make  the  intestinal  muscle  contract  this  will. 

Dr.  E.  IT.  Granmn. — I  have  been  unfortunate  enough  to  have 
Been  a  number  of  such  cases,  and  i  have  tried  the  alum  in  the 
way  referred  to  by  Dr.  Wells.  I  tried  this  method  in  two  cases 
and  they  both  died,  as  all  others  did  under  any  treatment. 
This  last  summer,  after  a  very  desperate  hysterectomy  for  fibroid 
and  pus  tubes,  the  patient  was  left  in  the  hands  of  her  family 
physician.  Symptoms  of  intestinal  paresis  supervening,  after 
leviing  the  usual  measures  without  avail,  this  physician  con- 
el  uded  that,  since  the  condition  was  due  to  spasm,  he  would 
relax  that  spasm,  and  he  gave  the  hydrobromate  of  hyoscine 
until  the  pupils  became  as  big  as  saucers.  This  patient  recov- 
ered. This  is  one  ease  in  which  the  trouble  yielded  to  drugs. 
It  is  in  the  line  of  reports  that  come  to  us  from  Europe  about 
the  use  of  large  doses  of  atropine  in  these  cases,  used  to  its 
physiological  exient. 

INTERSTITIAL   MYOMA;   ABDOMINAL   MYOMECTOMY;    UNINTERRUPTED 

RECOVERY. 

Ih;.  Eerman  J.  BOLDT. — The  patient  had  become  very  anemic 
from  the  profuse  metrorrhagia  which  had  been  present  for  about 
two  years.  Although  it  was  intended  to  do  a  vaginal  myomec- 
tomy, it  was  found  impracticable  on  account  of  the  size  of  the 
tumor  and  narrowness  of  the  vagina.  It  is  always  more  con- 
servative to  resort  to  the  abdominal  operation  if  there  is  such 
disproportion  present.  The  operation  can  he  done  without 
mutilation  of  the  uterine  structure,  and  if  all  the  work'  is  done 
with  proper  technique  the  prognosis  is  almosl  invariably  good. 

VAGINAL  HYSTERECTOMY  FOB  BEC1  BRENT  ADENOMATOI  S  HYPERPLA- 
SIA OP  Tin:  ENDOMETRIUM   ASSOCIATED  WITH   PROCIDENTIA. 

Dr.    HERMAN   J.    BOLDT. — The  patient    is  4~>  years  old  and    has 

had   a   number  of  curettings  done.     The   examination   of   the 
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scrapings  always  showed  a  benign  condition,  yet  the  recur- 
rences during  the  last  year  before  operation  were  of  rapid  suc- 
cession, so  that,  considering  the  age  and  the  fact  that  the  large 
prolapsed  uterus  also  caused  much  inconvenience,  it  was  thought 
advisable  to  remove  the  organ.  It  is  not  unusual  to  find  that 
frequently  recurring  adenomatous  inflammations  finally  degen- 
erate into  malignant  changes,  so  that  a  radical  operation,  if  the 
age  of  the  patient  is  more  than  40,  is  indicated.  By  frequent 
recurrences  is  meant  when  the  pathological  changes  of  the  en- 
dometrium recur  probably  four  times  or  oftener  within  two 
months  after  a  thorough  curetting  and  local  treatment  with  pure 
iodine  or  carbolic  acid. 

Dr.  Ralph  Waldo. — I  had  a  similar  case.  The  patient  had 
been  in  the  hands  of  a  good  many  practitioners,  many  of  them 
prominent  gynecologists.  She  had  been  curetted  repeatedly 
without  any  benefit.  Finally  I  repeatedly  but  cautiously  ap- 
plied a  solution  of  nitrate  of  silver,  sixty  grains  to  the  ounce,  to 
the  interior  of  the  uterus.  I  saw  this  same  woman  twenty-four 
hours  ago,  and  she  has  gone  three  yens  without  any  return  of  her 
trouble  and  is  in  a  normal  condition  so  Ear  as  any  symptoms  to 
the  contrary  show. 

FIBROID   TUMOR    OF   THE   UTERUS. 

Dr.  J.  Kiddle  Goffe. — The  fibroid  tumor  which  I  show  you 
was  removed  from  a  private  patient.  Mrs.  K.  M.,  a  large,  strong 
Jewess,  who  presented  herself  at  my  office  November  1  last  with 
the  following  history:  Aged  15  years;  married  twenty-six  years; 
children,  seven,  the  last  ten  yours  ago;  miscarriage  five  years 
ago,  induced  at  the  third  month.  All  parturitions  were  normal. 
She  was  curetted  after  the  miscarriage.  She  has  never  had  any 
pain,  but  menstruation  lias  been  excessive  since  the  miscarriage, 
and  during  the  past  year  she  has  flowed  almost  continuously. 
The  brother  of  the  patient,  who  is  a  physician,  discovered  the 
tumor  eighteen  months  ago.  ll  was  just  rising  above  the  brim 
of  the  pelvis  at  that  time.  Upon  examination  a  solid  fibroid 
of  the  uterus,  filling  the  pelvis  and  reaching  to  the  umbilicus. 
was  discovered.  The  mass  had  ;i  strong  inclination  to  the  righl 
side.  It  was  found  at  the  operation  that  this  was  due  to  ad- 
hesions "ii  thai  side.     November  <>  a  supravaginal  amputation  of 

the  utenis  was  done,  the  slump  of  the  cervix  and  all  raw  sur- 
faces being  covered  with  peritonea]  flaps  according  to  my 
method.      (  hie  ovary  was  left.      The  appendix  was  removed.      Tin1 

patienl   made  an   uneventful   recovery  and  left   the  sanitarium 

at  the  end  of  three  weeks,  on  her  feei.  walking  to  her  house  two 
blocks  distant.  The  specimen  seemed  worthy  of  presentation 
on  accounl  of  the  remarkable  development  of  tissue  in  the  in- 
terior of  the  uterine  cavity.  As  yon  see.  it  is  packed  away  like 
Layers  of  leaf  lard  and  gives  the  suspicion  of  malignancy.  The 
pathologist  reports  thai  this  m;iss  Is  simply  fibroid  tissue.  The 
line  of  eleavage  between  it  and  the  uterine  wall  is  rery  distinct 
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where  the  incision  has  been  made,  and  as  we  prolong  it  to  the 
fundus  we  find  ili«'  attachmenl  of  this  intrauterine  polypus.  The 
question  arises,  would  it  have  been  possible  in  8  case  like  this 
to  do  conservative  work — i.e.,  myomectomy  and  bo  free  the 
uterus  not  only  from  the  several  intramural  fibroids,  bul  also 
the  submucous  polypus?  1  believe  thai  it  could  and  still  pre- 
serve a  functionating  uterus.  In  ;i  woman  45  years  of  age  it 
probably  would  uo1  be  wise  to  introduce  the  slightesl  additional 
danger  thai  would  necessarily  be  inadvisable  in  the  conservative 
work.  Bu1  in  ;i  young  woman  anxious  for  children  tin-  addi- 
tional risk  mighl  be  justifiable.  It  is  only  by  studying  condi- 
tions such  as  we  find  in  this  specimen  thai  we  are  enabled  to 
decide  upon  the  course  to  pursue  when  the  desirability  of  saving 
the  uterus  is  presented. 

I  think  thai  tumor  could  have  been  removed  through  the  fun- 
dus by  making  an  incision  down  the  posterior  wall  of  the  uterus, 
thus  affording  room  for  enucleation  and  control  of  hemorrhage. 
It  would  have  added  an  additional  risk  to  the  patient,  and  in  a 
woman  45  years  old  and  the  mother  id'  nine  children  one  should 
no1  consider  such  an  operation  in  preference  to  a  total  hysterec- 
tomy. 

Dr.    II.  J.   Boldt. — With   regard   to   the   possibilities  of  the 

operation,  that  should  not  b insidered,  but  only  what  is  best 

for  the  patient.  If  one  looks  at  that  specimen  he  will  un- 
doubtedly conclude  that  it  would  he  a  very  hazardous  procedure 
to  attempl  to  do  a  myomectomy.  Even  Dr.  Goffe  will  concede 
that.  Its  attempl  would  certainly  have  risked  the  woman's 
life  much  more  than  the  operation  done  by  Dr.  Goffe. 

Dr.  Grandin. — Dr.  Goffe  admits  that.  Dr.  Boldt. 

sac    oK    A    RUPTURED   ovarian    CYST. 

Dr.  J.  Riddle  Goppe. — The  second  specimen  is  a  sac  of  a  rup- 
tured ovarian  cyst  which  has  .some  points  of  interest.  The 
patient  from  whom  ]  removed  ii  was  sent  to  my  office  as  a  hos- 
pital case  with  a  diagnosis  of  fibroid  tumor.  I  examined  her 
rather  hurriedly,  hut  with  sufficient  care  to  exclude  pregnancy, 
and  senl  her  to  the  hospital  for  my  Saturday  morning  clinic, 
with  the  intent  to  discuss  the  diagnosis  before  the  class  after  the 
patient  was  anesthetized.  When  prepared  for  operation  and 
fully  anesthetized  the  abdomen  presented  a  high,  symmetrical 
enlargement,  being  distended  to  the  fullest  extent,  so  that,  with 
the  paiicnt  lying  upon  her  hack  and  the  legs  extended,  it  was  ab- 
solutely incompressible.  The  bowels  had  been  thoroughly  cleared 
out  by  cathartic  pills  and  were  crowded  up  under  the  diaphragm 
and  gave  the  tympanitic  note  only  dully  in  the  epigastrium. 
Everywhere  else  the  abdomen  was  flat.     Per  vaginam  the  uterus 

was  fixed  in  the  normal   position  and  had  a  firmly  resisting  mass 

filling  the  left  pelvis  and  reaching  across  Douglas'  pouch  to  the 
right.     By  flexing  the  knees  and  throwing  firsl  on  one  side  and 

then  on  the  other,  the  note  in  the  uppermost  flank  became  tym- 
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panitie.  This  indicated  free  fluid  in  the  peritoneal  cavity.  The 
patient  was  a  single  woman,  34  years  of  age.  Menstruation  first 
appeared  at  11  years  and  was  regular  and  normal  until  two  years 
ago.  when  she  began  to  menstruate  every  two  weeks.  She  was 
itcated  locally  and  relieved.  In  April  last  she  first  noticed  that 
her  corsets  were  too  small.  She  was  told  then  by  her  physician 
that  her  uterus  was  tipped  over,  and  was  treated  with  tampons 
for  three  months.  In  August  the  patient  noticed  that  when  she 
stooped  over  something  moved  inside  of  her.  She  was  again  ex- 
amined and  told  that  she  had  a  fibroid  tumor,  and  a  ring  was  in- 
serted. Six  weeks  ago  she  began  to  have  frequent  micturition 
and  for  the  past  two  weeks  has  had  nausea  and  occasionally 
vomiting.  The  tumor  has  grown  rapidly  for  the  past  two  months. 
I  made  a  diagnosis  of  probably  sarcoma  of  the  left  ovary  and 
proceeded  to  do  a  laparatomy.  On  reaching  the  peritoneum  it 
pointed  into  the  wound  and  presented  the  appearance  of  a  chron- 
ically edematous  intestine.  It  was  dark  in  color  and  foreboding. 
I  finally  summoned  up  courage  to  reach  it  with  a  knife,  when 
there  spouted  out  a  bloody  fluid  with  great  force.  I  gradually 
enlarged  the  incision  and  allowed  the  fluid  to  freely  escape  to  the 
amount  of  about  two  gallons.  This  character  of  fluid  confirmed 
me  more  and  more  in  my  idea  of  malignancy;  but  when  the  fluid 
had  been  removed  by  sponging  this  sac  of  an  ovarian  tumor  with  a 
four-inch  rent  in  it  lay  at  the  bottom  of  the  pelvis,  to  which  it  was 
firmly  glued.  It  had  also  attached  itself  to  the  right  ovary  and 
incorporated  it  within  its  walls.  The  peritoneum  about  the  ad- 
hesions was  edematous  and  tore  like  wet  paper,  so  that  a  large 
rent  was  made  into  the  right  of  the  rectum  and  the  sigmoid  flex- 
ure was  stripped  of  peritoneum  for  the  distance  of  four  inches. 
The  tumor  and  right  ovary  were  removed.  Drainage  was  carried 
through  Douglas'  pouch  into  the  vagina  and  the  abdomen  closed. 
The  torn  surfaces  oozed  badly.  The  patient  is  making  a  nice  re- 
en  very.  The  pathologist  pronounces  the  tumor  a  thick-walled 
ovarian  sac  in  a  condition  of  acute  inflammation.  Questioning 
the  patient  since  the  operation,  I  learn  that  the  last  week  in 
A.ugus1  she  had  a  bad  fall  from  a  hammock  and  was  quite  used 
up  by  il  for  two  or  three  days,  and  thai  since  then  the  tumor  has 
grown  rapidly.  That  was  doubtless  the  occasion  and  date  of  the 
rupture,  although  the  torn  edge  of  the  sac  seemed  to  show  signs  of 
recenl  rupture. 

De.  C.  C.  Barrows. — I  have  seen  two  eases  of  ruptured  ovarian 
One  of  tla-<'  occurred  in  my  office,  the  patient  coming  to 
me  from  time  to  time.  While  F  was  making  a  final  examination 
prior  to  operation,  the  woman  cried  ou1  in  sudden  pain  and  then 
went  into  collapse.  I  gave  her  the  proper  restoratives  and  sent 
her  to  the  hospital,  where  I  removed  a  ruptured  ovarian  cyst.     1 

did  not   use  moie  force  at   that   lime  than    I   had  on  any   previous 

occasion.  The  cysl  had  very  thin  walls  and  ruptured  easily. 
The  second  case  occurred  in  ray  clinic  at  Bellevue  Hospital.  1 
had  selected  this  case  for  the  clinic  because  I  thought  it  would 
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prove  an  interesting  one,  for  il  was  easily  demonstrated.  It  was 
a  suppurating  ovarian  cyst.  Several  presenl  had  examined  tin* 
patient,  and  when  I  examined  the  woman  1  Found  do  tumor,  and 
said.  "The  tumor  has  gone."  The  abdomen  was  opened  and  a 
suppurating  ovarian  cysl  aboul  the  size  of  the  one  presented  to- 
nighl  was  Found  that  had,  ruptured. 

Dr.  Am-ki.w  P.  Ci  Ran  r.  Dr.  .larman's  narration  reminds  me 
of  a  similar  case  which  occurred  in  the  practice  of  the  Late  Dr. 
J.  B.  Hunter.  The  tumor  was  one  of  considerable  size  which 
ruptured  under  the  examination.  The  patient  remained  in  the 
hospital,  I  think,  only  a  fewweeksand  then  the  cyst  refilled.  An 
operation  was  performed  and  the  cysl  removed.  It  was  some- 
what remarkable  thai  so  little  force  should  be  sufficient  to  rupture 
the  ,-yst  wall.  I  feel  as  Dr.  Jarman  does,  thai  many  cases  diag- 
nosticated as  ovarian  cysts  are  ruptured  in  tins  way.  I  should 
think,  too,  that  with  the  cause  remaining  they  would  always  re- 
fill, except  in  the  case  of  parovarian  cysts,  in  which,  as  is  well 
known,  the  fluid  does  qoI  reaccumulate. 

Dr.  II.  -I.  Boldt. —  I  have  seen  two  other  cases  besides  the  one 
reported  this  evening.  In  one  the  ovarian  cyst  ruptured  during 
the  examination  in  the  office  and  ran  pretty  much  the  same  course 
as  did  the  one  reported  by  Dr.  Jarman.  The  other  case  was 
operated  upon.  The  thickened  wall  in  Dr.  Goffe's  case  is  prob- 
ably  tine  to  the  fact  that  the  cyst  had  ruptured  some  time  pre- 
viously, hefore  the  patient  was  operated  upon,  and  there  had  re- 
sulted a  local  peritonitis  which  produced  inflammatory  changes 
in  the  wall  of  the  cyst. 

Dr.  A.  Palmeb  Dudley. — I  want  to  correct  what  may  be  a 
wrong  impression  produced  by  some  in  saying  that  these  ruptured 
cysts  sire  not  dangerous.  I  think  it  is  best  to  open  the  abdomen 
as  soon  as  we  find  thai  such  a  rupture  has  occurred.  Tor  we  do 
not  know  whether  or  not  the  fluid  is  simple,  infect  ions,  or  blood. 
dermoid,  pyosalpinx,  or  hydrosalpinx.  I  think  it  is  well  always 
to  open  the  abdomen  and  make  as  clean  a  piece  of  work  as  you 
can  and  not  trust  to  Nature. 

Dr.  Joseph  E.  Janvrin. — Once  in  a  while  the  ovarian  cyst 
ruptures  into  the  bladder  or  intestines.  I  have  had  one  ease  of 
each.  I  have  never  had  one  rupture  into  the  abdominal  cavity. 
The  one  that  ruptured  into  the  bladder  occurred  fully  twenty 
years  ago  and  was  an  interesting  case.  There  was  a  Large  ovarian 
cyst  the  si/.e  of  a  man's  head.  So  far  as  could  he  made  out  hy 
examination,  it  was  a  monocyst.  I  examined  her  in  my  office  and 
made  preparations  to  operate  within  a  few  days.  Porty-eighl 
hours  afterward  the  husband  came  to  me  and  stated  that  his  wife 
was  passing  too  much  water  from  the  bladder.  She  continued  to 
it  very  freely,  many  quarts  within  a  period  of  twenty-four 
or  thirty-six  hours.  Ail  evidences  of  the  tumor  had  disappeared 
and  nothing  remained  after  that.  I  d<>  not  think  there  could 
have  been  any  mistake  made  in  the  diagnosis  in  this  case.  The 
other  case  was  also  met  with  twenty  years  ago.     Here  the  ovarian 
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cyst  had  ruptured  into  the  intestines  and  the  contents  had  drain- 
ed off  through  the  rectum.     This  case  also  did  not  refill. 

Dr.  J.  Riddle  Gofpe. — The  best  authorities  say  that  when 
such  cysts  rupture  and  disappear  they  are  parovarian,  intra- 
ligamentary,  and  can  be  cured  by  simply  tapping.  We  all  know, 
however,  that  a  true  ovarian  cyst  is  never  cured  in  that  way,  and 
that  rupture  of  such  a  cyst  adds  an  additional  complication  of  a 
more  or  less  serious  character. 

REPORT  OF  A  CASE  OF  ACUTE  SEPSIS. 

Dr.  C.  C.  Barrows. — Alice  B.,  married,  26  years  old,  a  negress, 
was  admitted  to  Ward  22,  Bellevue  Hospital,  on  Christmas  day 
a1  4  p.m.  She  stated  that  four  weeks  before  she  was  admitted, 
when  she  was  six  months  pregnant,  she  fell  down-stairs,  striking 
on  her  abdomen.  Since  that  time  she  had  felt  no  fetal  move 
ments.  Two  weeks  after  her  fall  she  began  to  feel  weak  and 
suffered  from  loss  of  sleep  and  appetite.  These  symptoms  in- 
creased and  became  so  severe  that  she  was  obliged  to  give  up  work 
and  come  to  the  hospital.  At  the  time  of  her  admission  she  was 
having  labor  pains,  which  she  said  had  been  going  on  for  twelve 
hours.  On  admission  she  was  having  a  chill  and  her  tempera- 
ture was  104.3°,  her  pulse  124,  and  her  respiration  30.  There 
was  a  foul-smelling,  bloody  discharge  from  the  vagina.  On  De- 
cember 26,  at  6  a.m.,  she  w^as  delivered  of  a  decomposed,  macer- 
ated female  fetus.  The  secundines  were  expelled  at  6  :20.  Fetus, 
placenta,  and  membranes  were  macerated  and  decomposed,  with 
a  foul  odor.  Patient  had  a  severe  chill  at  7  a.m..  and  her  tem- 
perature, which  at  3  a.m.  had  been  99.4°,  was  found  to  be  105°. 
She  had  after  delivery  an  intrauterine  douche  of  1:10,000  bi- 
chloride of  mercury.  At  2  p.m.  her  uterus  was  irrigated  with 
hydrogen  peroxide  followed  by  normal  salt  solution.  A  con- 
siderable quantity  of  clots  and  decomposed  shreds  was  removed 
by  the  douche.  She  was  then  transferred  to  Ward  23,  to  the 
gynecological  service,  where  she  was  curetted  and  a  large  quan- 
tity of  de< posed  and  foul-smelling  tissue  removed. 

The  patient  then  lapsed  into  a  state  of  profound  sepsis,  her 
evening  temperature  being  never  less  than  105°,  and  on  one  occa- 
sion L06.8  .  The  local  morbid  conditions  disappeared  under  the 
routine  treatmenl  of  intrauterine  douches  and  drainage,  but  the 
patient's  general  condition  became  rapidly  worse,  and  when  1 
first  saw  her,  on  January  2,  the  ninth  day  of  her  disease,  she  pre- 
sented  the  picture  which  has  always  heretofore  meant  to  me 
rapidly   approaching  dissolution.     The   patient    lay   in   a   semi- 

comaios ndition,   with   low,   muttering  delirium,  and,   when 

aroused  with  difficulty,  declared  that  she  felt  well.     Her  pulse 

was  feeble  ;nid   ranged    from   150  to  160.      Her  respirations  were 

rapid  and  labored,  her  lips  and  tongue  were  (\vy  and  parched, 
and  her  rectal  temperature  was  108°.     The  house  gynecologist 

reported  to  me  thai  ;i  blood  culture  had  been  made  by  \h\  Buxton, 

of  Cornell  University,  in  four  Husks  of  bouillon,  10  cubic  centi- 
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metres  of  blood  being  taken  on  December  30,  and  the  resull 
showed  a  pure  culture  of  streptococcus.  <>n  admission  her  leu- 
cocytosis  was  18,000,  .-mil  a1  this  time  15,500. 

At  this  time,  with  the  pulse  160  and  the  temperature  1||x  .  I 

attempted  to  inject  into  the  median  basilic  vein  < litre  of  a 

1  :.").iiini  solution  of  formalin.  The  delirium  and  restlessness  of 
tlir  patienl  made  the  operation  ;i  difficull  one,  and,  ;is  a  result, 
the  full  litre  was  not  injected,  ;i  small  quantity  of  it  being  lost. 
At  ;i  fair  estimate  500  cubic  centimetres  of  the  solution  were 
thrown  into  the  circulation.  This  was  at  5  o'clock  in  the  after- 
noon, and  the  temperature  ami  pulse  rate  began  immediately  to 
improve,  and  at  9  o'clock  on  the  following  morning  the  tempera- 
ture had  fallen  from  108  to  10]  and  the  pulse  from  160  to  104. 
At  12  o'clock  the  temperature  began  to  rise,  so  thai  at  !•  p.m.  it 
was  102.4°.  It  then  plunged  downward,  until  at  5  in  the  morn- 
ing "I'  the  following  day  it  only  recorded  by  rectum  95  .  Hut 
the  pulse  had  improved  and  was  now  86  and  stronger  and  fuller, 
and  the  patienl 's  general  condition  was  vastly  better.  Prom  95 
the  temperature  gradually  rose  until  at  9  p.m.  it  was  102  with  a 
pulse  of  110.  At  5  in  the  morning  it  was  normal,  and  by  noon 
of  the  same  day  it  had  reached  103  .  T  then  injected  into  the 
opposite  vein  7")()  cubic  centimetres  of  the  same  solution,  when 
the  temperature  fell  to  normal,  where  it  has  practically  remained 
since. 

On  January  3,  the  day  following  the  first  intravenous  in- 
jection, a  second  blood  culture  was  made  and  no  streptococci 
were  found.  On  January  8,  two  days  after  the  Lasl  operation, 
the  blood  culture  was  still  aegative.  From  this  time  on  the  wo- 
man made  a  rapid  convalescence  and  is  now  well. 

Such  cases  as  the  one  here  recorded  come  to  Bellevue  Hospital 
at  all  times,  and  during  the  sixteen  years  thai  I  have  been  con- 
nected with  that  institution  I  have  seen  every  method  of  treat- 
ment known  to  science  employed.  Serum  therapy,  from  which 
we  expected  so  much,  has  with  us  proved  absolutely  inert.  In 
using  the  method  I  have  described  to  yon  for  the  firsl  time,  r 
have  purposely  chosen  a  case  aboul  whose  condition  there  could 
he  no  question.  It  was  acute  general  septic  infection  of  the  pro* 
foundesl  typ< — a  condition  which  has  up  to  now.  I  may  say.  al- 
ways been  promptly  followed  by  death.  This  woman  has 
covered.  With  the  exception  of  a  slight  chill  at  the  time  of  the 
second  intravenous  injection,  such  as  we  not  uncommonly  gei 
from  a  similar  use  of  the  normal  salt  solution,  there  was  no  un- 
pleasant reaction  from  the  treatment.  There  has  been  no  dis- 
turbance  of  the  venous  or  arterial  system  in  any  way,  and  her 
secretions  and  excretions  are  unchanged. 

I  need  not  say  that  I  am  anxiously  awaiting  another  opportu- 
nity to  try  this  method  of  treatment,  and  I  have  no  doubt,  if  the 
source  of  infection  has  been  removed,  it  will  prove  as  gratifying 
in  its  results  as  it  has  in  this  case. 

Dr.  George  L.  Brodhead. — I  should  like  to  ask  \)v.  Harrows 
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whether  efforts  had  been  made  to  deliver  this  woman  before  she 
came  to  Bellevue;  it'  not,  whether  the  membranes  had  ruptured 
before  she  came  in ;  and.  if  so,  how  long  before  admission  to  the 
hospital. 

Dr.  C.  C.  Barrows. — I  did  not  see  her  until  the  ninth  day  of 
the  disease.  She  had  been  in  another  ward  in  Bellevue,  and  they 
had  examined  her  and  said  that  she  presented  the  ordinary  signs 
and  symptoms  of  a  six-months  pregnancy,  and  so  they  discharged 
ber.  She  went  home,  only  to  return  three  days  later.  She  was 
readmitted  and  the  house  gynecologist  reported  to  me  that  when 
she  was  admitted  she  was  in  labor,  with  a  temperature  of  104.3" 
and  a  nasty,  foul  discharge  occurring  from  the  vagina.  So  T 
presume  the  membranes  had  ruptured  prior  to  her  admission. 

Dr.  A.  Palmer  Dudley. — I  want  to  say  that  six  years  ago  I 
brought  to  this  city  some  of  the  first  samples  of  formalin  ever 
used  here;  I  brought  them  from  Geneva,  Switzerland,  where  T 
had  learned  of  it  at  the  International  Congress  of  Gynecologists. 
I  made  quite  a  number  of  experiments  with  it,  and  I  thought 
there  was  a  wonderful  amount  of  good  in  it,  as  I  think  now. 
which  we  do  not  know  much  about.  A  weak  point  in  the  cases 
reported  to-night  is  that  the  curative  ability  of  formalin  cannot 
be  determined  because  of  so  much  local  treatment  being  employed 
at  the  same  time.  We  cannot  eliminate  the  beneficial  effects  of 
the  local  treatment  and  attribute  them  to  the  general  treatment 
by  the  use  of  formalin.  Apropos  of  this  I  want  to  say  that  I 
think  we  do  more  harm  than  good  through  irrigations  in  the 
uterus.  We  produce  a  chill  varying  in  duration,  followed  in  one 
hour  by  rise  of  temperature ;  in  this  way  we  disseminate  the 
poison.  I  think  this  should  be  eliminated  in  the  treatment  of 
these  cases.  I  think  the  doctor  has  uiven  us  something  to-night 
which  is  ;m  eye-opener.  We  will  all  take  some  of  it  in  earnesl 
and  we  will  be  as  conservative  as  he  is  in  our  reports  of  results 
obtained.  If  we  subject  the  women  to  intravenous  injection  of 
1  :5000  solution  we  then  should  leave  the  uterus  alone' 

A    NEW    VAGINAL    AM)    UTERINE    KETI  'UN-FLOW    IRRIGATOR    MADE    OP 

GLASS. 

Dr.  J.  Clifton  Edgar. — This  return-flow  catheter  is  made  of 
two  pieces  of  glass  tubing,  grooved  on  the  inner  side  of  each  tube 
to  increase  the  area  for  the  return  flow,  and  is  essentially  differ- 
ent from  the  Bozeman,  Fritz,  Olshausen,  Tucker,  or  A.uvard  re- 
turn-flow tubes.  Experiments  with  strong  permanganate  solu- 
tions on  ;i  uterus  and  vagina  from  a  cadaver  show  thai  ;i  strong 
stream  I  four  feel  elevation  of  the  fountain  syringe)  can  be  used 
withoni  Increasing  the  intrauterine  pressure  or  forcing  fluid  into 
the  tubes.  The  advantages  of  \\w  irrigator  are:  (  i  i  simplicity; 
2  cleanliness;  (3)  readily  freed  of  air  bubbles ;  (4)  avoidance 
of  excessive  intrant. Tine   pressure  and   regurgitation   with   the 

DiscuBBloo  t<>  be  continued  at  next  meeting. 


THE  \iw    JTOBK  OBSTETRICAL  BOC1ETY.  ;,•', 

tubes;  (5)  free  and  ample  flow  of  water ;  (6)  avoidance  of  intro- 
duction of  air;  '7'  ool  likely  to  become  obstructed.  The  tubes 
are  made  of  two  lengths,  eighl  and  ten  inches  respectively. 

Dr.  Edgar  also  showed  oi E  Bossi's  uew  four-bladed  uterine 

dilators,  and  demonstrated   its  use  upon  ;i   rubber  i lei  of  a 

partially  dilated  cervix.  Although  l>r.  Edgar  had  had  two  op- 
portunities to  use  the  instrumenl  within  the  p;ist  few  days,  lie  had 
hesitated  to  do  so.  preferring  to  rely  upon  the  tactile  sense  of  the 
fingers  in  the  bimanual  method  of  dilating  the  cervix. 

Dr.  Edgar  compared  the  Bossi  with  the  two-bladed  dilator  of 
Gans,  preferring  the  latter  because  the  hand  could  be  introduced 
into  tlif  vagina  with  the  latter  to  uote  the  amounl  of  force  ex- 
erted upon  the  cervix. 

\  ERSION    OR    FORCEPS — VS  UK  II  .' 

Dr.  S.  Marx  road  this,  the  paper  of  the  evening,  and  he  wished 
to  be  understood  as  being  unqualifiedly  and  absolutely  in  favor 
of  version  in  those  cases  in  which  the  head  was  above  the  brim, 

and  that  the  application  of  forceps  in  these  cases  was  never 
countenanced.  After  describing  what  was  generally  meant  by 
the  so-called  "high  operation,"  he,  in  his  classification  of  the 
various  forceps  operations,  said  that  Ik1  had  always  considered 
hut  three  forceps  positions  of  the  head,  defined  according  to 
the  anatomical  relations  of  the  head  to  the  bony  as  well  as  the 
soft  structures  of  the  genital  tract,  as  follows:  (1)  The  high 
forceps  application,  with  the  head  entirely  above  the  brim, 
freely  movable  or  not.  as  the  ease  may  be,  or  the  head  engaged 
by  its  smaller  segment,  whether  or  not  movable.  Such  a  posi- 
tion of  the  head  constitutes  the  only  true  high  forceps  applica- 
tion, and  this  was  in  accordance  with  the  teachings  of  the  entire 
German  school.  (2)  Median  forceps  application,  with  the  head 
well  engaged  and  yet  not  <m  the  pelvic  tloor — i.< ..  the  greater 
segmenl  of  the  head  was  slid  above  the  ischial  spines.  (3)  The 
low  application,  in  which  the  head  is  on  the  perineum  or  where 
the  greater  segmenl  of  the  head  is  below  the  ischial  spines.  He 
Considered  this  both  an  anatomical  and  clinical  classification, 
and  believed  that  if  this  arrangement  of  the  head  positions  was 
followed  the  use  of  the  forceps  would  heconie  very  niuch  simple 

and    mor ucise.     The   indiscriminate  use   of   the   term    high 

forceps  was  due.  he  believed,  to  the  fact  thai   this  anatomical 

Classification    was   seldom    considered,   and.    as   ;i    result,    many  of 

the  cases  called  high  operations  were  really  simply  cases  of 
median   operations.     The   high    operation    was   very   dangerous 

on  aceoiini  of  the  injury  to  the  tissues  and  was  to  he  condemned, 
not  only  for  this  reason,  but  also  because  in  an  overwhelming 
majority  of  cases  the  woman  can  be  delivered  by  an  operation 
which  is  safer  to  both  mother  and  child,  thai  is  easier  of  applica- 
tion, that  is  surer  of  SUCCess  -namely,  version.  From  the  stand 
point    of    experience    and    safety    he    had    always    leaned    toward 

version  and  away  from  forceps.     Of  course  persona]  experience 

24 
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will  enter  Largely  into  the  consideration  of  the  treatment  of  any 
case.  He  did  not  sanction  the  application  of  forceps  to  the 
head  above  the  brim  except  in  cases  where  there  was  a  rupture 
of  the  uterus  impending,  or.  generally  speaking,  when  he  had 
to  deal  with  a  tetanized  organ,  one  from  which  the  waters  have 
long  escaped.  In  all  other  cases  he  preferred  to  perform  an 
elective  version,  and  this  for  fear  of  causing  a  rupture  in  the 
threatened  and  tetanized  cases  or  increasing  the  tear  in  those 
already  ruptured.  It  should  be  remembered  that  in  most  of 
these  cases  we  are  dealing  with  a  prolonged,  fruitless,  and  severe 
labor,  and  the  child  has  often  suffered  so  severely  that  it  has 
almost  or  already  been  sacrificed,  and,  under  these  conditions,  an 
elective  perforation  was  to  be  preferred.  He  did  not  believe 
thai  destructive  instruments  were  yet  obsolete;  they  still  have 
a  large  field  for  application.  With  a  dead  fetus,  or  with  one 
that  is  alive  but  whose  chances  for  life  are  very  slight,  he  did 
not  see  what  could  be  gained  by  a  difficult  high  operation  or  even 
version;  you  certainly  could  do  the  child  no  good  and  would  do 
the  mother  much  harm,  which  latter  could  be  much  diminished 
by  Lessening  the  bulk  of  the  unborn  fetus. 

We  must  admit  that  failure  of  the  presenting  head  to  engage 
almost  always  means  that  there  is  some  abnormality,  either  of 
the  presenting  part  or  of  the  pelvis,  and,  under  these  conditions, 
there  were  three  factors  to  be  considered,  viz. :  1.  A  malposition 
of  the  presenting  part.  2.  A  pelvis  which  was  relatively  or  ab- 
solutely contracted.  A  relatively  contracted  pelvis  was  one 
large  enough  to  permit  the  passage  of  an  average-sized  child, 
ye1  too  small  to  allow  of  complete  engagement  and  passage  of  an 
overgrown  fetus  or  large-sized  head.  3.  A  condition  in  which 
the  pelvis  was  estimated  to  be  about  the  normal,  in  which  the 
head  of  the  fetus  was  entirely  too  large  for  successful  engage- 
ment  and  passage.  In  his  experience  minor  pelvic  or  relative 
pelvic  contractions  were  not  uncommon,  and  il  was  unfortu- 
nate that  we  had  no  positive  way  of  determining  their  existence 
before  or  even  at  the  onset  of  labor.  "When  present  they  are 
not  recognized  until  that  time  when  the  severest  lesions  have 
been  effected.  Therefore  an  early  exploration  of  the  pelvis 
should  be  made  in  order  to  search  for  the  cases  of  non-engage- 
ment, iii  order  to  anticipate  possible  dangerous  complications. 
Such  an  investigation  should  be  elective  and  early,  and  merely 
an  investigation,  not  necessarily  operative.  This  he  did  not  con- 
aider  to  be  meddlesome  midwifery,  but  scientific  obstetrics.  In 
the  cases  jusl  mentioned  the  mechanism  of  labor  was  different 
from  normal;  instead  of  engaging  obliquely  with  fair  flexion, 

the  head   come,  down   transversely  and   in   a   condition  of  hyper- 

flexion.  In  his  experience  most  pelvic  contractions  were  pos- 
terior, with  compensatory  increase  in  the  transverse  diameters; 
this  was  the  result  of  Nature's  attempl  <<»  overcome  the  dystocia, 

which   in   mo^t   cases  was  fulfilled,  when   the  Case  would  go  <»n  to 

practically  normal  delivery.     Bu1   often,  at   a  critical   moment, 
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Nature's  attempl  becomes  exhausted  and  delivery  fails.  Now, 
if  the  forceps  be  applied,  pressure  is  exerted  from  Bide  to  side 
upon  the  fetal  head,  which,  in  his  experience,  was  ao1  compen- 
sated for  by  ;m  Overlapping  of  the  bones;  therefore  this  would 
not  increase  the  biparietal  diameter  of  the  head,  which  was  the 
belief  of  many  pr incut  writers.  According  to  direct  observa- 
tion, pressure  from  side  to  side  causes  an  increase  in  the  bipa- 
rietal  diameter,  which  conforms  to  the  contracted  anterior-pos- 
terior diameter  of  the  pelvic  inlel  and  so  increases  the  pelvic 
contraction    both    relatively    and    absolutely.     For   this    reason 

Version  Was  fleeted  in  ;dl  cases,  with  the  e\ee  [  it  it  His  already  men- 
tioned when  the  head  was  above  the  pelvic  brim.  When  version 
is  done  the  after-coming  head  descending  as  it  should,  trans- 
versely, pressure  is  exercised  upon  the  biparietal  bosses  by  the 
pelvic  contraction  in  the  anterior-posterior  diameter,  dimin- 
ishing their  diameter  where  exists  the  greatest  contraction; 
therefore,  he  go1  a  compensatory  side-to-side  enlargement  of  the 
head  which  conformed  to  the  enlarged  transverse  pelvic  diame- 
ter. This  explains  the  superiority  and  greater  safety,  for  the 
child,  of  version  over  true  high  forceps  operation  in  cases  where 
the  head  is  above  the  brim,  especially  in  cases  of  women  whos- 
pelves  are  of  the  minor  contraction  type.  It  was  important  to 
remember  that,  in  the  performance  of  version,  the  head,  in  its 
Largesl  diameter,  should  pass  through  the  largest  diameter  of 
the  pelvis,  noi  via  r<  rsa.  A  train,  in  order  to  insure  the  gaining 
of  a  living  child,  there  should  be  a  complete  and  permanent 
flexion  of  the  after-coming  fetal  head  during  the  entire  time  it 
is  passing  through  the  pelvic  tract.  This  can  be  done  only  by 
firm  and  intelligent  fundal  and  suprapubic  pressure,  maintained 
on  as  the  head  begins  to  descend.  If  this  is  not  strictly 
followed,  and  the  child  dragged  through  the  canal  by  pulling 
upon  the  legs,  the  head  will  very  likely  become  extended,  the 
arms  liberated,  and  the  child's  life  sacrificed.  He  advised  moi-'1 
of  the  vis  a  tergo  and  less  of  the  vis  a  fronte.  He  referred  to 
the  superiority  of  version  over  the  high  forceps  in  such  condi- 
tions as  placenta  previa,  accidental  hemorrhages,  eclampsia,  etc., 
and  asked  why  such  means  would  not  hold  good  under  the  con- 
ditions he  had  attempted  to  make  clear  above.  If  the  premises 
he  took-  were  correct  in  one  direction  they  were  certainly  so  in 
the  other.  To  his  mind  this  was  a  \<-\-y  forcible  argument 
against  the  arguments  of  those  who  act  differently  from  that 
which  we  directly  advise,  and  would  show  the  inconsistency  of 
their  beliefs.  In  those  rare  cases  in  which  the  head  was  above 
the  brim,  and  which  did  no1  admit  of  version  either  because  of 
its  utter  impossibility  as  from  a  completely  spastic  uterus,  or 
threatened  rupture,  then  high  forceps  should  be  attempted  if 
the  child  be  alive;  if  dead,  then  use  the  perforator.  If  the 
child  be  in  good  condition  he  preferred  the  axis-traction  forceps 
of  Tarnier.  In  those  cases  in  which  the  head  fails  to  engage,  the 
presumption  was  that  it  was  caused  by  some  abnormality:  there- 
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fore  this  faulty  position  must  be  corrected  before  operative  inter- 
ference with  the  forcfps  be  instituted,  if  at  all  possible.  In 
minor,  and  even  major,  pelvic  contractions  he  had  most  gratify- 
ing results  in  usin^  the  Walcher  position.  In  a  minor  contrac- 
tion a  well-sustained  extension  position  would  make  what  would 
otberwise  be  a  difficult  forceps  operation  one  of  great  ease;  here 
the  hanging  must  be  a  complete  one,  with  the  tendency  for  the 
patient  to  fall  from  the  table:  to  prevent  this  a  well-applied 
sling  should  be  used.  In  case  the  Walcher  position  fails  to 
give  the  expected  results  the  following  procedure  had.  in  many 
instances,  made  delivery  possible.  The  forceps  was  applied  in 
the  usual  way  with  the  patient  in  the  ordinary  obstetric  posi- 
tion. At  the  moment  when  the  first  traction  was  made  the  pa- 
tient was  suddenly  thrown  into  the  Walcher,  while  the  efforts 
at  extraction  were  continued.  The  rationale  and  success  of  this 
method  seemed  to  depend  upon  the  forced  and  exaggerated  exten- 
sion by  causing  the  limbs  to  fall,  and,  as  the  result,  a  greater 
hyperextonsion  was  produced  than  was  obtained  by  the  sus- 
tained Walcher.  lie  recalled  two  instances  that  could  not  be 
delivered  by  any  means  known,  even  the  sustained-extension 
position.  Suddenly  throwing  the  patient  into  the  Walcher  gave 
surprising  and  happy  results,  in  that  the  two  patients  were 
delivered  of  living  children.  The  one  delivered  by  version  had 
lost  all  her  previous  children  in  labor  because  of  a  contraction 
down  to  three  and  a  half  inches.  Cesarean  section  was  advised, 
but  refused.  The  child  was  very  large,  weighing  over  eight 
pounds.  A  bad  prognosis  was  given.  The  version  was  an  elec- 
tive one,  in  an  intact  fruit  sac,  and  in  the  Walcher;  but  in  spite 
of  this  position  and  firm  pressure  from  above,  the  head  could 
not  be  extracted.  "Rapidly  placing  the  patient  in  the  flexed  po- 
sition, the  legs  were  suddenly  thrown  into  the  extension  posture. 
with  the  result  that,  with  a  sharp  snap,  the  head  was  rapidly 
delivered  and  the  fetus  was  born  alive.1 
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Stated  Meeting,  November  21,  1902* 
Th<  President,  C.  S.  Bacon,  M.D..  in  the  ('hair. 
T)\<.  Fh \\k  B.  Earle  reported 

TWO    CASE8    OF    EXTRAUTERINE    PREGNANCY    AT   TERM. 

The  eases  are  reported  for  the  purpose  of  emphasizing  some  of 
the  points  already  known,  rather  than  with  the  expectation  of 
present  ing  anyl  hing  new. 

ussioc  to  i"'  continued  at  nexl  meeting. 
'Concluded  from  p.  236,  February  Joi  bnal. 
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Cits,   I.     .Mis.  Alice  (i..  aged  4ii.  married  at  21.     Pirsl  pi 
11,111. -v  ,ii  23,  normal;  second  a1  26,  Dormal;  third  al  32,  aormal. 

August  12  to  16,  hist  menstruation.  October  1.  was  taken  with 
severe  pain  (colic-like)  over  the  abdomen.  Became  very  weak 
and  cold,  with  profuse  sweating,  vomiting,  distended  abdomen, 
and  scanty  bloody  discharge.  Was  seen  by  her  physician 
era!  times  firsl  day.  Was  sick  in  bed  two  weeks.  November  11. 
recurrence  <>i'  all  the  former  Bymptoms  excepl  rl « »w i 1 1 u-.  Novem- 
ber 25,  consulted  Dr.  0.  Be  said:  "She  has  a  tin  nor  on  the  hit 
side  the  size  of  ;m  orange,"  hnt  was  unable  to  determine  wheth  • 
it  was  a  distended  tube,  a  fibroid,  of  an  ectopic  gestation.  De- 
cember 8,  consulted  the  doctor  again,  who  said  that  the  tumor 
was  no  larger,  hnt  that  the  uterus  was  larger.     January  1<>.  again 

Consulted  the  doctor,  who.  alter  e\a  initial  ion.  decided  it  was 
uterine  gestation.     January  25,  third  attack  of  pain,  aol  Si    - 

vere  as  formerly,  act tpanied  by  no  flow;  patient  sick  only  a 

few  days.  April  20,  nausea,  vomiting,  and  diarrhea.  April  30, 
was  seen  by  \h\  N.,  who  heard  distinct  heart  tones  and  fell  mo- 
tion. May  ti.  patient  suffering  greatly  from  nausea  most  of  the 
time.  Severe  pain  in  lower  pari  of  abdomen,  especially  in  the 
rectum  and  vagina.  May  15,  had  apparent  labor  pains.  Motion 
ceased.  The  doctor  who  then  saw  her  was  unable  to  decide 
whether  the  baby  was  alive,  and  prescribed  an  abdominal  binder 
for  relief  of  the  abdomen.  June  3,  seen  by  Dr.  Earle.  Abdomen 
enlarged  nearly  to  size  at  full  term  of  pregnancy.  Fetal  heart 
tones  and  quickening  absent.  Slight  bloody  discharge  (odor- 
less .  dune  9,  patient  nauseated;  temperature  slightly  increased, 
dune  13,  sent  to  hospital  for  examination  by  gynecologist  and 
with  the  expectation  of  being  operated  upon,  dune  15,  patient 
was  sent  home  with  the  statement  that  it  was  a  case  of  normal 
pregnancy,  with  probable  death  oi  the  fetus,  dune  2<>.  dis- 
charge  of   blood,   soi •'  in.    pronounced   odor,     dune   25,   seen 

by  Dr.  John  Bartletl  in  consultation;  diagnosis  uncertain,   dune 
•  n  by  Drs.  Eenrotin  and  Bartlett.     Diagnosis,  ectopic  ges- 
tation  and  death  of  the  fetus.      July  2,   patient  was  removed  to 
the  Policlinic  and   operated   on   by    Dr.   Eenrotin.     Fetus  and 

ph nta   removed.     Patient   made  an  excellent   recovery,  sinus 

remaining  open  for  a  number  of  months,  finally  closing  after  the 
discharge  of  a  small  silk  ligature. 

Points  of  Inter 'est. —  1.  Long  period  of  sterility,  eighl  years. 
_.  Date  of  primary  rupture,  forty-one  day  after  menses;  date 
of  secondary  rupture,  eighty-nine  days  after  menses  ceased. 
:.  i  Incurrence  of  apparent  labor  pains  at  the  end  of  gestation. 

Cast   II. — Mrs.  h\  \\.  age  between  34  and  39,  married  eighl 
years.     No  previous  pregnancy. 

January  10  (aboul   .  last  menstruation.     April  20    about   .was 
sick   for  ten  days  with   what  the  physician  in  attendance  termed 

"congestive  pains.*'  Late  in  September  patient  came  under  the 
observation  of  Dr.  Tagerl  for  a  troublesome  cystitis.  On  Oc- 
tober  1<>  patient  seen  in  consultation  with  him.     She  was  fhen 
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having  regular  pains  at  intervals  of  five  minutes.  External  ex- 
amination :  Fetal  heart  tones  good ;  abdomen  so  tender  that  even 
external  examination  was  unsatisfactory.  Examination  under 
anesthesia:  Head  in  pelvis;  sutures  and  fontanelles  palpable 
through  what  appeared  to  be  a  thin  lower  segment;  os  to  right, 
above  symphysis,  admits  one  linger.  Patient  was  thought  to  be 
in  the  beginning  of  labor.  Owing  to  her  extreme  nervousness 
an  anodyne  was  advised.  She  passed  a  fairly  comfortable  night. 
October  18.  the  patient  was  again  seen  in  consultation  with  Dr. 
Tagert.  Contractions  occurred  frequently  and  apparently  nor- 
mally, the  abdomen  resembling  that  of  normal  labor.  Patient 
was  positive  that  she  had  not  felt  motion  for  several  days.  Heart, 
tones  absent.  Examination  under  chloroform:  Os  still  to  right 
and  above  symphysis.  In  order  to  make  a  satisfactory  exami- 
nation it  was  necessary  to  introduce  the  entire  hand  into  the. 
vagina.  External  os  dilated  to  the  size  of  half  a  dollar.  Inter- 
nal i  is  would  not  admit  finger,  but  under  moderate  pressure  en- 
trance was  readily  gained  to  the  uterine  cavity,  which  was 
empty,  save  for  the  presence  of  what  appeared  to  be  decidual 
debris.  Patient  was  sent  to  hospital  for  operation,  the  diag- 
nosis resting  between  ectopic  gestation  and  gestation  in  a  rudi- 
mentary cornu.  Upon  arriving  at  the  hospital  her  condition 
was  such  that  it  was  deemed  unwise  to  operate  at  that  time,  and 
there  was  a  further  delay  in  accordance  with  the  prevailing 
impression  that  a  ease  of  ectopic  gestation  presented  more  favor- 
able conditions  for  operation  after  the  lapse  of  a  few  days, 
when  the  circulation  in  the  placenta  had  ceased.  The  record 
sheet  shows  that  from  October  18  until  October  24  the  patient's 
temperature  was  slightly  elevated,  the  pulse  ranging  from  '.Mi  to 
116;  it  also  shows  that  vomiting  was  frequent,  that  the  patienl 
was  suffering  more  oi"  less  constantly  from  pain  in  the  abdomen, 
especially  on  the  left  side;  it  also  show's  that  she  was  able  to 
take  only  a  small  quantity  of  nourishment.  Under  these  condi- 
tions, and  believing  thai  some  time  had  elapsed  since  the  death 
<>f  the  baby,  operation  was  decided  upon.  The  question  as  to 
choice  of  route  was  discussed  and  the  abdominal  preferred, 
although  the  vaginal  was  carefully  considered.  October  24,  con- 
tractions frequent,  tumor  rising  upward  with  each  contraction. 
Patienl  operated  upon  by  Dr.  Tagert,  assisted  by  Drs.  Bacon 
and  Earle.  Abdomen  opened  and  child  weighing  five  and  three- 
quarter  pounds,  and  placenta  and  membranes  weighing  three 

and  three-quarter  pounds,  removed  from  left  side.      Patienl  died 
sixty-sis  hours  after  the  operation,  never  fully  recovering  from 

the  shock.  Owing  to  the  regularity  and  force  of  the  contrac- 
tions, much  interest  centred  in  the  source  of  the  power  produc- 
ing them,  and.  with  the  hope  of  determining  this  point,  the  gross 
specimen  was  senl  to  | >r.  I [erzog,  who  makes  the  following  report  : 
"The  sae  of  the  full-ten topic  gestation,  particularly  in 

some  places  where  it    is  several   millimetres  thick  and  (plite  firm, 

shows  bundles  of  hypertrophied  non-striated  muscle  cells.     Tn 
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Pact,  these  cells  appear  hypertrophied  to  almosl  as  high  a  degree 
as  is  Pound  in  the  uterine  muscnlaris  a1  term.  In  these  places 
the  tissue  consists  almosl  exclusively  of  Buch  liypertrophied  mus- 
cle cells;  the  nuclei  have  stained  well,  and  they  presenl  in  every 
other  respect  the  picture  of  healthy  cells  which  mighl  well  have 
been  able  to  bring  aboul  energetic  contractions  of  the  sac  a1  the 
P«»int  or  points  where  they  are  Pound. 

(Signed  M.   Herzog." 

Points  of  Interest.-    1.   Long  period  of  sterility.     2.   Ansei 

of  severe  symptoms  al  time  ^\'  rupture,  which  was  over  three 
months  Prom  date  of  Las1  menses.  •">.  Should  not  the  diagnosis 
have  been  made  on  October  1".  when  the  os  was  found  in  such 
an   unusual   position.'     4.  Was  operation   indicated  on   October 

l'4  or  Later?     5.   Would    the    vaginal    route    have  I n  better? 

ti.  Aiv  we  justified  in  assuming  thai  the  muscles  of  the  tube  or 
ligamenl  are  developed  sufficiently  to  account  for  the  regular  and 
apparently    normal    contractions? 

Dr.  Maximilian  Eerzog.- — T  have  very  little  to  add  to  the 
report  read  by  \)r.  Earle.  T  was  rather  surprised  to  find  so 
much  hypertrophy  of  the  muscle  fibres  in  this  case,  because  in  the 
many  specimens  of  ectopic  pregnancy  which  T  have  examined  I 
have,  as  a  rule,  not  Pound  it.  Generally  the  tubal  muscularis  in 
ectopic  pregnancy  very  early  becomes  edematous  and  the  muscle 
fibres  show  a  tendency  to  degenerate.  I  exhibil  two  sections 
under  the  microscope,  one  under  low  and  the  other  under  high 
power.  There  can  be  no  doubl  thai  they  show  liypertrophied 
muscle  fibres,  somewhal  degenerated.  It  is  very  probable  that 
these  muscle  fibres  mighl  have  contracted,  simulating  uterine 
contractions. 

Dr.  A.  TI.  TAGERT  (by  invitation:. —  I  saw  the  ease  aboul  two 
weeks  before  Dr.  Earle  was  called.  The  woman  had  a  violent 
cystitis,  winch  was  caused  by  the  husband  passing  a  catheter  to 
draw  her  urine.  She  had  a  temperature  of  103°  and  the  urine 
was  full  of  pus.  Ber  bladder  was  washed  out  twice  a  day  Por 
several  days,  when  the  temperature  dropped  to  normal  and  re- 
mained so.  October  1".  labor  pains  set  in.  I  knew  it  was  very 
near  the  time  she  expected  to  be  sick.  so.  a  couple  of  days  before 
the  10th,  1  made  an  examination  under  chloroform,  as  she  was 
exceedingly  sensitive-  and  Pound  the  os  high  up  above  the  pelvis 
in  front.  On  and  before  the  14th  fetal  hearl  sounds  could  be 
heard;  after  the  14th  T  was  unable  to  distinguish  any  Petal 
sound.  <>n  the  18th  regular  labor  pains  started  up  again  the 
same  as  they  did  on  October  li>  when  Dr.  Earle  was  called. 
They  were  regular  Por  two  or  three  hours.  I  called  Dr.  Marie 
again,  and  we  suspected  a  double  uterus  from  the  contractions, 
that  were  very  pronounced,  and,  after  examining  the  patienl  a 
little  more  carefully,  we  succeeded  in  carrying  the  finger  into  the 

uterus,  hut  could  find  no  entrance  to  either  horn.      We  then  sus- 
pected we  had  extrauterine  pregnancy  to  deal  with.     She  was 


376  TRANSACTIONS  OF 

taken  to  the  hospital  and  remained  there  for  four  days  before 
operation.  For  two  days  after  she  was  admitted  to  the  hospital 
she  was  comfortable,  with  no  elevation  of  temperature,  but 
could  take  only  a  small  amount  of  nourishment.  The  two  days 
following  she  vomited,  was  very  restless  and  uneasy,  and  took 
no  nourishment  whatever.  Her  condition  seemed  to  be  getting 
worse,  and  she  was  begging  for  relief,  so  I  deemed  it  Avise  to 
operate,  and  intended  to  do  so  through  the  vagina,  Dr.  Fenger 
reported  a  ease  that  was  successfully  operated  upon  in  that  way. 
Dr.  Bacon  and  Dr.  Holmboe  were  present  at  the  time  of  the  opera- 
tion,  and.  after  examining  her  carefully,  thought  it  was  better 
to  go  in  through  the  abdominal  cavity.  This  we  did.  The 
patient  was  in  poor  condition.  AVe  commenced  with  hypoder- 
matic injections  of  salt  solution  and  kept  it  up  most  of  the  time 
during  the  operation.  She  came  off  the  operating  table  in 
rather  poor  condition:  her  temperature  soon  after  the  opera- 
tion was  105°.  I  think  she  took  nearly  two  quarts  of  normal 
salt  solution  while  we  were  operating.  Whether  that  had  any- 
thing to  do  with  the  high  temperature  so  soon  after  its  use  I 
<lo  not  know.  However,  the  temperature  gradually  came  down  to 
very  nearly  normal  for  about  forty-eight  hours,  after  which  it 
rose  ;i  degree  or  two  before  death.  For  twenty-four  hours  she 
seemed  to  improve,  although  reaction  was  not  complete.  After 
this  time  she  was  exceedingly  restless,  and  became  weaker  and 
weaker  until  she  expired. 

Dr.  Junius  C.  IIoag. — I  would  like  to  ask  whether  the  author 
has  any  figures  with  regard  to  the  number  of  cases  of  extraute- 
rine pregnancy  that  have  been  reported  in  which  the  patients 
\venl  on  to  term,  and  whether  he  can  cite  any  eases  in  which  living 
children  have  been  delivered  in  cases  of  extrauterine  pregnancy. 

A  few  years  ago  1  was  told  of  a  woman  who  gave  birth  to  a  child 
in  ;i  town  at  a  considerable  distance  from  Vienna,  after  which 
she  was  sent  to  that  city  and  another  living  child  was  removed 
which  had  developed  outside  the  uterus.  These  children  were 
in  good   hi  alth  at  that  time. 

1  happened  to  see  casually  in  the  hospital,  six  or  eight  months 
a<_ro.  a  patienl  in  whom  a  diagnosis  was  made  of  extrauterine 
pregnancy,  she  had  long  since  passed  the  period  of  completed 
gestation;  she  was  exceedingly  emaciated  and  looked  like  one  in 
the  last  stages  of  septic  fever.  The  peritoneum  looked  as  if  it 
were  putrid.     Still,  the  patienl  made  a  g I  recovery. 

Dr.  J.  T.  Pickell. — 1  believe  the  statement  was  made  that 
there  were  n<>  severe  symptoms  of  shock  in  this  case  due  to  the 
rupture.  I  would  like  to  ask  whether  during  the  operation  there 
were  found  signs  of  ;i  previous  hemorrhage  due  to  rupture.  It 
is  a  question  whether  the  severe  symptoms  of  shock  and  collapse 
in    ruptured    extrauterine    pregnancy    and    in    similar   cases   can 

only  he  explained  by  a  hemorrhage  into  the  peritonea]  cavity, 

and    whether  there   is  always  ;i    relation   between   the  amount    of 

hemorrhage  and  the  degree  of  shock. 
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Dr.  J.  Clarence  Webster.-  These  are  undoubtedly  the  largesl 
muscle  fibres  I  have  ever  seen  in  an  ectopic  sac  wall.  There  is 
no  doubl  thai  in  early  tubal  pregnancy  hypertrophy  and  hyper- 
plasia of  muscle  fibres  occur,  bu1  with  greal  variations.  As  the 
tube  increases  tin-  muscle  bundles  gel  broken  up,  torn  apart,  and 
become  atrophied  and  often  somewhal  degenerated.  We  have 
the  besl  evidence  of  well-marked  hypertrophy  and  hyperplasia 
of  muscle  in  the  rare  cases  of  tubal  pregnancy  which  advance  be- 
yond the  mid-term  of  gestation  without  rupture.  In  Dr.  Earle's 
case  it  is  difficult  to  say  thai  the  specimen  was  from  the  wall  of 
the  sac  or  a  portion  of  the  tube  wall.  I  am  sorry  Dr.  Earle 
has  qo1  given  us  more  details  with  regard  to  the  oature  of  the 
gestation.  Can  he  entirely  eliminate  interstitial  pregnancy) 
Prom  his  reporl  he  certainly  cannol  do  so.  Of  course  some 
-  of  interstitial  pregnancy  may  simulate  a  tubal  pregnancy, 
and  in  it  we  may  expecl  to  find  marked  hypertrophy  of  the  mus- 
cle fibres  similar  to  thai  found  in  a  normal  aterus.  There  can 
be  little  doubl  that  the  pains  fell  during  the  progress  of  a  tubal 
pregnancy  are,  in  sum.'  cases,  due  to  contractions  of  the  mus- 
culature. I  do  not  believe,  however,  that  it  is  a  \>'vy  frequenl 
occurrence,  because  the  muse!.',  as  a  rule,  is  so  poorly  developed. 
I  think  it  is  extremely  bad  practice  to  remove  the  placenta  a1 
the  time  of  the  primary  operation,  even  though  the  child  has  been 
dead  the  Dumber  of  days  reported  in  this  case,  for  these  reasons: 
If  thrombosis  has  not  occurred  in  the  maternal  sinuses  which 
supply  the  intervillous  spaces,  there  is  great  danger  <>t'  early 
death  from  hemorrhage.  Furthermore,  it'  there  be  any  suspi- 
cion of  infection  in  the  case,  we  know  that  after  the  death  of  the 
fetus,  especially  in  advanced  cases  where  the  ectopic  sac  is  in 
relation  with  the  bowel,  especially  behind  the  peritoneum,  there 
is  advance  of  micro-organisms  into  the  sac  from  the  bowel,  and 
to  remove  the  placenta,  opening  up  a  lot  of  fresh  raw  tissue, 
would  be  to  increase  the  risk  of  septic  infection.  The  plan  that  is 
followed  by  those  who  have  had  the  most  experience  is  to  remove 
the  fetus  at  the  firsl  operation,  pack  the  cavity  with  gauze,  and 
to  remove  the  placenta  a  number  of  days  later. 

Dr.  Bacon. — I  would  like  to  ask  Dr.  Webster,  in  view  of  his 
position  in  regard  to  removing  the  placenta,  how  he  would  con- 
sider the  operation  that  Dr.  Tagerl  had  proposed,  namely,  re- 
moving the  fetus  by  the  vagina  and  dealing  with  the  placenta 
by  the  same  rente. 

Dr.  Webster. — I  think  that  is  an  admirable  procedure  in  early 
cases.  Tt  might  be  in  advanced  cases,  if  there  was  proof  that  the 
placenta  was  low  down,  but  there  is  greal   risk  in  the  method.      T 

was  called  in  consultation  to  see  a  case  of  pregnancy  which  had 
been  treated  in  this  way.  The  fetus  was  removed  through  the 
posterior  fornix,  but  the  physician  was  not  able  to  remove  the 
placenta  entirely.      Infection   took   place  and   the  woman  died  of 

sepsis.     H  the  placenta  were  high  it  would  necessitate  another 

incision    in    the  abdomen    later   on.   and    that    would    be   risky   on 
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account  of  the  danger  of  infection,  especially  if  the  lower  incision 
did  not  remain  perfectly  aseptic. 

Dr.  Carl-  Wagner. — I  would  like  to  say  a  few  words  in  regard 
to  the  point  touched  upon  by  Dr.  Webster,  namely,  the  manner 
of  dealing  with  the  placenta.  Last  Monday  I  operated  on  a 
seven-months  extrauterine  pregnancy  which  I  had  diagnosed 
and  arranged  for  operation  six  months  ago.  The  patient,  how- 
ever, drifted  into  the  hands  of  others  and  was  put  under  expec- 
tant treatment,  with  the  result  that  I  had  to  operate  upon  her 
last  Monday  quite  suddenly  on  account  of  her  dangerous  condi- 
tion. The  almost  pulseless  patient,  with  a  temperature  of  102°, 
was  completely  exsanguinated.  The  blood  had  escaped  undoubt- 
edly for  a  long  while  into  a  pouch  of  protective  adhesions  which 
had  reached  a  point  about  two  inches  above  the  umbilicus  and 
contained  very  old  indurated  blood  coagula.  In  this  case,  and  in 
all  cases  where  I  expect  a  great  deal  of  hemorrhage  or  meet  with 
such.  I  have  two  Mikulicz  drains  ready;  one  already  packed  with 
the  strips  of  iodoform  gauze,  to  be  placed  directly  against  the 
former  seat  of  the  placenta — I  say  already  packed,  because  the 
packing  of  gauze  strips  into  the  Mikulicz  drain  after  it  is  in- 
serted against  the  seat  of  the  placenta  is  apt  to  produce  great 
friction  and  prone  to  increase  hemorrhage,  while  simply  placing 
the  filled  Mikulicz  pouch  gently  but  firmly  against  the  seat  of 
the  placenta,  previously  well  compressed  with  ho1  sponges  for 
a  short  time,  very  satisfactorily  controls  the  hemorrhage.  In 
extraordinarily  obstinate  sanguineous  cases  I  found  great  aid 
by  sprinkling  some  Monsel's  powder  over  the  outside  of  the 
Mikulicz  drainage  before  inserting  it.  After  the  first  Mikulicz 
drainage  is  well  applied,  and  is  held  in  place  by  gentle  but  firm 
pressure,  the  Mikulicz,  packing  is  applied  to  the  rest  of  the  oozing 
field  in  the  ordinary  way.  This  method  proved  very  satisfactory 
in  the  above-mentioned  case,  as  the  pal  ienl  has  had  not  the  slight- 
est secondary  hemorrhage  and  is  in  very  good  condition. 

Dr.  Maximilian  Herzog. — 1  was  not  in  a  position  to  decide 
positively  whether  these  muscle  fibres  were  from  the  tube,  because 
the  possibility  of  a   hum   pregnancy  had  to  be  considered,  and   I 

asked  the  operators  the  question  as  to  the  possibility  of  a  horn 
pregnancy.  This  was  denied.  It  is  probable  that  the  muscle 
fibres  are  from  I  he  I  ube. 

Dr.  Rudolph  W.  Holmes. — Dr.  Earle  tolls;  me  thai  the  round 
ligamenl  seemed  to  run  almosl  transversely  in  front  of  the  Large 
tumor,  so  thai  would  seem  to  preclude  a  cornual  or  interstitial 
pregnancy. 

[f  permitted,  1  will  answer  the  question  raised  by  Dr.  Hoag, 
although  Dr.  Earle  can  do  so  as  well.  Almost  every  year  half  a 
dozen  cases  of  extrauterine  pregnancy  are  reported  as  happening 
;it  term,  and  occasionally  one  where  the  child  is  delivered  alive. 
I  recall  one  instance,  four  or  five  years  ago,  of  twins  where  one 
was  delivered  alive. 

Db,  A.  II.  Tagert.     I   intended  to  leave  the  placenta,  but  a 
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small  rupture  into  one  of  the  veins  continued  to  bleed  after 
packing,  and  when  clamped  with  forceps  the  hemorrhage  be- 
came worse,  so  two  Large  clamps  were  pu1  od  in  V^shape,  and 
still  there  was  hemorrhage.  We  could  remove  the  placenta  more 
quickly  than  we  could  deal  successfully  with  the  hemorrhage  in 

any   other   way.      Not    more   than   an   mince  or  two  of   Mood    was 

losl  during  its  removal,  and  it  was  quickly  done,  notwithstanding 
a  portion  of  the  sigmoid  and  descending  colon  had  to  he  dis- 
sected  off.  I  would  recommend  removal  of  the  placenta  in  a 
that  is  in  lair  condition  to  endure  a  major  operation. 
Dr.  Prank  B.  Earle.-  In  answer  to  Dr.  Boag's  first  question 
in  reference  to  the  number  of  cases  of  extrauterine  pregnancy 

going  to  term.  I  will  say  that  is  a  point  upon  which  \  am  not  pre- 
pared to  speak.  His  second  question  has  heen  answered  by  Dr. 
1  [olmes. 

In   relation   to  the  siuns  of  rupture,   I  do  not   know  that  they 

were  even   looked   for  at   the  operation;  and  in   regard  to  the 

point  raised  by  Dr.  Webster,  the  uterus  was  clearly  outlined  ami 
could  he  moved  easily  without   moving  the  tumor  at  all.  there  be 

ing  a  marked  line  between  the  uterus  ami  the  tumor. 

Dr.  J.  Clarence  ^'kp.ster. — To  refer  again  to  the  question 
of  hypertrophy  of  the  muscle  Qbres,  I  had  not  carefully  exam- 
ined the  microscopic  sections  when  I  first  spoke.  I  suppose  we 
are  here  to  gel  at  facts.  I  hold  that  these  are  not  specimens  of 
the  tuh,'  wall,  and  I  think  it  can  he  demonstrated  that  these  sec- 
tions represent  portions  of  the  round  or  utero-ovarian  Ligament. 
There  are  two  or  three  bits  of  a   muscular  hand,  one  cut   trans- 

sely,  the  others  obliquely,  greatly  resembling  these  ligaments, 
situated  in  the  midsl  of  the  ordinary  structure  of  the  stretched 
ami  thinned  tubal  wall.  I  do  not  think  it  is  righl  to  publish 
this  as  ;  hypert  rophy  of  the  tube  wall  until  we  have  further  dem- 
onstration and  proof.  I  believe  Dr.  Earle  and  Dr.  Eerzogshould 
make  a  more  elaborate  study  of  differenl  portions  of  the  wall. 
The  study  of  ectopic  gestation  in  the  past  has  heen  too  [']■<■- 
queritly  marked  by  the  publication  of  statements  which  have  not 
been  supported  by  facts,  and  the  old  classifications  have  been 
shown  repeatedly  to  be  faulty  because  of  insufficient  examina- 
tions made  at  operations  or  at  ordinary  autopsies. 

Dr.  Charles  S.  Bacon.— There  is  evidently  some  misunder- 
standing as  regards  the  possibility  of  the  specimens  being  from 

the  round   ligament      T  was  present   at    the  operation,  and    \  can 

siate   positively   thai    the   round    ligamenl    was   plainly  distin- 

guished  ami  entirely  separate  from  the  tumor.  Ft  was  abso- 
lutely distinct  from  it.  so  that  there  can  he  qo  possibility  of  it> 
having  formed  a  pari  of  the  sac. 

Dr.  PRANK  B.  EARLE. —  I  did  not  presume  to  make  a  distinc- 
tion, hut   relied  solely  and  absolutely  on    Dr.   Berzog.      I  shall   hi' 

vrvy  glad  indeed  to  have  the  matter  probed  to  the  bottom.     If 

there  has  heen  an  error,  I  am  sure  you  will  all  admit   that   it  waf" 
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an  innocent  one.  and  we  shall  make  every  attempt  to  have  it 
corrected. 

Dr.  Webster. — In  ectopic  pregnancy  one  of  the  things  that 
happen  to  the  round  ligament  is  its  incorporation  into  the  wall 
of  the  sac  in  cases  which  develop  in  the  broad  ligament,  and  the 
ligament  becomes  flattened  out.  and  it  is  easy  for  the  most  ex- 
pert histologist  to  describe  that  as  a  section  of  the  wall. 

HYDATIDIPORM    MOLE,   WITH   A   REPORT  OF  TWO   CASES  AND   CLINICAL 
DEDUCTIONS  PROM  TWO   HUNDRED  AND  TEN   REPORTED  CASES. 

Dr.  Palmer  Findeey  read  a  paper  on  this  subject,  of  which 
the  following  is  a  summary  : 

1.  Nothing  definite  is  known  of  the  immediate  and  remote 
causes  of  hydatidiform  mole.  It  mosl  frequently  occurs  between 
the  ages  of  20  and  30,  and  is  two  and  one-half  times  as  frequent 
in  multipara?  as  in  primiparae.  Xo  general  or  local  disease  is 
positively  known  to  have  a  direct  bearing  upon  the  development 
of  the  mole. 

2.  The  weight  of  evidence  is  in  favor  of  a  maternal  origin,  the 
vesicular  degeneration  of  the  chorionic  villi  resulting  from  a  dis 
turbed  maternal  circulation.  Failure  on  the  part  of  the  mater- 
nal circulation  causes  a  degeneration  of  the  connective-tissue 
stroma  of  the  villi,  together  with  serous  infiltration  or  edema. 
The  syncytium  and  Langhans  cells  penetrate  deeper  into  the 
decidua  where  the  nutrition  is  adequate — a  fact  which  accounts 
for  tlie  unusual  proliferation  of  these  epithelial  elements  in 
hydatidiform   mole. 

;.  There  is  mi  proof  that  cystic  degeneration  of  the  ovaries  has 
any  influence  upon  the  development  of  cystic  degeneration  of  the 
ovum;  the  former  is  so  common,  as  compared  to  the  latter,  it  is 
not  likely  that  they  stand  in  relation  of  cause  and  effect. 

4.  .Malignant  degeneration  of  hydatidiform  mole  occurs  in 
about  sixteen  per  cent  of  all  cases.  No  sharp  line  can  he  drawn 
between  benign  and  malignant  hydatidiform  mole.  Syncytial 
invasion  of  the  eonnective-tissue  stroma  of  the  villi  and  of  the 
uterine  musculature  occurs  under  normal  conditions,  and  cannot 
be  regarded,  in  hydatidiform  mole,  as  evidence  of  malignancy, 
unless  found  to  a  marked  degree. 

5.  Contrary  to  the  usual  statement  thai  there  is  a  tendency 
to  the  development  ol  t wo  or  more  hydatidiform  moles,  it  is 
found  to  be  the  greal  exception. 

(i.    Il    follows  that   a   macroscopic  and   microscopic  examination 

of  discharged  vesicles  will  not  determine  the  benign  or  malig- 
nant character  of  a  mole. 

7.  The  length  of  time  ;i  mule  remains  in  utero  does  not  influ- 
ence its  disposition  to  become  malignant;  those  expelled  in  the 

early   mouths  are  ;is  likely   to  become  malignant   as  those  of  late 

development. 

Tin'  diagnosis  of  hydatidiform  mole  cannot  be  made  with 
certainty  without  seeing  tin-  vesicles.     These  vesicles  are  seldom 
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expelled  spontaneously  before  the  abortion  is  in  progress  four 
times  in  210  cases)  ;  hence  it  is  thai  the  diagnosis  is  rarely  estab- 
lished until  the  expulsion  of  the  mole,  either  spontaneous  or 
induced. 

9.  The  mosl  constanl  clinical  evidence  of  the  presen £  a 

mole  is  the  rapid  developmenl  of  the  uterus.  Uterine  hem- 
orrhage is  an  early  and  almosl  constanl  symptom.  The  irregular 
shape  and  consistence  of  the  aterus  are  importanl  diagnostic 
factors. 

1i».  In  view  of  tli<'  tendency  of  hydatidiform  mole  to  undergo 
malignanl  degeneration,  the  only  safeguard  lies  in  early  recogni- 
tion ;  i  tit  1  immediate  removal,  however  limited  the  degeneration 
may  be. 

11.  Ergol  and  vaginal  packs  will  control  the  hemorrhage  and 
will  often  excite  the  uterus  to  eontrad  and  expel  the  mole.  The 
curette  should  qo1  be  used  for  fear  of  perforating  the  greatly 
stretched  and  weakened  walls. 

li!.  After  the  mole  is  expelled,  always  explore  the  uterus  with 
the  6nger,  irrigate,  and  pack  with  antiseptic  gauze. 

13.  Two  weeks  after  the  birth  of  the  mole  it  is  well  to  curette 
the  uterus  and  examine  the  scrapmgs  for  syncytial  invasion,  and. 
if  found  in  the  act  of  proliferating,  hysterectomy  should  be 
performed. 

14.  A  period  of  aboul  three  years  of  watchful  expectancy 
should  follow  the  expulsion  of  a  hydatidiform  mole.  In  the  event 
of  uterine  hemorrhage  an  exploratory  curettage  must  be  made 
for  microscopic  examination  of  the  scrapings.  All  new  growths 
in  the  vagina  and  Lungs  are  to  be  regarded  with  suspicion. 

15.  The  following  is  a  summary  of  statistics  derived  from  the 
accompanying  reports  of  210  cases:  Average  age  of  patient  is  27 
years;  extreme  ages  are  13  and  58  years.  Lamest  number  of 
moles  born  of  a  single  woman  is  11;  8  of  the  210  cases  had  cystic 
degeneration  of  the  ovaries.  One  hydatidiform  mole  developed 
in  the  Fallopian  tube.  Malignant  degeneration  occurs  from  one 
week  to  four  and  one-half  years  after  the  expulsion  of  the  mole. 
as  evidenced  by  the  recurrence  of  hemorrhage.  Mortality  from 
hydatidiform  mole  is  25  percent.  Causes  of  death :  Syncytioma 
malignum,  16  per  cent;  hemorrhage,  4  per  cent:  septic  perito- 
nitis, 2  per  cent;  general  sepsis,  uremia,  nephritis,  endocarditis. 
meningitis,  each  .005  per  cenl  ;  '_'  of  unknown  causes. 

Dr.  Joseph  B.  De  Lee. — My  own  experience  with  hydatidi- 
form mole  comprises  six  cases,  of  which  the  clinical  picture  of 
four  is  at  present  in  my  mind.  The  other  two  were  mild  cases 
and  did  nol  give  much  trouble.  The  principal  symptoms  in  all 
of  tl  were   hemorrhage  and    rapid   enlargement   of  the 

uterus.     Rapid  enlargement  of  the  uterus  was  more  marked  in 

four  than   in   tic  other  two.      The  mole  evidently  died   in   three 

cases,  bo  that  >■  seemed  as  if  Nature  was  trying  to  cure  these 
moles  in  pregnancy,  because  in  three  of  the  cases  the  enlarge- 
ment of  the  uterus  ceased  and  the  pregnancy  apparently  went 
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on  without  any  further  growth  of  the  mole,  and  it  was  expelled 
spontaneously  and  completely  without  any  after-effects,  so  far 
as  1  could  see,  and  without  any  other  treatment  than  expec- 
tancy. In  one  of  these  cases  Dr.  Holmes  finished  the  delivery. 
The  mole  was  about  the  size  of  a  cocoanut ;  it  came  away  com- 
pletely ami  was  organized.  In  this  case  the  mole  shrank,  and 
evidently  the  woman  had  carried  it  for  five  months.  All  of  the 
three  other  cases  were  attended  with  hemorrhage.  In  all  of  them 
the  symptoms  became  progressively  worse,  and  they  all  required 
interference. 

The  first  case  was  a  woman  who  had  exophthalmic  goitre;  she 
bled  several  times  without  calling  the  attention  of  the  physician 
to  it.  Finally  she  had  a  profuse  hemorrhage,  and  a  physician 
attempted  to  curette  the  uterus  with  the  patient  lying  across  the 
bed.  but  sin'  made  so  much  outcry  that  he  had  to  desist.  He 
sent  for  an  anesthetizer,  and  in  the  meantime  she  lost  so  much 
blood  that  she  nearly  died.  For  forty-eight  hours  the  woman's 
life  hung  in  the  balance.  I  arrived  about  four  hours  after  the 
attempt  at  curettage  was  made  and  found  the  woman  in  a  pre- 
carious condition.  It  was  absolutely  necessary  to  go  ahead  and 
empty  the  uterus,  because  she  was  bleeding  profusely  at  the  time. 
We  gave  salt  solution  and  emptied  the  uterus  of  the  mole,  which 
filled  aboul  two  quart  Mason  jars.  The  finger  went  almost 
through  the  uterus  to  the  peritoneum;  the  mole  had  grown  into 
the  musculature,  and  with  very  little  force  one  could  have  forced 
the  finger  into  the  peritoneal  cavity.  The  uterus  was  tamponed. 
Tin-  woman  rallied  after  forty-eight  hours.  She  has  since  given 
birth  to  three  children  spontaneously  at  term. 

Another  <-ase  presented  a  similar  history,  but  without  so  much 
hemorrhage.  Labor  was  induced  by  means  of  bougies.  She  ex- 
pelled pail  of  the  mole,  bougies,  and  vaginal  tampons,  and  the 
uterus  was  cleaned  ou1  and  rubbed  out  with  gauze,  because  it  was 
found  the  vesicles  bad  grown  into  the  uterine  wall.  This  woman 
had  a  febrile  puerperium,  but  recovered. 

I  would  merely  emphasize  the  possibility  of  perforating  the 
uterus,  mid  the  possibility  of  the  mole  being  spontaneously  ar- 
•  \  in  its  growth  and  expelled. 

Dr.  -I.  Clarence  Webster. — Dr.  Findley  has  given  a  very 
complete  account  of  the  histolo^'m  findings.  Unfortunately  he 
h.-is  not  ;i(l(|c(l  anything  to  our  knowledge  of  the  causation  of  this 
condition.  The  histologic  findings  are  exactly  as  he  has  described 
them.  We  have  tor  many  years  been  misled  by  Virchow's  ori- 
ginal description  of  myxomatous  degeneration.  There1  can  be 
little  doubt  that  there  is  not  ;i  myxomatous  degeneration  in  the 
formation  of  hydatidiform  mole,  lu  Virchow's  time,  and  until 
very  recently,  the  oature  of  the  superficial  covering  of  tin1  mole 
was  not  well  known.  It  was  thought  to  be  entirely  or  partly 
uterine  maternal  lissue-.  bui  it  has  been  established  by  the  besl 
workers  in  recent  limes  that  it  is  derived  entirely  from  fetal  epi- 

bhist  ;iik|  thai   it   is  the  essential   feature  of  the  mole.      [listologi- 
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cnlly  ii  is  a  wonderful  proliferation  of  the  syncytium  and  of  the 
Langhans  layer. 

Dr.  Findley's  actions  show  how  marked  is  the  development 
nt'  tli.'  so-called  Nitabuch  fibrin  layer  in  the  superficial  layer  of 
the  serotina,  and  any  one  who  is  familiar  with  the  histoloj 
the  uterus  and  placenta  will  agree  thai  this  fibrin  layer  is  more 
abundanl  than  it  is  in  a  normal  specimen  at  the  same  period  of 
gestation.  The  fibrinous  change  in  the  superficial  layer  of  the 
decidua  is.  in  .ill  probability,  a  transformation  of  the  maternal 
cells  of  the  decidual  tissue.  It  is  qo1  derived  from  blood.  It  is 
probably  of  the  nature  of  a  coagulation  necrosis,  and  in  some 
way  or  other  it  may  afford  a  barrier  to  the  downward  progress 
of  the  villi.  We  know  thai  normally  the  villi  do  no1  burrow 
deeply  into  the  maternal  tissues;  they  are  mostly  attached  to  the 
surface,  only  a  few  being  slightly  embedded.  Wherever  they 
are  attached  there  is  a  tendency  for  the  development  of  the 
fibrinous  chang<  in  the  neighborhood.  Ii  is  significanl  that, 
with  this  proliferative  tendency  on  the  pan  of  the  fetal  ectoderm, 
we  have  a  corresponding  developmenl  of  this  fibrinous  change  in 
the  superficial  change  of  the  decidua  serotina. 

In  quoting  Marchand,  Dr.  Pindley  was  inclined  to  favor  Mar- 
chand's  view  thai  the  factor  which  helps  to  determine  the  for- 
mation of  hydatidiform  mole  is  degeneration  of  the  maternal 
tissue.  Tt  seems  to  me  the  strongesl  argumenl  against  such  a 
view  is  that  which  we  find  normally  in  the  decidua  reflexa.  We 
find  a1  a  very  early  period  thai  there  is  a  normal  degeneration 
of  the  reflexa,  coagulation  necrosis  taking  place  rapidly  through- 
out its  tissue,  and  yet  we  do  not  find  any  special  relationship 
•  •n  this  change  and  hydatidiform  degeneration  in  the  villi 
attached  to  the  reflexa.  Indeed,  the  villi  of  the  chorion  leve  do 
show  any  tendency  to  myxomatous  change  or  to  any  prolif- 
eration on  the  part  of  the  fetal  ectoderm.  Such  a  view  as  Mar- 
chand's,  therefore,  cannol  be  held  for  one  moment. 

Hurt  speaks  of  the  relationship  of  the  thyroid  to  the  variations 
that  we  find  in  the  connective  tissue  of  the  body.  We  Know  that 
the  thyroid  develops  at  aboul  the  end  of  the  twenty-first  day  in 
the  fetus,  and  before  thai  period  we  never  find  in  the  chorion 
anything  but  typical  mucoid  connective  tissue;  afterward  we 
find  a  tendency  to  fibrillation  in  the  chorionic  villi,  as  well  as  in 
the  chorionic  membrane  and  umbilical  cord.  Interference  with 
the  function  of  the  fetal  thyroid  may  play  an  important  part  in 
preventing  the  normal  tendency  to  fibrillation  In  the  Utter 
months  of  pregnancy  the  villi  show  variations  in  fibrillation  and 
in  condensation,  and  the  same  thine  is  found  in  the  umbilical 
cord. 

The  essayisl  mentioned  Marchand's  view  regarding  the  func- 
tion of  altered  syncytium  in  helping  to  induce  some  such  change 
present   in  hydatidiform  mole.    Normally,  as  pregnancy 
advances  the  syncytium  covering  the  villi  changes  somewhat  in 
character,  especially  in  the  last  months.     It  becomes  broken  and 
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split  up  in  many  places.  This  degeneration  is  usually  associated 
with  a  tendency  to  fibrin  formation  in  the  neighboring  maternal 
blood,  but  not  with  any  hydatidiform  degeneration  in  the  villi. 

Dr.  Carl  Wagner. — I  saw  a  case  some  eight  years  ago  which 
is  interesting  as  having  a  bearing  on  the  causation  of  these  moles. 
The  patient  was  a  young  woman  who  had,  after  an  attack  of  in- 
fluenza, developed  an  ulcer  of  the  stomach,  which  existed  for  six 
years.  She  was  greatly  emaciated  and  had  developed  albumin- 
uria. She  married  and  became  pregnant:  she  had  edema  of  the 
legs  and  anasarca  of  the  abdomen,  and  at  about  the  eighth 
month  she  was  delivered.  The  placenta  filled  a  jar  of  about 
one-half  a  gallon. 

The  essayist  did  not  differentiate  between  total  and  partial 
molar  placenta,  which  is  of  great  importance,  as  the  late  litera- 
ture shows  that  partial  degeneration  of  the  placenta  in  this 
sense  is  by  no  means  a  rare  occurrence. 

In  regard  to  the  diagnosis  previous  to  the  delivery  of  the 
contents  of  the  uterus  in  my  case,  it  was  impossible  to  state  the 
exact  condition.  There  were  fetal  heart  sounds  quite  perceptible 
at  the  first  examination,  the  seventh  month  after  conception, 
which  are,  as  a  rule,  absent  in  this  pathological  development  of 
the  placenta.  In  the  second  place,  there  was  not  the  diagnostic 
point  of  doughy  consistence  of  the  organ,  but  quite  a  distinct 
feeling  of  a  resistant  body  in  a  liquid  medium.  Furthermore, 
their  was  no  rapid  distension  of  the  organ,  neither  had  the 
patient  suffered  ;it  any  lime  during  her  pregnancy  from  pains 
anywhere  in  the  abdomen.  Last,  but  not  least,  there  were  never 
any  hemorrhages  or  sanguino-mucous  discharges.  All  the  other 
symptoms  of  pregnancy  were  present  :  swelling  of  the  fee'., 
thighs,  ami  externa]  genitals,  and  this  to  quite  an  extent;  also 
severe  vomiting,  dyspnea,  and  oppression.  If  we  were  to  ask 
what  could  be  held  responsible  for  the  developmenl  of  this  ab- 
normal placenta,  and  taking  into  consideration  the  experiences 
and  opinions  of  others,  like  Virchow,  Schroder,  Winckel.  Bor- 
win.  Braxton-Hicks,  etc..  our  attention  must  be  directed  to  the 
state  of  health  previous  i<>  her  married  life,  ,-it  ;i  time  when  her 
health  was  impaired  on  accounl  of  a  protracted  attack  of  influ- 
enza; ;i  subsequent  anemia  of  long  duration,  complicated  by  a 
round  ulcer  of  the  stomach,  which  aggravated  'lie  existing  ane- 
mia. Of  no  small  importance  in  the  determination  of  the  cause 
of  thr  atypic  developmenl  of  the  placenta  is  the  fact  of  ,-i  co- 
existing albuminuria.  Syphilis  1"  ing  excluded  by  anamnesis 
ami  examination,  this  case  seems  to  b(-  one  of  atypical  develop- 
menl of  the  placenta  caused  by  impairment  of  nutrition  of  the 
sane  through  anemia  ami  albuminuria.  This  patient  was 
curetted  two  weeks  after  delivery  and  lias  given  birth  to  three 
healthy  children  Bince.     She  is  now  in  perfeel  health. 
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I/.  -  ting  of  l><  <  >  mix  ,■  /.'/,  is 
ill,  President,  Chables  S.  Bacon,  M.l>..  in  tin  Chair. 

H  li-  I  i:  \i  ti.i:i\i:  PREQNANl  M  B. 

Dr.  Maximilian  Herzog.— Aboul  two  weeks  bei'ore  t lie  No- 
vember meeting  of  this  Society  Drs,  Earle  and  Bacon  asked  me 
id  make  ;i  microscopical  examination  of  ;i  case  which  they  Bald 
was  mil'  of  tubal  pregnancy  ;ii  full  term,  and  in  which  case  they 
Btated  they  had  observed  rhythmical  contractions  of  the  gesta- 
tion sac.  I  was  asked  t<>  make  tliis  examination,  to  find  out,  if 
possible,  whether  the  sac  contained  any  elements  which  might 
explain  the  contractions;  in  other  words,  whether  it  contained 
any  onstriped  muscular  fibres.     I  cu1  several  pieces  out  of  the 

torn  and  partly  decomposed  sac  and  had  sections  made.  In 
one  pic.-.'  of  tissue  I  found  what  \  considered  muscle  fibres. 
I  asked  the  two  operators,  who  had  seen  the  case,  whether  there 
nv  possibility  that  the  pregnancy  was  nut  a  true  tubal 
but  a  horn  pregnancy.  This  they  denied.  I  then  expressed 
myself,  rather  cautiously,  that  these  hypertrophied  muscle  fibres 
were  derived  from  the  tube  wall.  After  I  had  left  the  meeting 
\)v.  J.  ( '.  Webster  saw  tit  to  criticise  the  opinion  which  I  had 
expressed.      I  will  now  reply  to  the  remarks  of  Dr.  Webster. 

It  is  a  well-known  fact  that,  as  a  rule,  the  muscularis  in  tubal 
pregnancy  does  not  undergo  any  very  extensive  hypertrophy. 
1*  undergoes  some  hypertrophy,  but  then  the  wall  soon  becomes 
edematous.  The  bundles  of  muscle  fibres  often  show  consider- 
able diastasis,  or  separation,  with  nothing  between  them  but  a 
watery  tiuid.  We  find  in  other  cases  an  inflammatory  cellular 
exudate.  It  happens,  however,  occasionally  that  there  is  con- 
siderable hypertrophy,  and  this  is  not  a  process  so  very  anomalous 
that  it  should  create  a  greal  surprise.  I  have  here  a  number  of 
sections  showing  such  a  hypertrophy  of  the  muscularis. 

No.  1  shows  the  condition  we  generally  find.  It  is  a  case 
which  fell  into  my  hands  quite  recently.  The  patient  was  oper- 
ated upon  by  \h-.  Swenson  at  the  Passavant  Hospital.  I  was 
presi  m  at  the  operation.  It  is  the  very  last  specimen  of  tubal 
pregnancy  I  examined,  hence  I  brought  it  here  to-night.  It 
shows  a  considerable  diastasis  of  the  muscle  fibres.  This  case 
(section  No.  2)  presents  another  very  interesting  feature,  though 
this  point  has  no  direct  bearing  on  my  remarks  concerning  mus- 
cular hypertrophy.  The  non-pregnant  tube  was  removed  as  well 
as  the  pregnant  one,  and  the  former,  though  not  having  con- 
tained a  developing:  ovum,  shows  Blight  decidual  changes.  I 
have  once  before  seen  this  occurrence  in  a  case  of  ectopic  gestar 
tion  with  removal  of  the  other  non-pregnanl  tube.  I  believe 
Dr.  Webster  first  reported  an  observation  of  this  kind. 

Slide  No.  3  is  the  same  specimen  1  exhibited  at  the  November 
meetim:.  This  section  I  then  said  shows  hypertrophied  muscle 
fibres,  coming,  very  probably,  from  the  tube  wall. 

Tin-  next  section,  N<>.  4.  is  from  one  of  Dr.  Ilenrotin's  c-a.ses. 
25 
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It  is  an  early  case,  having  progressed  to  about  four  to  six  weeks  ' 
gestation,  when  rupture  occurred  and  the  operation  was  per- 
formed. This  section  shows  an  enormous  hypertrophy,  and  we 
have  here  a  section  through  the  tube  wall,  near  the  site  where  the 
rupture  occurred,  and  there  cannot  be  the  least  doubt  as  to 
where  these  hypertrophied  muscle  fibres  came  from.  There  is 
not  the  least  doubt  as  to  the  proper  interpretation.  "We  have 
here  an  enormous  hypertrophy  of  the  muscularis  tuba?. 

Slide  No.  5  is  from  another  case  of  Dr.  Henrotin.  which  also 
shows  in  the  tube  wall  bundles  of  muscle  fibres,  more  or  less 
hypertrophied,  not  as  extensive  as  in  slide  No.  4 ;  however,  there 
is  no  edema.     We  have  solid  undamaged  muscular  tissue. 

Slide  No.  6  is  from  another  early  case  of  extrauterine  preg- 
nancy, showing  likewise  muscular  hypertrophy. 

After  I  had  learned  what  remarks  had  been  made  by  Dr.  Web- 
ster. I  made  a  number  of  additional  sections  of  the  placenta  of  Dr. 
Earle's  case,  and  I  happened  to  find  one  place  which  appeared 
to  be  the  thickest  part  of  the  whole  gestation  sac  proper  (leaving 
out  of  consideration  that  part  to  which  is  attached  the  placenta 
fetalis).  You  will  notice  by  looking  at  the  sections  with  the 
naked  eye  that  there  is  a  split  in  the  tissue.  The  outermost  por- 
tion of  the  tissue  proves  to  be  the  flattened  ovary.  The  ovarian 
stroma  is  typical :  so  is  a  corpus  albicans  which  is  also  present. 
The  inner  portion  of  the  tissue  contains  bundles  of  hypertro- 
phied muscle  fibres.  This  tissue  found  in  the  sac.  right  next 
to  the  ovary,  might  perhaps  be  the  utero-ovarian  ligament.  I  do 
not  believe  that  this  part  of  the  sac  really  represents  the  utero- 
ovarian  ligament,  but  it  would  be  reasonable  to  assume  that  if 
any  part  of  the  sac  represents  the  utero-ovarian  ligament  we 
would  find  it  here  in  the  neighborhood  of  the  ovary.  If  you 
will  look  at  the  muscle  fibres  in  this  section  you  will  see  that 
they  ate  hypertrophied ;  that  the  arrangement  is  different  from 
thai  shown  in  the  section  which  T  exhibited  at  the  November 
meeting.  So  if  this  (slide  No.  6)  is  the  utero-ovarian  ligament, 
then  the  other  section  (No.  3)  cannot  be;  and  if  the  other  one 
is  tin-  utero-ovarian  ligament,  then  the  section  which  is  new 
to-night  cannot  he  it. 

Slide  Xo.  7  shows  considerable  hypertrophy  of  muscle  fibres. 
The  tissue  comes  from  another  pari  of  the  sac.  These  three 
pieces  from  different  parts  of  the  sac.  showing  hypertrophy  of 
muscle  fibres,  cannot,  of  course,  he  the  utero-ovarian  ligament. 

While  T  examined  these  slides  a  question  arose  which  is.  I 
think,  an  interesting  one,  1  asked  myself:  Where  do  all  these 
hypertrophied  muscle  fibres  come  from?  It  has  been  ascer- 
tained that  in  uterine  pregnancy  each  individual  fibre  of  the 
uterus  undergoes  hypertrophy,  bu1  there  is  not  a  single  new 
fibre  formed.  During  involution,  again,  the  fibres  undergo  par- 
tial fatty  degeneration,  hut  there  is  nol  a  single  fibre  lost.     Of 

course    1    am   speaking  of   normal    involution,    without    infection 

ami  inflammation.     The  tube  wall  contains  comparatively  few 
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fibres.     Prom  where  then  shall,  in  a  full-term  ectopic  gestation 

with  considerable  hypertrophy,  < e  all  the  fibres  1     It  Beems  to 

me  the  sections  answer  this  question.  We  find  bypertrophied 
muscle  fibres  derived  from  the  blood  vessel  walls.  We  can  see 
in  the  sections  shown  here  to-nigh1  bow  the  bypertrophied  mus- 
ele  fibres  take  their  origin  from  the  muscularis  of  vessels,  and 
how  they  grow  out  from  this  source  into  the  surrounding  tissue. 
I  have  attempted  to  study  these  points  in  detail  by  the  use  of 
the  Weigerl  stain  for  elastic  fibres,  bul  the  tissues  are  so  degen- 
erated that  the  results  with  this  stain  were  not  good.  It  appears 
that  we  have  here  in  this  full-term  ectopic  sac  a  new  formation 
of  muscle  fibres  such  as  we  find  in  the  truly  neoplastic  formation 
of  a  myoma.  It  seems  that  in  tubal  pregnancy  there  is  an  at- 
tempt on  the  pail  of  the  tissues  to  supply  something  from  the 
vessel  wall  which  cannot  be  supplied  from  the  comparatively 
scanty  muscularis  proper  of  the  tube  wall. 

I  want  to  say,  in  conclusion,  that,  after  studying  extensively 
and  can- fully  the  sac  in  Dr.  Earle's  case  of  full-term  ectopic 
gestation.  I  have  no  doubt  that  the  sac  contains  a  lot  of  hyper- 
trophied  muscle  fibres,  and  there  can  be  not  the  least  doubt  that 
all  of  these  muscle  fibres  are  not  derived  from  the  utero-ovarian 
Ligament  ;  indeed.  I  am  really  convinced  that  in  not  one  of  the 
sections  exhibited  are  the  muscle  fibres  derived  from  the  utero- 
ovarian  ligament. 

Dr.  J.  Clarence  Webster. — I  trust  Dr.  Herzog  will  under- 
stand that  I  did  not  take  advantage  of  his  absence  at  the  last 
meeting  in  order  to  make  my  remarks.  You  will  remember  that 
I  first  stated,  from  the  description  that  was  given,  that  Dr. 
Earle's  case  mighl  have  been  either  a  cornual  or  an  interstitial 
pregnancy;  then  afterward,  when  I  examined  the  specimen,  Dr. 
Berzog  having  left  the  room,  I  stated  that  the  slides  appeared 
to  me  to  show  a  section  of  a  small  band  of  hypertrophied  muscle 
fibres  running  in  the  midst  of  loose  cellular  tissue,  etc.  I  stated 
that  the  band  might  be  a  section  of  the  round  ligament  or  of  the 
rtefo-ovaiian  ligament.  In  view  of  the  presence  of  large  hyper- 
trophied arteries.  I  thought  it  probable  that  it  was  the  utero- 
ovarian  Ligament.  I  have  not  changed  these  opinions  in  the 
slightest  degree.  Dr.  Herzog  has  brought  other  sections  here 
to-night,  and  they  also  show  oblique  and  transverse  sections  of 
the  muscular  band.  One  gentleman,  in  examining  the  slides  at 
the  previous  meeting,  pointed  out  hypertrophied  muscle  fibres, 
hut  I  was  able  to  convince  him  that  he  was  showing  me  the  wal! 
of  an  artery  cut  obliquely.  Dr.  Herzog  has  stated  to-night  that 
evidently  then-  is  some  relationship  between  the  hypertrophied 
muscle  fibres  in  the  wall  of  the  gestation  sac  and  hypertrophy  of 
walls.  With  regard  to  the  further  specimens  he  shows 
to-night,  they  are  of  more  interest.  The  hand-like  arrangement 
18  not  seen.  There  are  a  lot  of  muscle  fibres  in  the  same  speci- 
men which,  he  must  admit,  are  not  larger  than  those  we  would 
ordinarily  find  in  tubal  pie-nancy.     In  referring  to  the  band  in 
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the  specimen  shown  the  other  night,  I  was  not  speaking  of  the 
whole  specimen  removed,  but  I  said  it  should  be  investigated  a 
little  more  fully,  as  Dr.  Herzog  has  done. 

With  regard  to  his  contention  as  to  the  origin  from  vessel 
walls,  I  am  not  able  to  say  anything.  One  is  at  once  led  to  think 
of  the  view  held  by  some  authors  as  to  the  origin  of  myomata 
of  the  uterus  from  the  musculature  of  vessels.  I  was  the  first 
to  show  that  we  occasionally  find  in  ectopic  pregnancy  a  prolif- 
eration of  the  endothelium  of  vessels  in  the  decidua  which  may 
extend  into  the  surrounding  decidua,  exactly  like  that  change 
which  has  been  shown  by  llubrecht  in  the  hedgehog,  the  prolif- 
erated endothelium  being  named  by  him  trophospongia.  It 
would  be  interesting  if  Dr.  Herzog's  speculation  as  regards  the 
origin  of  muscle  in  the  wall  of  an  ectopic  gestation  sac  from 
vessel  walls  can  be  sustained. 

UTERINE  TUMOR  COMPLICATED  BY  A  SIX-MONTHS  PREGNANCY. 

Dr.  Racueule  S.  Yarros. — The  patient  w7as  35  years  old,  had 
never  been  in  good  health,  and  was  of  a  highly  nervous  tempera- 
ment. There  was  nothing  abnormal  in  her  menstrual  history. 
She  had  been  married  four  years,  her  oldest  child  being  3  yens 
of  age.  The  first  labor  was  a  protracted  one,  but  terminated 
naturally.  According  to  her  family  physician  she  had  a  very 
severe  postpartum  hemorrhage  Fifteen  months  after  that  she 
gave  birth  to  a  still-born  child.  All  through  this  second  preg- 
nancy she  suffered  from  chorea  and  "fainting  spells."  This 
labor  was  long,  but  terminated  naturally.  Fuerperium  was 
without  any  special  interest.  After  the  birth  of  the  second 
child  she  menstruated  three  times  and  then  ceased.  Soon  after 
that  her  health  began  to  fail.  She  lost  her  appetite,  became 
very  much  constipated,  and  the  chorea,  which  still  persisted, 
became  worse.  Iler  tongue  became  partially  paralyzed.  She 
could  not  sleep  or  do  any  work.  The  patient's  mother  died  very 
suddenly  two  weeks  ago,  and,  probably  as  a  result  of  the  shock, 
she  became  insane.  She  was  then  brought  to  the  city  arid  1  savt 
her  For  the  first  time.  Her  breasts  were  large,  very  little  pig- 
mentation around  the  areola,  and  abundant  secretion  of  milk. 
The  abdomen  was  enlarged  unevenly.  Two  distinct  tumors  could 
be  seen  and  easily  outlined,  both  apparently  meeting  and  fusing 
;i  little  below  the  umbilicus.  The  tumor  on  the  right  side  was 
as  Large  as  an  eight-months  pregnancy  and  very  tender  to  touch. 
Some  fluctuation  could  be  obtained.  The  tumor  on  the  left  side 
•extended  three  fingers  above  the  umbilicus.  No  Eetal  hearl 
sounds  could  be  heard,  uo  Eetal  movements  could  be  felt,  but  the 
patienl  during  her  lucid  moments  insisted  thai  she  was  feeling 
the  child.  A  loud  uterine  bruit  was  heard  in  front  and  .just  a 
little  to  the  righl  of  the  umbilicus.     There  was  no  discoloration 

of  the  genitals.  In  making  a  vaginal  examination  the  cervix 
Could  not   lie  felt  and  the  entire  true  pelvis  was  round  filled  with 

;i  hard  mass.     A  Large  incision  was  made  iii  the  median  line  and 
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both  tumors  came  plainly  into  view.  The  righl  Large  tumor  was 
Pound  to  be  ;i  pregnanl  uterus,  while  the  smaller  abdominal  and 
tin-  pelvic  ones  were  Pound  to  be  apparently  outgrowths  of  the 
posterior  w;i!l  of  the  Lower  uterine  segment.  The  uterine  mus- 
ele  was  Pound  so  thin  and  Btretched  over  the  fetus  thai  it  was  al 
first  hard  to  believe  thai  it  was  actually  a  uterine  pregnancy, 
but  that  was  soon  decided  when  the  ovaries  ami  tubes  were 
Pound.  In  separating  the  pregnanl  tumor  Prom  the  rest  while  re- 
moving it.  a  small  opening  was  made  iii  the  uterus,  through 
which  the  fetus  in  its  amniotic  Bac  was  seen.  In  this  intact  con- 
dition I  took  the  fresh  specimen  to  exhibit  before  the  Chicago 
Medi.-al  Society.  In  course  of  three  hours — thai  is.  between  the 
time  of  operation  and  the  time  of  exhibition — the  specimen  had 
greatly  changed.     The  uterus  had  pushed  out  the  fetus  in  its 

sac  and  almost  entirely  detached  the  placenta.  The  fundus  con- 
tracted tn  .the  same  extenl  as  it  would  have  done  in  the  abdomen 

after  a  anal  delivery.     This  phenomenon  interests  me  greatly 

and  T  should  be  very  glad  to  have  some  one  explain  it.  Dr. 
Dreyer,  the  Professor  of  Physiology  at  the  College  of  Physicians 
and  Surgeons,  thinks  that  the  contraction  of  the  uterus  in  this 
ease  was  due  to  the  cutting  off  of  the  supply  of  oxygen  ;  he  says 
that  all  unstriped  muscle  fibres  contract  very  rapidly  under 
such  conditions. 

The  entire  tumor  Weighed  twelve  pounds,  the  uterus  and 
fetus  weighing  seven.  I  regret  thai  I  am  not  yet  able  to  give 
you  the  exact  pathology  of  the  tumor. 

Dr.  J.  Clarence  Webster. — I  saw  the  specimen  which  Dr. 
Yarros  has  exhibited,  when  it  was  fresh.  I  cannot  say  anything 
about  the  nature  of  the  tumor.  The  phenomenon  of  retraction 
to  which  she  has  referred  is  an  interesting  one,  but  quite  well 
known.  The  pregnanl  uterus  was  opened  during  the  operation. 
and  after  removal  continued  to  perform  one  of  its  physiological 
functions,  viz.,  retraction,  and  expelled  its  contents;  it  continued 
U)    retract,    so    that    the    placenta,    which    could    not    follow    the 

retraction,  became  exposed  and  somewhat  separated.  I  have 
observed  this  in  a  Dumber  of  cases  of  Cesarean  section.  I  have 
spoiled   more  than   one   Porro-Cesarean   uterus  by  not  bearing 

this  in  mind.,  by  Leaving  the  specimen  unattended  and  finding 
that  retraction  continued,  causing  partial  expulsion  of  the  pla- 
centa through  the  incision.     The  last  Cesarean  section  case  of 

this  kind    1  had  T  stitched  up  immediately  after  it  was  removed 

from  the  body,  in  order  that  the  uterus  migh.1  retract  on  the 
placenta,  and  not  expel  it  through  the  opening  which  was  made. 

Furthermore,  in  experimenting  with  the  pregnant  uteri  of  -I p 

I  have  frequently  observed  the  expulsion  post  mortem  of  the 
contents,  on  making  an  opening  in  the  uterus,  keeping  it  in  salt 
solution.  The  uterine  activity  is  probably  due  to  the  ganglia 
connected  with  the  organ. 

Dr.  J<  seph  B.  De  Lee. — r  had  a  case  of  Cesarean  section.  ,„■ 
formed  post  mortem  during  my  service  at  the  Mercy  Hospital,  in 
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which  the  uterus  contracted  as  well  after  death  as  it  would  during 
life. 

SARCOMA  OF  THE  OVARY. 

Dr.  Thomas  J.  Watkins. — This  specimen  is  a  round-cell  sar- 
coma of  the  ovary.  In  size  and  contour  it  resembles  a  kidney. 
It  was  free  of  adhesions,  and  yet  the  blood  vessels  of  the  abdomen 
were  involved,  as  indicated  by  the  presence  of  ascites.  There 
was  no  other  disease  present  to  account  for  the  ascites.  One 
would  not  expect  metastases  from  such  a  growth.  The  vessels 
are  apparently  diseased  and  doubtless  account  for  the  presence 
of  the  ascites.  In  all  probability  the  disease  will  continue.  The 
specimen  was  removed  from  a  woman,  50  years  of  age,  who  had 
the  menopause  four  years  ago. 

The  microscopical  diagnosis  was  made  by  Robert  Zeit,  Profes- 
sor of  Pathology  at  the  Northwestern  University  Medical  School. 
Inspection  of  a  section  under  the  microscope  here  shows  it  to 
be  a  typical  round-cell  sarcoma.  The  specimen  is  shown  be- 
cause of  the  early  appearance  of  ascites. 

A   CASE  OF  SYMPHYSEOTOMY. 

Dr.  M.  L.  Harris. — I  wish  to  report  a  case  of  symphyseotomy 
which  I  have  recently  had,  and  again  direct  your  attention  to  the 
method  of  performing  this  operation  which  I  called  attention  to 
first  in  my  inaugural  dissertation  before  this  Society  in  1894. 
The  history  of  the  case  is  briefly  this : 

Mrs.  K.,  aged  35 ;  normal  menstrual  history ;  general  health 
good ;  married  April  25,  1900.  First  confinement  January  26, 
1901 ;  prolapsed  cord;  dead  baby.  Craniotomy  was  necessary  in 
order  to  effect  delivery.  Her  recovery  was  uneventful.  She 
became  pregnant  for  the  second  time  in  December,  1901.  As  the 
time  for  confinement  approached  she  entered  the  Passavant  Hos- 
pital, under  the  service  of  Dr.  Hooper,  to  whom  I  am  indebted 
for  the  history  of  the  case  and  the  privilege  of  reporting  it. 
Examination  made  by  Drs.  Hooper  and  Holmes,  October  4,  1902, 
showed  abdomen  firm,  not  pendulous.  Position  of  fetus  L.  O., 
transverse;  movements  active.  Measurements:  Pelvis:  spines, 
Hooper  27  centimetres.  Holmes  26  centimetres;  crests.  Hooper 
~J.*S>  centimetres,  Holmes  27.5  centimetres;  bitrochanteric,  31  cen- 
timetres; Baudelocque,  16.8  centimetres;  symphysis,  narrow. 
Conjugate  vera,  true,  8  centimetres;  false.  7.5  centimetres.  Sa- 
erum:  Double  promontory.  Sacrum  sharply  curved.  Pelvic 
type,  generally  contracted,  rachitic.  Perineum,  laceration  of 
first  degree.  Estimated  weight  of  fetus,  seven  to  eight  pounds; 
biparietal,  estimated  a1  8.5  centimetres;  occipito-frontalis,  esti- 
mated at  10.5  centimetres. 

In    view   nl    her   first    labor   with   craniotomy,   and   considering 

the  measurements  of  the  pelvis,  it  was  r gnized  al  once  that 

an  operation  would  be  necessary  to  effed  delivery  of  a  living 
child,  and  I  was  consulted  concerning  some  operative  procedure. 
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I  thought  it  a  proper  cas.'  for  symphyseotomy  and  advised  thai 
operation. 

Labor  began  October  9,  1902,  at  l'  p.m.  The  pains  were  alow, 
and  oot  much  progress  was  made  until  !)  o'clock  <  Ictober  1".  when 
they  had  become  more  frequent,  recurring  every  fifteen  minutes, 
and  were  moderately  strong.  At  '2  p.m.  the  pains  were  stronger 
;m<!  the  os  was  dilate  I  to  aboul  the  size  of  a  silver  dollar.  About 
4  o'clock  I  was  called  to  perform  symphyseotomy.  Of  course 
the  patient  was  thoroughly  prepared  in  anticipation  of  the  opera- 
tion, so  everything  was  in  the  best  possible  condition.  I  did 
symphyseotomy,  and  after  the  symphysis  was  separated  Dr. 
Hooper  applied  forceps  and  delivered  the  child. 

My  reason  for  presenting  the  case  is  to  again  direct  your  atten- 
tion to  the  method  of  performing  this  operation.  In  the  paper 
which  T  mentioned  I  laid  particular  stress  mi  the  necessity  of 
separating  from  the  arch  of  the  pubis  the  subpubic  Ligament  and 
the  triangular  ligament,  or  the  deep  layer  of  the  deep  perineal 
fascia.  The  operation  is  done  by  an  open  incision.  An  incision 
from  four  to  five  centimetres  in  Length  is  made  from  the  top  of 
the  symphysis  downward,  not  extending  to  the  clitoris  nor  to  one 
side  of  it.  With  the  finger  posterior  to  the  symphysis  as  a  means 
of  protection,  -with  an  ordinary  scalpel  the  symphysis  is  divided 
from  before  backward.  With  a  blunt  bistoury,  which  I  think 
perhaps  is  the  most  convenient  instrument,  under  the  guidance 
of  the  finger,  the  subpubic  ligament  and  deep  peritoneal  fascia 
is  separated  from  the  arch  down  each  side.  As  this  fascia  is  sep- 
arated from  the  pubic  arch  the  symphysis  is  found  to  gradually 
separate.  The  symphysis  was  separated  very  easily,  to  the  extent 
of  about  four  centimetres.  The  object  of  dissecting  the  fascia 
from  the  arch  is  to  prevent  laceration  of  this  fascia  when  the 
symphysis  separates.  If  it  is  not  dissected  away  from  the  arch, 
it  is  impossible  for  the  symphysis  to  separate  without  lacerating 
the  fascia.  The  danger  of  Lacerating  the  fascia  is  not  confined 
to  the  fascia  itself,  but  to  lacerating  the  erectile  tissues,  veins, 
urethra,  etc..  which  pass  through  the  fascia  and  surround  this 
neighborhood. 

In  the  paper  which  I  have  mentioned  I  took  the  position  that 
the  mortality  following  symphyseotomy  was  too  great;  it  was 
greater  than  the  severity  of  the  operation  warranted.  If  we  look 
over  the  cases  of  death  which  have  followed  symphyseotomy,  ex- 
cluding those  cases  that  have  been  operated  on  in  extremis,  we 
will  find  the  deaths  have  been  due  to  two  factors,  namely,  hem- 
orrhage and  infection.  Hemorrhage  comes  from  the  Laceration 
of  the  erectile  tissue  and  large  vessels  which  are  enlarged  by  the 
pregnancy.  The  danger  of  infection  is  greatly  increased  by  the 
fact  of  the  laceration  of  the  erectile  tissue.  The  danger  of  hem- 
orrhage may  be  entirely  obviated  by  the  method  which  I  have 
mentioned.     I  have  now  performed  three  symphyseotomies  by 

this  method,  and  I  may  say  that   in  none  of  the  cases  was  more 

Than  an  ounce  or  two  of  blood  lost.     In  the  Last  case  the  only 
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blood  lost  was  that  from  the  incision  through  the  skin  down  to 
the  symphysis,  which  was  not  more  than  an  ounce  or  two.  If  we 
prevent  laceration  of  the  erectile  tissue  and  the  opening  up  of 
veins,  the  danger  of  sepsis  will  be  very  much  diminished ;  there- 
fore, by  avoiding  hemorrhage,  opening  up  veins  and  sepsis,  there 
need  not  be  any  mortality  from  symphyseotomy  when  performed 
in  cases  which  we  can  prepare  thoroughly.  I  do  not  refer  to 
cases  that  are  already  septic,  because  any  operation  on  them  is 
dangerous. 

The  after-treatment  is  simple.  After  the  wound  is  made  it  is 
carefully  packed  and  covered  with  gauze.  After  delivery, 
whether  by  forceps  or  otherwise,  the  symphysis  is  pressed  to- 
gether. I  surround  the  pelvis  with  a  broad  adhesive  strip  carried 
clear  around,  so  as  to  compress  the  symphysis  closer  together, 
with  two  sand-bags  to  support  the  hip  back  of  the  trochanter. 
That  is  all  there  is  to  it. 

This  patient  had  no  trouble  whatever  following  the  operation. 
The  temperature  was  100°  on  the  second  day  after  the  operation, 
when  her  pulse  increased  from  84  to  96,  but  the  following  day  it 
came  down  to  74.  She  was  up  at  the  end  of  the  third  week,  left 
the  hospital  the  fourth  week  with  a  perfectly  formed  pelvis. 
She  has  felt  perfectly  well  since.  Externally  there  is  no  motion 
whatever  to  be  detected  at  the  symphysis.  With  the  finger  in 
the  vagina  a  slight  motion  about  one-half  centimetre  may  be 
felt  on  balancing  from  one  leg  to  the  other. 

I  am  aware  that  it  seems  to  be  the  rule  now  among  obstetricians 
to  decry  symphyseotomy;  still  I  am  convinced  it  has  a  proper 
place  in  obstetrics,  and,  if  properly  performed,  the  mortality 
should  be  almost  nil. 

Dr.  Henry  F.  Lewis. — I  would  ask  Dr.  Harris  the  method  on 
which  he  based  the  estimation  of  the  size  of  the  fetus.  Would 
he  have  performed  symphyseotomy  if  the  head  was  impacted? 

Dr.  Joseph  B.  De  Lee. — I  think  Dr.  Harris  is  correct  in  saying 
that  symphyseotomy  is  being  discontinued  by  obstetricians.  The 
operation  is  fast  going  back  to  the  place  that  it  occupied  years 
ago,  a  place  which  T  think  it  justly  deserves.  The  operation  has 
a  limited  usefulness  in  obstetrics.  In  one  case  of  Dr.  Harris'  a 
Cesarean  section  would  have  been  simpler  and  would  have  ob- 
viated certain  dangers  which  \)v.  Barris  did  not  emphasize,  and 
dangers  which  have  influenced  obstetricians  to  forsake  symphy- 
seotomy. I  have  done  only  two  symphyseotomies;  both  mothers 
and  both  children  were  saved,  and  the  four  are  alive  a1  present ; 
both  women  have  since  borne  children — so  thai  I  oughl  to  have  a 
favorable  opinion  of  the  operation.  The  contrary,  however,  is 
the  fact.     It  is  an  operation  I  practise  only  in  exceptional  cases. 

The  dangers  of  the  operation  are  hemorrhage  and  sepsis.  The 
difficulty  of  Locomotion  is  not  so  common  as  \\;is  feared  and  as  i1 
w;is  formerly.  The  danger  of  hemorrhage  can  he  avoided.  In  the 
first  case  oe  which  I  operated  I  was  assisted  by  Dr.  Watkins.  I 
performed  the  Harris  method  of  separation  of  the  ligamentum 
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aiviiatum  from  the  under  surface  of  the  symphysis  pubis.  A 
few  others  have  practised  it.  The  separation  of  this  Ligaroenl 
produced  Buch  a  profuse  hemorrhage  from  the  immensely  en- 
larged varicose  veins  in  the  ueighborhood  thai  I  had  to  Btop  it 
and  <Mit  through  the  joinl  as  fast  as  possible  and  pack.  The 
hemorrhage  kepi  up  after  the  delivery,  so  that  we  had  to  tampon 

outside  and  inside  and  exert  counterpressure  in  order  to  ar- 
rest   it. 

In  the  other  case  oi  symphyseotomy  I  did  no1  resorl  to  the 
Harris  method,  and  gol  along  jusl  aboul  as  well,  as  Ear  as  hem- 
orrhage was  concerned.     Hut  the  anterior  wall  of  the  vagina  was 

torn   through,  and  this  tear  extended   up   into  the  symphysis 

wound  in  spite  of  an  extremely  careful  delivery,  so  thai  when 
I  jot  through  there  was  a  wound  extending  from  the  skin  down 
to  the  cavity  of  Ket/.ius,  alongside  the  urethra  into  the  vagina, 
and  a  certain  distance  up  alongside  the  anterior  columns.  The 
base  of  the  bladder  was  exposed;  there  was  a  Laceration  of  the 
pelvic  floor  down  to  the  sphincter,  but  not  through  it,  in  spite  of 
the  deep  episiotomy.  The  case  was  one  of  funnel  pelvis  in 
which  the  head  was  impacted.  In  answer  to  Dr.  Lewis'  ques- 
tion I  will  say  that  the  head  was  impacted  deeply,  the  caput  being 
visible;  forceps  was  tried  several  times,  and  the  symphyseotomy 
was  done  as  a  child-saving  operation. 

The  other  danger  which  Dr.  Harris  minimized,  and  one  which 
has  carried  greal  weight  with  careful,  aseptic  obstetricians,  is 
that  of  sepsis.  A  joint  is  a  serious  thing  to  be  infected.  I 
believe  th.it  surgeons  fear  infection  of  a  joint  as  much  as,  if  not 
more  than,  they  do  any  other  serous  cavity.  At  least,  this  was 
fcaughl  years  ago.  The  joint  of  the  pubis  is  near  an  infected 
locus-,  it  is  near  the  vagina,  which  is  infected  after  labor,  whether 
the  woman  has  a  temperature  or  not.  It  is  a  passage  that  is 
open  to  the  exterior;  decomposition  is  going  on.  there  is  more  or 
less  infection,  and  a  joint  that  is  in  close  proximity  to  il  is 
likely  to  be  infected.  We  know  this  from  the  frequency  of  sup- 
puration in  rupture  of  the  symphysis  without  any  communica- 
tion with  the  vagina.  Such  cases  have  been  infected  and  have 
terminated  fatally.  We  know  of  cases  of  sacro-iliac  infection 
in  cases  where  the  pubis  has  ruptured,  because  of  the  close  prox- 
imity of  the  infected  vagina,  the  infection  travelling  along  the 
lymphatics,  reaching  the  locus  minoris  n  sisti  ntia  in  the  joint. 
So  from  these  points  of  view  the  operation  of  symphyseotomy  is 
looked  upon  as  unfavorable  in  the  minds  and  practice  of  ob- 
Btetricians. 

Regarding  the  indication  for  the  operation  in  cases  where  the 
pelvis  is  of  the  degree  of  contraction  that  Dr.  Harris'  case  was. 
namely,  seven  and  a  half  to  eight  and  a  half  centimetres,  the 
relative  indication    for  Cesarean  section  conies   into  play,  and    I 

think  that  symphyseotomy  would  naturally  stand  next  in  an 
uncomplicated  case. 

If  there  is  any  doubt   about   the  asepsis  of  the  patient,  or  if 
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operations  had  been  attempted,  then  section  of  the  pubis  should 
be  considered. 

Dr.  J.  C.  Hoag. — "What  was  the  subsequent  history  of  these 
cases  ? 

Dr.  De  Lee. — In  the  one  where  the  head  of  the  child  was 
impacted  and  visible — the  funnel -pelvic  case — the  woman  be- 
came pregnant  three  years  later,  had  a  normal  labor,  the  child 
being  one  pound  and  a  half  lighter  than  the  first  one.  The 
joint  was  a  little  movable,  although  there  was  no  difficulty  in 
walking,  but  during  pregnancy  she  began  to  waddle  a  little. 
She  refused  to  let  me  examine  her  pelvis  again.  The  symphysis. 
enlarged  by  the  operation,  gave  a  little  by  softening  of  the 
tissues  during  labor,  and  in  addition  to  that  she  had  a  small 
child.  The  other  woman  has  been  delivered  once  since,  that  is, 
the  second  time,  by  version  and  extraction  of  the  child,  the 
child  being  two  pounds  smaller.  The  baby  removed  by  means 
of  symphyseotomy  weighed  nine  pounds,  while  the  second  one 
weighed  seven  pounds.  It  was  a  shoulder  presentation;  the 
baby  was  delivered  by  a  moderately  hard  extraction,  and  lived. 

Dr.  A.  Goldspohn. — I  rise  chiefly  to  ascertain  the  experience 
of  the  gentlemen  who  favor  Cesarean  section,  to  ask  whether  they 
have  any  difficulty  with  inertia  of  the  uterus  in  debilitated, 
worn-out  subjects.  I  did  a  symphyseotomy  only  once  and  in  an 
exhausted  woman.  I  would  be  afraid  to  do  a  Cesarean  section 
in  such  a  case.  A  Porro  operation.  I  think,  would  be  better,  as 
long  as  the  child  lived.  But  I  would  prefer  to  do  symphyseotomy 
in  a  case  like  that,  especially  as  this  case  terminated  successfully 
for  both  mother  and  child.  Dr.  De  Lee  did  not  specify  the  indica- 
tions for  symphyseotomy.  Let  us  take  such  a  case  as  mine,  for 
example :  A  woman  who  has  been  in  labor  for  over  three  times 
twenty-four  hours,  who  had,  at  various  times,  attempts  made  to 
induce  premature  labor  for  weeks  unsuccessfully,  who  had  been 
anesthetized  five  times,  and  forceps  applied  three  times,  and 
strong  men  having  tired  themselves  out  with  the  use  of  unjusti- 
fiable force,  with  a  temperature  of  102°,  a  pulse  of  150,  and  the 
lower  part  of  the  body  disfigured  by  edema  when  I  got  at  her. 
After  the  operation  was  over  it  became  necessary  to  keep  the 
uterus  bimanually  under  control  to  prevent  her  from  bleeding 
n»  <|ealh  From  inertia  of  the  uterus.  In  a  case  of  that  kind  I 
would  be  afraid  to  do  a  Cesarean  section  if  I  knew  I  could  do 
something  less  severe.  It  is  the  inertia  of  the  uterus  that  I  had 
to  deal  with  in  this  ease  that  I  am  querying  about,  as  to  whether 
it  would  probably  have  been  dealt  with  as  successfully  in  a 
Cesarean  section  in  view  of  the  exposure  ami  suturing  addi- 
tionally required.  1  probably  consumed  more  than  an  hour,  with 
one  hand  on  the  abdomen  and  the  other  in  the  vagina,  man- 
ually compressing  the  uterus,  as  all  the  things  that  are  commonly 
known  ami  used  to  stimulate  contraction  of  the  uterus  were 
utterly  withoul  effect  until  I  made  use  of  a  galvanic  battery,  ap- 
plied one  electrode  within  the  uterus  ami  interrupted  the  current, 
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producing  a  powerful  effecl  thai  brought  the  organ  to  time, 
[f  any  one  has  performed  Cesarean  section  on  bo  exhausted  b 
patient,  I  would  Like  to  know  whether  this  matter  of  uterine 
inertia  has  given  him  trouble.  The  woman  recovered.  There 
was  some  hemorrhage,  she  had  elevation  of  temperature,  bu1 
left  tli.'  hospital  in  about  four  weeks,  and  walked  fully  as  well 
as  she  did  before.  The  child  lived  three  hours,  then  died.  At 
the  autopsy  it  was  discovered  thai  the  Longitudinal  ^inns  had 
been  ruptured  by  the  blade  of  a  forceps.  That  1  did  not  do,  be- 
cause I  did  not  use  forceps. 

Dr.  Rudolph  \Y.  Holmes.-  From  the  frequent  reports  of  cases 
of  Cesarean  section,  especially  in  American  Literature,  where  the 
woman  has  been  in  Labor  for  twenty-four,  forty-eight,  or  seventy- 
two  hours,  where  forceps  have  been  tried,  and  where  the  Operator 
reports  success  to  both  mother  and  child,  to  my  mind  it  seems 
that  it  is  more  the  good  fortune  of  the  operator  than  anything  else 
that  he  saved  one  or  the  other  or  both.  I  do  not  think  Ameri- 
can obstetricians  appreciate  the  necessity  of  having  a  perfectly 
clean  case  as  much  as  do  European  obstetricians.  In  the  Eu- 
ropean clinics  Schauta.  Leopold.  Zweifel,  and  others  will  not  do  a 
relative  Cesarean  section  if  any  one  outside  of  the  clinic  has 
made  ;i  vaginal  examination,  for  the  reason  that  they  claim  the 
woman  is  essentially  septic.  She  must  go  into  the  hospital  dur- 
ing pregnancy,  must  be  examined,  the  indications  placed,  ami 
must  not  again  he  interfered  with  through  the  vagina,  and  then. 
when  Labor  begins,  or  just  before  the  estimated  time  for  labor. 
Cesarean  section  is  done.  Those  men  have  very  favorable  re- 
sults. Cesarean  section,  in  my  mind,  oughl  never  to  be  per- 
formed if  any  attempt  has  been  made  to  deliver  the  child  through 
the  vagina.  It  is  a  distinctly  retrogressive  step  for  Dr.  Reynolds, 
in  his  paper  before  the  American  Gynecological  Society,  to  ad- 
vocate  waiting  for  the  woman  to  go  into  labor,  even  applying  for- 
ceps tentatively,  then  do  a  Cesarean  section.  In  such  a  case  as 
the  one  reported  by  Dr.  Harris,  Reynolds  would  probably  do  a 
Cesarean  section.  But  in  those  cases  where  both  the  baby  ami 
mother  are  in  good  condition,  in  the  second  stage  of  labor,  one 
should  do,  more  properly,  a  symphyseotomy.  I  saw  the  case 
upon  which  Dr.  Harris  operated  some  days  before  she  was  in 
labor,  with  Dr.  Hooper.  I  was  convinced  that  Cesarean  section 
was  indicated.  Of  course  in  some  clinics  it  is  still  held  the  proper 
thing  to  do.  symphyseotomy,  bu1  I  feel  ;is  an  elective  operation 
.1  Cesarean  section  should  have  been  (lone,  according  to  the  rela- 
tive indications,  rather  than  symphyseotomy. 

'I'lier.-  was  one  point  in  connection  with  symphyseotomy  that 
was  not   mentioned.    We  must  not  take  the  statistics  from  clinics 

where  a  certain  series  of  symphyseotomy  operations  are  being 
done,  as,  for  instance,  in  Morisani's  or  Pinard's  clinic,  and  com- 
pare them  with  those  Cesarean  sections  done  by  Olshausen  ami 
Schauta,  etc..  to  get  an  unbiassed  idea  as  to  the  mortality  (rela- 
tive    of  these  two  operations. 
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The  mortality  of  symphyseotomy,  as  computed  by  the  best 
clinicians  and  from  the  work  of  general  operators,  is  about  the 
same  as  that  of  Cesarean  section,  but  undoubtedly  is  placed  too 
Low:  the  mortality  for  the  baby  in  symphyseotomy,  however,  is 
estimated  to  be  about  three  times  that  of  Cesarean  section.  The 
collective  mortality  'fetal  and  maternal)  being  greater  in  the 
former  than  the  latter,  no  inducement  for  an  elective  sym- 
physeotomy can  at  present  be  advanced.  I  feel  that  sym- 
physeotomy is  not  going  to  have  a  real  place  in  obstetrics  again 
until  cephalometry  is  more  definitely  determined,  also  pelvi- 
metry. There  is  still  too  great  a  liability  of  error  in  estimating 
the  size  of  the  fetal  head  and  the  dimensions  of  the  maternal  pel- 
vis, so  it  has  been  recorded  too  frequently  that  obstetricians 
have  done  symphyseotomies,  have  put  on  forceps  to  deliver,  and 
found  that  sufficient  room  was  not  gained  to  allow  descent  of  the 
head,  and  in  desperation  they  have  done  craniotomy.  Craniot- 
i  'my  should  never  follow  symphyseotomy .-  that  it  does  sometimes 
force  itself  on  the  attendant  is  proof  of  our  inability  to  always 
accurately  estimate  the  relative  sizes  of  passenger  and  passage. 

Dr.  H.  Banga. — Dr.  De  Lee's  criticisms  of  symphyseotomy 
appear  well  founded.  In  fact,  they  are  very  ably  set  forth  by 
Dr.  Gigli,  of  Florence,  in  an  article  which  you  will  find  in  the 
last  number  of  the  Zentralblatt  fur  Gynakologie.  There  Gigli 
advises  to  avoid  the  symphysis  and  instead  to  sever  the  pelvic 
ring  by  cutting  the  os  pubis  laterally  to  the  tuberculum  by 
means  of  his  wire  saw.  He  reports  a  number  of  cases  success- 
tolly  operated  according  to  his  method. 

Dr.  Harris  ( closing  the  discussion). — In  answer  to  Dr.  Lewis' 
question  with  reference  to  estimating  the  size  of  the  fetus,  I  do 
not  know  how  the  measurements  were  made.  The  measurements 
were  taken  by  Dr.  Holmes  and  Dr.  Hooper,  and  I  do  not  know 
how  they  made  them. 

In  regard  to  the  remarks  of  Dr.  De  Lee,  there  is  one  argument 
in  favor  of  symphyseotomy  which  I  did  not  mention,  but  which 
he  did.  namely,  the  frequency  with  which  living  children  are 
born  naturally  after  the  symphysis  has  once  been  divided.  In 
the  lirsi  case  I  operated  on  the  woman  has  borne  two  or  three 
living  children  since.  The  symphysis,  as  the  time  for  confine- 
ment  approached,  became  slightly  movable.  The  symphysis  will 
separate  somewhat   in  these  cases  and   tighten   up  again  after- 

ward.  She  is  tin-  wil'e  of  a  blacksmith,  works  hard,  and  has  not 
had  a  particle  of  trouble  from  the  symphysis  since  the  operation. 
That,  in  my  opinion,  is  one  point  in  favor  of  symphyseotomy. 
When  it  is  a  question  of  Cesarean  section  or  symphyseotomy, 
other  things  being  equal,  that  point  should  decide  in  favor  of 
symphyseotomy.  A  tier  symphyseotomy  there  is  a  good  chance 
for  the  second  child  to  be  horn  without  operation. 

Dr,   !>'■   Lee  has  told   us  that   he  followed  the   Harris  method  in 

one  case  ami  hail  profuse  hemorrhage.  It  Dr.  De  Lee  had  kepi 
close  to  the  hoic  in  separating  the  fascia  from  the  pubic  arch 
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lie  could  qoI  have  had  hemorrhage.  There  is  nothing  to  open. 
If  he  used  ;i  sharp  knife,  gol  away  from  the  bone  and  <^>\  into 
erectile  tissue,  then  he  would  have  hemorrhage.  There  is  very 
Little  blood  losl   if  the  operator  hugs  carefully  the  b 

Dr.  De  Lee  broughl  ap  the  question  of  opening  ;i  joint,  wit  h 
the  possibility  of  infection,  as  an  argumenl  againsl  symphy- 
seotomy. I  read  the  article  by  Gigli  is  the  lasl  number  of  the 
/>  ni nilhliii I  fur  Gynakologie,  referred  to  by  Dr.  Banga,  and  thai 
w;is  the  chief  argumenl  of  the  author  in  favor  of  pubiotomj 
symphyseotomy.  It  is  plain  to  be  seen  that  he  is  simply  trying 
to  devise  some  means  to  use  his  saw,  and  there  is  no1  a  Bingle 
sound  argumenl  in  Gigli 's  article  againsl  opening  the  symphy- 
sis. The  symphysis  is  no1  a  joinl  like  the  knee  or  ankle.  Why 
are  we  afraid  to  open  a  joinl  .'  Because  the  irregularities  of  the 
synovia]  cavity  make  it  impossible  to  thoroughly  drain  it. 

An  infected  joint  we  cannot  drain  is  dangerous.  Every  gen- 
eral surgeon  knows  that  he  is  at  raid  of  joints  that  he  cannot 
drain,  but  where  he  can  drain  them  thoroughly  the  danger  is 
very  little.  The  symphysis  is  not  a  joint  like  the  knee  with  a 
Large  synovial  surface  hut  a  synchondrosis.  The  danger  from 
infection  in  opening  the  cancellated  tissue  of  bone,  such  as  is 
done  in  pubiotomy,  is  infinitely  greater  than  in  opening  the 
symphysis.  Any  general  surgeon  knows  that  opening  a  con- 
siderable area  of  cancellated  tissue  in  bone  is  more  dangerous 
than  opening  up  the  connective  tissue  of  a  joint  such  as  the 
symphysis.  In  opening  a  hone  with  the  saw  we  are  more  liable 
to  carry  infection  from  the  surface  down  into  the  bone  than  in 
opening  the  symphysis  with  a  knife.  So  I  think  no  good  argu- 
ment has  been  presented  against  symphyseotomy  in  properly 
selected  cases,  when  properly  done.  I  admit  that  the  cases  must 
be  selected.  The  measurements  of  the  pelvis  of  the  patient  must 
he  known  as  nearly  as  possible,  as  well  as  the  approximate  size  of 
the  fetal  head. 

I  have  heard  a  greal  many  say  that  Cesarean  section  is  as 
simple  an  operation  as  symphyseotomy.  I  have  had  considerable 
experience  in  surgery  of  all  kinds,  both  general  and  abdominal, 
and  I  must  say  thai  symphyseotomy  is  infinitely  simpler  than 
Cesarean  section.  1  cannot  see  how  they  can  be  compared  as 
regards  simplicity.  Symphyseotomy,  when  properly  done,  is  a 
simple  operation,  withoul  any  hemorrhage  to  speak  of,  with 
very  little  danger  of  infection  from  the  wound,  and  should  have 
Little  or  no  mortality. 

Dr.  Joseph  B.  I>i:  Lee  read  a  paper  on 

RUPTURE    OF    THE    UTERUS    DURING    LABOR.1 

Dr.  Palmes  Findley. — The  case  was  broughl  to  the  Presby- 
terian Hospital,  in  the  service  of  Dr.  Webster,  he  being  absent 
from  the  city  at  the  time.     Aboul  three  weeks  after  delivery  by 

'See  original  article,  p.  289. 
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Dr.  De  Lee,  at  the  time  of  admission,  she  had  a  temperature  of 
104.5° ;  pulse  160,  very  irregular  and  feeble.  The  patient  pre- 
sented the  general  appearance  of  one  suffering  from  profound 
sepsis.  The  heart  and  lungs  appeared  normal ;  the  abdomen  was 
considerably  distended ;  there  was  felt  a  rounded  mass  on  both 
sides  of  the  uterus,  extending  almost  to  the  umbilicus.  This 
mass  was  tender  on  pressure  on  the  left  side  and  rather  firm; 
there  was  a  depression  in  the  centre  which  led  down  to  the 
uterus.  The  vulva  was  very  much  swollen,  edematous  and  tender, 
with  sloughing  tissue  noticeable  in  the  vulva.  The  urine  escaped 
from  the  vagina,  not  from  tbe  urethra.  Patient  had  involun- 
tary discharges  from  the  rectum.  She  was  suffering  from  no 
great  pain,  except  when  palpating  with  the  finger.  She  was  pro- 
foundly depressed.  It  did  not  occur  to  me  that  the  case  was  one 
for  surgical  intervention,  but  one  rather  for  tentative  treatment. 
She  was  given  salt  solution  per  rectum  and  strychnia  hypoder- 
matically,  and  she  drank  an  abundance  of  water  and  whiskey. 
For  three  or  four  days  there  was  practically  no  improvement,  but 
we  did  not  see  any  added  depression.  Then  gradually  she  be- 
gan to  improve,  and  it  was  very  interesting  to  watch  the  slow 
absorption  of  the  tumor  during  the  following  few  months.  At 
first  I  thought  it  was  a  blood  clot  or  hematoma  of  the  broad  liga- 
ment that  was  undoubtedly  infected,  because  of  the  nature  of 
the  wound  below,  but  it  absorbed  slowly.  The  temperature  and 
pulse  rate  declined,  but  occasionally  there  would  be  a  sudden 
rise  of  temperature.  The  patient  left  the  hospital,  at  which  time 
she  was  able  to  walk  about  and  the  exudate  was  scarcely  palpable 
through  the  abdominal  wall.  I  saw  her  about  two  months  later, 
that  would  be  five  months  after  delivery,  and  to  my  surprise  there 
was  but  very  little  exudate  to  be  felt  on  bimanual  examination. 
The  fistula,  which  was  quite  large  at  one  time,  had  altogether 
healed.  She  was  urinating  naturally;  she  menstruated  normally, 
without  pain;  had  gained  in  flesh,  and  seemed  to  be  in  perfect 
health  save  thai  she  was  constipated.  The  case  is  of  great  inter- 
est on  account  of  the  enormous  hematoma  which  had  gradually 
absorbed,  and  also  on  account  of  the  healing  of  this  large  fistula. 

Dr.  J.  Clajrence  Webster. — I  have  seen  a  number  of  cases  of 
rupture  of  tin-  uterus;  almost  all  of  them  have  been  in  the  hands 
of  midwives.  I  have  never  seen  a  case  in  which  there  was  ex- 
tensive  rapture  into  the  peritonea]  cavity,  associated  with  com- 
plete or  partial  entrance  of  t lie  fetus  into  the  cavity,  saved  by 
abdominal  section.  Death  was  due  to  loss  of  blood  or  sepsis.  I 
reported  such  a  i-ase  before  this  Society  a  couple  of  years  ago. 

Dr.  De  Lee  has  given  us  an  admirable  summary  of  the  methods 
of  treatment,  and  I  think  his  views  are  sound.  I  have  seen  a 
few  eases  of  rapture  of  the  uterus  in  hospital  practice.  As  far 
as  I  can  remember  at  this  time,  all  subperitoneal  ruptures  were 
treated  by  simple  tamponade,  followed  by  recovery.  I  think 
we  hum  all  feel  as  regards  selecting  any  procedure  thai  the  prog- 
nosis must   be  a  matter  of  miieh  uncertainty,  both  on  accoiuil   of 
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the  hemorrhage  which  has  taken  place,  and  the  infecting  organ- 
inns  which  may  have  been  introduced  by  manipulation. 

Tn  reference  to  the  last  case  which  Dr.  Findley  has  described, 
il  I  understood  Dr.  Findley  rightly,  he  said  that  a  large  propor- 
tion of  the  bladder  had  sloughed  away. 

Dr.  Findley.-  A  pari  of  the  anterior  vaginal  wall  had 
sloughed  away. 

Db.  Webster. — There  musl  have  been  a  portion  of  the  bladder 
wall,  too,  if  a  vesico-vaginal  fistula  developed.  This  large  fistula 
was  said  to  have  been  an  inch  in  diameter,  and  is  now  reported 
to  have  closed.     This  is  certainly  an  interesting  observation. 

Dr.  Frank  E.  Pierce. — Tt  may  be  of  interest  to  mention  a 
case  of  rupture  of  the  uterus  which  I  saw  in  one  of  the  foreign 
clinics,  as  bearing  upon  the  remarks  made  by  Dr.  Webster.  This 
was  a  case  of  rupture  into  the  peritoneal  cavity,  the  child  hav- 
ing passed  completely  into  that  cavity.  The  rupture  occurred 
when  the  patient  was  in  the  country.  She  was  transported  to  the 
hospital:  it  took  two  or  three  hours  to  do  so,  and  after  admission 
the  laparatomy  was  performed  as  soon  as  possible,  and  both 
child  and  placenta  extracted.  The  uterus  was  removed  by 
Porro's  method.  The  case  went  along  for  some  days,  and  no 
genera]  peritonitis  developed,  but,  after  a  high  run  of  tempera- 
ture and  swelling  on  both  sides,  an  opening  was  made  in  both 
inguinal  regions,  and  a  considerable  amount  of  pus  evacuated. 
This  pus  had  evidently  formed  in  the  broad  ligaments.  The 
patient  went  on  to  recovery.  These  cases  rarely  recover,  but  this 
one  did. 

Dr.  De  Lee  ( closing  the  discussion  . — I  have  very  little  to  add. 
.  scepl  to  say  that  the  impression  ought  be  carried  away  that  com- 
plete rupture  of  the  uterus  is  necessarily  fatal;  but  Dr.  Pierce's 
case  shows  that  these  cases  are  not  necessarily  fatal,  although 
the  majority  of  them  do  terminate  that  way.  Cases  are  reported 
which  have  gone  on  to  recovery  from  complete  ruptures  of  the 
uterus,  with  the  expulsion  of  the  child  into  the  peritoneal  cavity. 
The  cases  reported  by  myself  and  referred  to  by  several  others 
show  that  a  woman  in  labor  can  sometimes  stand  awful  injuries. 
Tt  is  sin  prising,  in  the  course  of  a  year's  practice,  to  notice  how 
much  women  can  stand  and  recover  and  feel  well  afterward. 

The  point  Dr.  Findley  made  with  reference  to  large  tumors 
alongside  the  uterus  and  calling  them  hematomata  interests  me. 
I  am  disinclined  to  believe  they  were  hematomata.  Tf  they  were, 
they  must  have  formed  after  I  got  through  with  the  patient,  as  1 
emptied  the  clots  out.  They  were  more  likely  inflammatory 
exi'dates.  and  thai  exudates  of  thai  size  should  be  absorbed  is 
m>t    by    any    means    unheard    Of.      A    suppurating    hematoma    is 

more  rarely  absorbed  than  an  inflammatory  exudate.     I   have 

en  an  inflammatory  exudate  as  large  as  a  man's  head  become 
absorbed  in  the  course  of  months  of  fever.  The  rises  of  tem- 
perature which  this  woman  had  during  the  absorption  of  the 
inflammatory  exudate  should  be  explained  on  the  ground  <»f  new 
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accessions  to  the  exudate.  She  may  have  jumped  around  in  bed, 
or  may  have  been  carelessly  lifted  on  to  a  bed-pan.  which  would 
be  sufficient  cause  to  start  up  the  inflammation  again  and  give 
rise  to  elevation  of  temperature.  That  is  a  common  observation 
in  cases  of  parametritis.  Rudolph  \Y.  Holmes.  M.D.. 

Editor  of  the  Society. 
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Meeting  of  December  15,  1902. 
Dr.  Carpenter  in  the  Chair. 

A  CASE  OF  PLACENTA  PREVIA  CENTRALIS. 

Dr.  Robert  W.  Stewart. — About  six  weeks  ago  I  saw,  at  the 
request  of  Dr.  I.  D.  Jones,  Mrs.  E..  who  had  suffered  from  a 
severe  uterine  hemorrhage  some  two  hours  before.  Dr.  Jones' 
statement  was :  Patient  was  about  eight  months  advanced  in 
first  pregnancy,  which  had  been  uncomplicated;  family  history 
good ;  urine  normal ;  had  not  been  hurt,  had  not  fallen  nor  under- 
gone any  violent  exertion ;  that  the  hemorrhage  was  due  to 
placenta  previa. 

The  patient  was  thin,  but  not  emaciated,  somewhat  pale,  with 
small  bones  and  poorly  developed  muscular  tissue;  heart  and 
lungs  normal ;  heart  action  somewhat  rapid,  Avhich  I  attributed 
to  fear:  uterus  (fundus)  reached  to  two-thirds  of  distance 
between  unbilicus  and  ensiform  cartilage;  fetus  in  L.  0.  A. 
position-,  fetal  heart  sounds  not  heard:  no  apparent  hemor- 
rhage — the  tampon  which  Dr.  Jones  had  inserted  was  efficient. 

Instruments,  hands  of  operator,  and  external  genitals  of  the 
patient  were  made  as  nearly  aseptic  as  possible  and  the  patient 
completely  anesthetized  with  chloroform.  The  tampon  wafi 
then  removed  and  the  vagina  was  thoroughly  scrubbed  and  irri- 
gated.  There  was  no  hemorrhage.  Digital  examination  showed: 
(•••rvix  obliterated,  os  externum  readily  admits  one  finger;  parts 
not  edematous;  placenta  quite  evident  and  apparently  attached 
all  around  ;it  whal  must  have  been  the  dilated  margin  of  the 
os  internum;  t > i « -  resistance  which  the  placenta  offered  to  the 
examining  finger  was  equal  in  all  directions.  There  could  be  no 
question  of  the  diagnosis.  The  carrying  of  the  finger  around 
the  circumference  of  the  external  os  dilated  this  part  so  that 
two  fingers  could  be  readily  inserted.  Manual  dilatation  was 
then  carried  on  with  ease  and  rapidity.  By  a  boring  motion 
of  the  finger  an  efforl  was  now  made  i<>  perforate  the  piacenta 
with  the  object  of  letting  the  amniotic  fluid  escape,  and  in  Ihe 
hope  of  being  able  to  apply  the  forceps  and  thus  bring  the  fetal 
head   down.     If  this  could  be  done  the  lower  uterine  segment 
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would  be  effectually  plugged  and  the  placenta  pinned  between 
fetal  head  and  the  pelvic  walls  of  the  mother.  While  this 
manipulation  was  being  carried  out,  and  before  perforation  was 
complete,  the  uterus  contracted  sharply  and  expelled  the  pla 
centa  into  the  operator's  hand.  The  amniotic  fluid  was  of 
course  discharged,  hut  the  h>>s  .it'  blood  was  trifling.  After  re- 
moving thr  placenta  from  the  vagina,  the  hand  was  introduced 
and  podalic  version  performed  without  especial  difficulty  or 
delay.  One  fool  was  broughl  down  so  as  to  plug  thr  lower 
uterine  segment.  The  child  was  slowly  delivered  by  traction. 
Tt  was  dead.  <)no  or  two  stitches  were  taken  for  a  superficial 
tear  at  the  perineum.  The  cervix  was  not  damaged.  Qterus 
contracted  well.  A  lysol  douche  was  given  and  the  patient 
turned  into  the  proper  position  in  her  bed.  She  appeared  to  be 
in  rood  condition.  Everything  was  finished  by  9:30  p.m.,  or  in 
about  one  hour  after  the  beginning  of  the  manipulations.  She 
recovered  quickly  from  the  anesthetic  and  spoke  to  her  relatives, 
but  her  pulse  was  weak  and  thready  ami  her  pallor  very  marked. 
Normal  sail  solutions  were  injected  under  the  breasts  and  else- 
where, whiskey  and  ho1  milk  were  given  by  the  mouth,  and 
digitalin,  nitroglycerin,  and  strychnine  hypodermatically,  bin 
all  to  no  purpose.    Death  at  10.30  p.m. 

The  ntems  was  well  contracted  and  there  was  no  fulness  or 
bo'_ri_riness  in  the  pelvis,  hence  there  could  not  have  been  any 
rupture  of  the  organ.  The  pupils  reacted  to  light  before  death 
and  were  of  equal  size:  there  was  no  paralysis,  consequently  no 
central  embolism  was  present.  Heart  sounds  were  clear.  There 
was  do  postpartum  hemorrhage,  dot  was  there  severe  laceration 
of  the  soft  parts.  A  profuse  hemorrhage  had  occurred  before 
any  on.'  saw  the  patient,  but.  the  loss  of  blood  during  the  delivery 
was  not  great — was  not.  indeed,  more  than  any  woman  would 
have  had  in  a  normal  labor.  The  time  which  was  occupied  in 
delivery  was  not  long,  nor  was  the  difficulty  greater  than  mighl 
be  expected  in  any  case  of  placenta  previa.  There  can  be  but  one 
conclusion:  the  woman  died  of  shock  superinduced  by  the  hem- 
orrhage. This  conclusion  forces  two  thoughts:  Was  interfer- 
ence justifiable  at  the  time,  and  would  it  have  been  better  to 
have  applied  the  forceps  than  tn  have  done  a  version  | 

Practically  all  authorities  agree  in  advising  prompt  delivery 
of  the  woman  in  placenta  previa,  and  some  advocate  such  a 
course  in  the  interests  of  both  child  and  mother.  All  authori- 
ties agree  also  that  there  is  constant  danger  of  a  return  of  the 
hemorrhage,    especially    with    the    central     implantation    of    the 

placenta,  and  that  the  succeeding  hemorrhages  are  almost  certain 
to  be  greater  in  quantity  and  more  disastrous  in  their  effects. 
Then-  are  two  contraindications  to  active  interference:    one 

<vhen    the    patient    is    very    anemic,    and    the    Other    when    the   OS 
externum   does   not    admit    two   6ngers.      In    these   last    cases   the 

rule  is  to  tampon  cervix  and  vagina  as  firmly  as  possible,  wait 

for  uterine  pains  or  induce  them,  and   restore  as   far  as  possible 
26 
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the  strength  of  the  patient  by  food,  stimulants,  etc.  It  may  at 
once  be  admitted  that  when  the  placenta  reaches  only  to  the 
margin  of  the  os  internum  and  the  waters  have  come  away,  an 
efficient  tampon,  by  putting  the  uterine  tissues  on  the  stretch  and 
crowding  cervical  wall  against  the  child's  presenting  part,  will 
control  hemorrhage  in  a  great  many  cases.  Further,  it  is  un- 
doubted that  in  cases  in  which  the  waters  have  not  come  away 
and  the  pregnancy  has  not  advanced  too  far,  a  tampon  may  be 
placed  and  from  time  to  time  removed  and  the  woman  thus 
carried  to  full  term. 

Still,  while  all  this  is  admitted,  there  is  no  question  that  a 
totally  different  line  of  conduct  should  be  followed  when  the 
placenta  lies  over  the  internal  os  and  is  attached  all  around  its 
margin.  To  pack  a  strip  of  gauze  into  the  cervical  canal  under- 
neath the  placenta  is  no  doubt  a  certain  method  of  inciting 
contractions,  but  it  is  just  as  certain  to  produce  further  separa- 
tion of  the  placenta  and  renewed  hemorrhage.  In  central  im- 
plantation of  the  placenta  a  tampon  can,  in  the  writer's  judg- 
ment, be  looked  upon  only  as  a  temporary  expedient  to  give  time 
for  obtaining  assistance,  sterilization  of  instruments,  etc.  Let 
us  look  for  a  moment  at  the  mechanical  factors  in  placenta 
previa  centralis.  The  hollow  uterine  muscle,  with  its  lower 
concave  segment  made  shallower  by  the  placenta,  a  bag  of 
waters  in  which  is  a  freely  movable  fetus.  Contractions  of  this 
muscle  will  force  the  fetus  against  the  inferior  segment  of  the 
cavity,  but  what  is  to  hold  the  fetus  in  that  position  so  long  as 
the  waters  remain  ?  A  fetal  head  impacted  at  the  pelvic  brim 
might  give  a  point  of  resistance  against  which  tampons  might 
make  counterpressure,  but  impaction  can  hardly  occur  in  the 
cases  under  discussion.  Consequently  tampons,  when  the  above- 
mentioned  factors  are  present,  can  only  crowd  cervical  tissue 
upon  itself,  while,  at  the  same  time,  uterine  contractions  are 
incited  and  further  hemorrhage  brought  about.  If  the  waters 
have  come  away  and  the  fetus  becomes  fixed  in  the  uterus,  then 
tampons  would  serve  just  as  they  would  in  cases  of  lateral  im- 
plantation, for  there  must  have  been  a  separation  of  the  placenta 
at  its  od^v.  Tf  this  reasoning  be  correct  there  can  be  but  one 
course  to  follow,  and  that  is  rapid  dilatation  of  the  cervix,  per- 
foration of  the  placenta,  and  delivery.  The  only  question  which 
fan  arise  is  whether  or  not  the  preceding  loss  of  blood — that 
which  called  the  attention  of  patient  and  physician  to  the  condi- 
tion— had  so  debilitated  the  woman  as  to  render  any  active  meas- 
ures unjustifiable. 

Thai  some  women  with  centrally  implanted  placentae  may  be 
plunged  by  hemorrhage,  suddenly  and  without  warning,  from  a 
Btate  of  fair  health  to  one  of  disastrous  depression  of  all  the 
powers,  cannol  lie  questioned.  My  procedure  then  would  only 
tend  to  precipitate  ;i  f';it;d  result  from  shock,  heart  clot,  oi-  em- 
bolism. With  these  conditions  to  face,  the  obstetrician  would  be 
compelled  to  take  the  possible  risk  of  ;i  return  of  the  hleedhur, 
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rather  than  the  certain  one  which  would  resull  from  the  dangers 
mentioned. 

The  question  as  to  whether  forceps  or  version  should  have  been 
employed  in  the  delivery  of  the  child  is  one  which  need  ool 
occupy  our  attention  very  Long.  In  the  particular  case  either 
method  of  delivery  would  have  its  advocates  and  each  obstetri- 
cian would  decide  for  himself  which  he  would  employ.  To  m\ 
nun  mind  the  version  was  preferable,  because  with  hand  in  va- 
gina or  uterus  an  efficienl  plug  w;is  presenl  to  prevenl  bleeding 
before  the  child  was  broughl  down  far  enough  to  ad  in  thai  ca- 
pacity, and  when  the  leg  is  bronchi    into  th rvix  by   podalic 

version  the  physician  has  ;it  his  command  ;i  tampon  which  dilates 
as  it  plugs.    This  gradual  dilatation  of  the  os  externum,  while  al 

the  same  time  the  denuded  surface  of  the  uterine  wall  is  sub- 
jected to  pressure,  is  tlie  greatest  reason  for  version.  Did  then 
version  add  in  the  dangers  in  my  patient's  case?  The  answer 
to  this  question  must  always  remain  unsatisfactory,  for  when 
both  mother  and  child  die  the  operator  is  apt  to  think  that  any 

Other  mode  of  procedure  hut  the  one  followed  would  have  In  en 
better  for  the  patient.  Tn  the  case  reported,  [  can  only  say  thai 
no  violence  was  used,  no  undue  haste  was  practised,  no  had 
lacerations  resulted,  and  thai  the  patient  lost  but  little  blood 
during  or  following  the  manipulations. 

Dr.  William  I).  Porter. — This  interesting  case  is  a  striking 
illustration  of  the  fact  that  a  fatal  result  from  placenta  previa 
i-  sometimes  inevitable,  even  with  the  best  possible  licit 
meiit.  As  I  must  confine  myself  to  the  etiology,  it  may  be  well  to 
review  briefly  the  processes  incident  to  normal  pregnancy  and 
labor.  The  placenta,  as  we  know,  is  usually  implanted  in  the 
upper  zone  of  the  uterus,  and  ils  formation,  SO  far  as  its  area  is 
concerned,  is  practically  completed  ;i1  the  end  of  the  sixth  or 
seventh  month.  We  also  know  that  after  this  period  there  is 
very  little  enlargement  of  the  upper  zone  of  the  uterus.  These 
mditions  which  make  ihe  danger  of  placental  separation  al- 
mosl  nil.  In  the  latter  third  of  pregnancy,  the  increase  of 
uterine  capacity  is  largely  at  the  expense  of  the  lower  third  of 
the  uterus.     If.  therefore,  the  implantation  be  in  this  inferior 

/one.  it  is  rational  to  expect  placental  detachment  as  a  result 
of  the  rapid  growth  of  this  area,  occurring  as  it  does  after  the 
placenta    has   attained    its    full    size.     Before   considering   the 

eausfs  of  low  implantation  it  may  be  well  to  impure  why  the 
ordinary  site  is  in  the  upper  third  of  the  uterus.  Doubtless  the 
principal  reason  is  because  it   is  to  this  portion  that  the  ovum 

first   has  aCCe8S.      The  probability   is  Ihat    in  a   normal    uterus  the 

ovum  will  go  but  a  shorl  distance  from  the  point  of  entrance 
before   it   becomes  attached   tn  the   uterine  mucous  membrane. 

'I  his  will  determine  its  permanent   location  and  consequently  the 

position  of  the  placenta.     The  upper  portion  is  the  roomiesl  part 

of  the  normal  uterus.  The  intrauterine  pressure  or  tension  i- 
less  here  than  at  any  other  point.     The  influence  of  gravity  can 
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be  practically  disregarded,  as  it  would  be  neutralized  by  the 
slightest  degree  of  adhesion  or  of  resistance  on  the  part  of  the 
uterine  tissues. 

In  regard  to  the  changes  which  occur  when  the  ovum  is 
attached  to  the  uterus,  and  the  factors  which  determine  its 
attachment,  we  have  always  been  taught  and  believed  that  for 
some  reason  the  ovum  fixes  itself  to  a  certain  portion  of  the 
uterine  mucous  membrane  and  very  promptly  the  mucous  mem- 
brane is  thrown  about  it ;  that  is,  the  mucous  membrane  rises  up 
and  forms  what  is  known  as  the  decidua  reflexa.  Norris,  in 
Progressive  Medicim  for  September,  1900.  compiles  the  report 
of  a  case  which  I  think  very  interesting  in  this  connection.  H. 
Peters,  connected  with  the  University  of  Vienna  in  the  ca- 
pacity of  instructor  in  gynecology  and  obstetrics,  made  an  au- 
topsy on  a  waitress  who  suicided  within  a  day  or  two  after  the 
failure  of  her  menstruation  to  appear,  fearing  that  she  was 
pregnant.  Within  two  or  three  hours  after  death  an  autopsy 
was  made,  and  he  discovered  the  ovum  as  a  small  protuberance 
on  the  posterior  Avail  of  the  uterus  near  the  fundus.  This  was 
very  interesting  from  the  fact  that  the  ovum  was  probably  not 
more  than  two  or  three  days  old,  and  it  is  the  earliest  record  in 
the  history  of  an  ovum  that  histological  investigation  has 
been  able  to  find.  The  famous  case  of  Leopold  was  one  in 
which  the  ovum  was  eight  days  old.  In  reference  to  the  forma- 
tion of  the  decidua  reflexa,  from  his  investigation  he  lays  down 
the  law  that  the  ovum  attaches  itself  to  a  place  where  there  is  a 
break  in  the  mucous  membrane,  and  very  rapidly  sinks  into  the 
mucous  membrane  until  the  edge  of  the  ovum  is  practically  on  a 
level  with  the  epithelial  covering  of  the  mucous  membrane; 
that  is,  it  just  buries  itself  in  the  mucous  membrane,  and  then 
very  promptly  there  is  thrown  over  the  ovum  a  fibrinous  mem- 
brane or  blood  clot,  and  in  this  manner  the  decidua  reflexa  is 
developed.  Tic  lays  down  the  law  that  the  formation  of  the 
placenta  begins  at  once.  lb1  is  inclined  very  strongly  to  believe 
Peters  righl  in  bis  theory  of  ibe  formation  of  the  decidua 
reflexa,  and  thai  it  is  not  a  pari  of  the  mucous  membrane. 

There   is   a    lb y,    which    lias   some   able   supporters,    that 

placenta  previa  is  m»t  due  to  a  low  implantation,  but  to  an  ab- 
normal development  oi  the  placenta  on  the  lower  portion  of  the 
decidua.  This  claim,  however,  seems  to  be  made  on  purely 
theoretical  grounds.  On  the  other  band,  it  must  be  admitted 
thai  the  causes  assigned  to  accounl  for  a  low  implantation  are 
reached  mainly  by  inductive  reasoning. 

A  possible  cause  is  disease  of  the  tube  through  which  the 
ovum  passes.  If.  owing  to  infection  of  the  tube  or  hvnerseerp- 
tion.  tlie  ovum  becomes  embedded  in  mucus,  ii  might  readily  be 
carried  low  in  the  uterus  before  effecting  an  attachment.  Disease 
of  the  uterine  mucous  membrane  causing  leucorrhea  mighl  acl 
in  the  same  manner.  Late  fertilization  mighl  be  a  cause,  assum- 
ing thai  attachmenl  of  the  unfertilized  ovum  would  not  occur. 
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Enlargement  of  the  cavity  of  the  uterus  may  cause  a  low  im- 
plantation. Such  a  condition  is  most  frequently  due  to  subinvo- 
lution. The  cavity  may  be  enlarged  by  submucous  fibroids.  In 
some  cases  of  dysmenorrhea,  also,  the  uterine  cavity  is  enls 
(-iv  B  result  of  endometritis  and  excessive  muscular  contractions. 
Dr.  Chauncev  D.  Palmer  read  a  paper  entitled 

Tin:  tki:at.\ii:nt  oi'  l-i.acknta  L'REVIA.1 

Dr.  William  Gillespie.—  In  reference  to  the  placenta  devel- 
oping  "ii  the  decidua  retiexa,  if  that  be  true  it  might  explain 
the  extensive  development  of  a  broad  placenta.  The  explana- 
tion which  occurs  to  me  as  the  most  rational  is  that  the  ovum 
being  implanted  on  a  portion  of  the  uterus  where  the  nutrition 
is  not  as  good  as  at  the  fundus,  it  sends  out  prolongations  like 
the  roots  of  a  tree,  which  spread  out  in  order  to  get  nutrition, 
and  that  is  the  reason  why  a  broad  placenta  is  formed. 

I  wish  to  commend  the  treatment  of  the  case.  In  a  case  of 
this  kind  I  believe  version  promises  much  better  results  than 
forceps.  The  question  of  the  causation  of  death  is  one  which 
in  the  absence  of  a  postmortem  might  be  speculative.  Not  only 
heart  clot  but  also  thrombosis  of  the  pulmonary  artery  is  re- 
ported  quite  frequently,  and  sometimes  the  stethoscope  fails  to 
reveal  a  clot  in  the  heart  or  the  pulmonary  artery.  I  had  one  case 
in  which  1  was  satisfied  the  patient  died  from  a  heart  clot  and 
there  was  no  evidence  of  any  difficulty  of  this  kind.  She  seemed  a 
little  exhausted  and  the  pulse  a  little  rapid.  The  case  was  twins 
and  both  children  were  delivered  before  my  arrival.  I  had 
never  seen  the  woman  before  and  knew  nothing  of  her.  I  ex- 
amined her  chest  hurriedly  and  concluded  she  was  nervous  from 
her  experience  of  being  delivered  without  any  one  being  present 
to  help  her.  Within  an  hour  afterward  she  died.  She  had  a  vio- 
lent paroxysm  of  dyspnea  after  I  left,  as  described  by  her 
friends.  I  have  no  doubt  in  that  case  the  causation  of  death 
was  a  clot  in  the  pulmonary  artery. 

Playfair  wrote  some  articles  on  this  subject  a  number  of 
years  ago  which  were  read  before  the  London  Society.  I  think 
be  reported  some  ruses  in  which  the  physical  signs  did  not  bear 
out  the  diagnosis,  but  the  postmortem  did. 

Dr.  Stewart  made  one  remark  in  his  paper  that  I  would  like 
to  have  made  clear.  Many  people  make  the  mistake  of  perforat- 
ing the  placenta  when  it  is  not  absolutely  necessary  to  do  so.  I 
should  judge  from  the  doctor's  remarks  that  if  he  could  get  by 
the  edge  of  the  placenta  he  would  always  prefer  to  go  around 
rather  than  through  it.  Tt  is  a  well-known  fact  that  the  mor- 
tality  of   children    is    greater   when    the    placenta    is    perforated 

than  when  it  is  not.     Tf  a  good-sized  vessel  is  broken  by  this 
process,  then  you  get  a  hemorrhage  from  the  child  itself. 
In  reference  to  the  matter  of  tamponing,  1  believe  one  can  be 

'See  original  article,  p.  294. 
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put  in  which  will  control  the  hemorrhage;  that  while  it  will  not 
iill  in  the  space  entirely,  it  will  control  the  hemorrhage  so  that 
but  little  will  be  extravasated ;  and  it  will  also  aid  in  separating 
the  placenta  from  the  lower  uterine  segment,  thus  getting  re- 
sults as  described  by  Barnes  and  as  mentioned  by  Dr.  Palmer. 
I  think  tampons  very  useful  in  cases  where  the  cervix  is  rigid. 
I  recall  one  case  where  the  cervix  was  so  rigid  that  you  could 
scarcely  get  in  one  finger,  but  after  sweeping  it  around  within 
the  cervix  and  separating  the  placenta  it  was  dilated  with  ease. 
The  placenta  seemed  to  act  to  prevent  dilatation  of  the  cervix. 

In  reference  to  plugging  with  the  hand,  I  think  the  less  atten- 
tion we  pay  to  this  the  better.  The  hand  will  not  fill  the  cervix 
fully  and  there  are  spaces  around  the  hand  where  blood  will 
get  out.  The  breech  or  some  other  portion  must  be  brought 
down  into  the  cervix  to  stop  the  hemorrhage. 

In  response  to  the  question  as  to  position  on  Cesarean  section 
for  placenta  previa,  I  would  advocate  this  measure  if  there  was 
a  placenta  previa  in  the  presence  of  a  fibroid  tumor  interfering 
with  the  normal  extraction  of  the  child,  or  cancer  of  the  cervix — 
if.  in  short,  there  was  any  condition  interfering  with  the  rapid 
delivery  of  the  child.  I  can  hardly  conceive  of  anything  which 
would  justify  us  in  doing  a  Cesarean  section  for  placenta  previa 
alone,  even  if  central.  To  do  it  for  a  lateral  attachment  would 
be  the  height  of  folly;  to  do  it  for  a  central  attachment  would 
In-  to  do  it  with  small  prospect  of  benefit  to  the  child  and  also 
small  prospect  of  benefit  to  the  mother,  because  the  more  central 
the  attachment  the  earlier  labor  comes  on.  The  vast  majority  of 
cases  of  placenta  previa  are  premature,  especially  of  placenta 
previa  centralis.  The  children  are  small  and  ill-nourished,  and 
the  greal  majority  of  the  children's  lives  are  sacrificed  at  the 
first  hemorrhage,  if  a1  all. 

Dr.  Byron  Stanton. — I  was  so  unfortunate  as  to  have  two 
of  these  cases  in  September  last,  both  of  them  central  placenta 
previa,  and  bolh  occurred  in  consultation  with  other  physicians. 
In  the  first  case  the  child  was  dead  when  I  saw  the  case.  Ver- 
sion was  resorted  to.  and  th"  mother  recovered  from  the  opera- 
lion,  hut  died  a  week  later  from  secondary  hemorrhage.  In  the 
-••end  case  the  woman  had  not  lost  a  great  deal  of  blood;  she 
seemed  to  he  in  a  pretty  good  condition  and  I  found  the  os  suffi- 
ciently dilated  to  allow  me  to  perform  version,  which  was  done. 
Imt  before  I  could  gel  the  child  turned  the  woman  had  lost  so 

much  blood   that    it    resulted  in   her  death.      Injections  of  normal 

sail  solution,  hypodermatic  injections,  etc.,  etc..  were  given,  hut 

all  to  no  purpose.    The  child  died  the  next   day.    In  bolh  of  these 

cases  hemorrhages  had  occurred  three  limes  before  labor  began 

In    two  cases  which    I    have    had    of  central    implantation    I    have 

gone  directly  through  the  placenta  to  gel  at  the  child.     In  all 

the    Other    cases    which     I     now    recall     I     went,    not     through    the 

placenta,  bu1   around   it   to  gel   a1    the  child.     In   both  of  the 

oases  where  delivery  was  effected  hy  <_roiii'_:'  thnumh  the  plncenta 
the  children   \\<tc  horn   alive.      In    regard   to  the   relative  merits 
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of  version  and  forceps.  I  would  generally  iriv.-  the  preference 
to  version  in  cases  of  placenta  previa,  because  in  few  of  the 
eases  is  the  cervix  sufficiently  dilated  for  tin-  quick  application  of 
ps.  I  think  also  thai  hemorrhage  can  be  more  quickly 
stopped  by  version  than  by  the  application  of  forceps.  I  have 
never  seen  a  woman  die  from  sepsis  following  placenta  previa. 
I  have  bad  aboul  eighteen  cases. 

Dr.  Abthub  W.  JOHNSTONE. — With  everything  that  Dr.  Stew- 
art has  said  in  his  paper  I  heartily  agree,  excepl  in  one  thing.  If 
I  understood  him  correctly  he  said  that  it  was  dangerous  to 
tampon  where  the  waters  were  present.  I  agree  with  him  that  it 
is  dangerous  business  to  tampon  when  the  waters  have  been 
discharged.  This  calls  to  mind  the  case  of  a  little  negro  prosti- 
tute who  was  pregnant  from  four  to  five  months.  It  was  a  case 
of  placenta  previa,  and  the  cervix  was  dilated  so  that  I  could 
get  two  fingers  into  it.  I  put  her  in  the  Sims  position  and 
tamponed  the  cervix  and  whole  vagina.  This  was  done  in  the 
morning,  and  in  the  afternoon  there  had  been  no  hemorrhage. 
On  the  next  morning  there  was  the  tampon  packed  squarely  into 
the  middle  of  the  placenta,  with  the  sac  of  waters  and  fetus 
floating  behind  it.  This  girl  lost  scarcely  any  blood,  but  I 
believe  had  it  been  a  lateral  attachment  there  would  have  been 
hemorrhage  enough  to  have  filled  up  the  uterus  and  it  would 
have  been  a  very  serious  matter  instead  of  an  easy  delivery. 
The  presence  or  absence  of  water  is  the  guide  which  should 
determine  our  use  or  non-use  of  the  tampon. 

In  reference  to  Cesarean  section,  in  the  cases  where  this  pro- 
cedure is  indicated  the  children  are  not  worth  saving  and  the 
mother  is  pretty  nearly  gone.  This  is  true  in  the  vast  majority 
of  cases.  Of  course  occasionally  a  child  is  viable.  If  the  pelvis 
is  perfectly  normal  and  the  cervix  is  dilatable  I  think  a  tampon 
the  thing  to  employ. 

Dr.  Julia  W.  Carpenter. — In  my  practice  I  have  had  two 
3  of  placenta  previa,  in  both  of  which  the  placenta  was  situ- 
ated very  low  down,  a  considerable  portion  passing  over  the  os. 
In  both  cases  the  children  were  lost,  but  the  mothers  recovered. 
"When  the  hemorrhage  began  tamponing  was  resorted  i,,  ami 
quick  dilatation  of  the  os  followed.  In  the  meantime  the  head 
had  settled  down  so  firmly  in  the  pelvis  that  the  hemorrhage  was 
somewhat  checked,  so  that  the  birth  of  the  child  could  l:o  on 
naturally.  Under  these  circumstances  it  was  not  considered 
to  attempt  version,  but  to  allow  Nature  to  do  the  work. 
There  was.  as  usual,  crreat  loss  of  blood  in  both  cases,  but  the 
mothers  were  saved,  one  quickly,  the  other  slowly,  recovering. 

Dr.  TCorert  W.  Stewart. — Wha1   is  that  mysterious  pr< 
by  winch  an  embryonic  ovum  comes  down  into  the  uterus  and 
finds  a  lodgment  there,  when  another  ovum  passes  On  down  and 

■to  the  out.-r  world0    What  is  it  that  produces  a  con- 
gestion of  the  mucous  membrane  or  sw.dliii'_r  of  the  mucous  mem- 
brane, and.  when  the  impregnated  ovum  falls  into  place  can- 
to immediately  surround   it  f     The  decidua   reflexa   is  just  as 
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much  mucous  membrane  when  this  takes  place  as  it  is  before 
impregnation  occurs.  Peters'  ease  as  reported  by  Dr.  Porter 
simply  means  that  the  process  was  going  on  and  that  the  ovum 
dropped  into  its  little  cavity  on  account  of  the  normal  swelling 
of  pregnancy  and  there  found  lodgment,  and  the  process  of 
covering  it  up  then  began.  Now,  if  we  take  that  one  thing  and 
follow  it  up,  we  have  Hofmeier's  idea  that  when  it  drops  down 
into  the  uterus  and  secures  a  lodgment  low  in  the  organ  and 
does  not  find  enough  nourishment,  the  placenta  spreads  out  like 
the  branches  of  a  tree  and  passes  over  the  internal  os  to  find  a 
lodgment  with  the  chorionic  villi  in  the  mucous  membrane  of 
the  other  side,  and  that  is  the  essential  cause  of  placenta  previa. 
Now.  if  some  parts  are  subject  to  inflammatory  processes,  they 
are  deprived  of  their  mucous  membrane  and  the  ovum  slides 
down  over  them.  In  cases  of  chronic  endometritis  the  uterus  is 
well  adapted  for  the  falling  down  of  the  ovum  into  the  lower 
part  of  the  uterine  cavity. 

In  reference  to  perforation  of  the  placenta  in  the  case  reported, 
1  used  no  instruments.  I  passed  my  finger  in  and  went  all 
around  carefully  to  see  whether  I  could  get  around  the  edge.  My 
idea  was  to  get  at  the  edge  and  loosen  it  up,  causing  a  retraction 
of  the  placenta,  and,  without  rupturing  the  membrane,  to  have 
the  uterus  contract  down  on  the  fetus  and  control  the  hemor- 
rhage in  that  way.  I  passed  two  fingers  in  and  found  the  inter- 
nal os  was  dilated  all  the  way  around;  and  as  I  passed  my 
fingers  up  and  tried  to  find  the  free  edge  I  found  just  as  much  re- 
sistance at  one  place  as  at  another,  and,  as  far  as  the  sense  of 
touch  could  determine,  the  placenta  was  just  as  thick  at  one 
place  as  another.  I  then  tried  to  pass  my  finger  through.  In 
doing  that  I  must  have  shoved  up  the  placenta  and  detached  it 
completely,  because  it  was  thrown  off  into  my  hand.  There  is  no 
question  but  that  the  case  was  a  genuine  one  of  centrally  im- 
planted placenta,  in  spite  of  Herman's  assertion  to  the  con- 
trary,  i.e.,  that  they  do  not  exist. 

As  to  plugging  with  the  hand,  there  was  no  effort  made  to 
do  so.  I  said  that  when  I  had  my  hand  in  the  uterus  (speaking 
n!  vision  as  opposed  to  forceps)  I  felt  that  I  had  a  more  efficient 
plug  in  my  hand  llian  1  would  otherwise  have  had. 

I  believe  that  the  case  Dr.  Johnstone  related  was,  as  I  was 
afraid  my  own  case  was.  one  in  which  simply  the  whole  placenta 
was  detached  and  thrown  down  through  the  internal  os.  and  this 
allowed  the  head  to  come  down.  The  reason  I  do  not  believe 
this  was  so  in  my  own  case  is  that  I  could  not  push  up  Hie  fetus, 
which   was  still   in   the  bag  of  walers,  and   gel    to  one  side  or  the 

other  of  i  he  placenta. 

As  to  the  question  of  performing  Cesarean  section,  if  we  are  to 

believe  the  statistics  quoted  by  Hirst  the  mortality  rate  in  these 

is  about  one  Or  even  less  in  every  1(>4  cases.  If  we  cars  have 
such  a  low  rate  as  that  it  seems  to  me  thai  we  do  not  need  to  re- 
sort to  Cesarean  section.     I  can.  however,  understand  circum- 
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stances  in  which  placenta  previa  centralis  can  be  best  treated 
by  thai  operation.  There  may  arise  circumstances  in  which 
Cesarean  section  oughl  to  be  performed  Eor  placenta  previa  pure 
and  Bimple  in  cases  complicated  by  fibroids,  or  contracted  pelves 
in  which  a  man  can  do  nothing  in  dilating  the  cervis  or  stopping 
the  hemorrhage. 

This  woman  died,  qo1  because  she  losl  bo  much  blood,  nol  be- 
cause of  any  violent  manipulations.  She  did  not  suffer  at  all 
from  these,  because  she  was  completely  under  the  influence  of 
chloroform ;  and  she  did  qoI  die  from  the  chloroform,  because  she 
recovered  consciousness  fully.  She  did  not  die  from  pulmonary 
thrombosis.     1  think  she  died  from  shock. 

Dr.  W.  II.  Wknnim;  presented  a  specimen  of 

FIBROID  TUMOB  OF  THE   UTERUS  COMPLICATING  AX   INTRALIGAMENT- 
OUS   CYST. 

The  incision  was  about  six  inches  long.  As  soon  as  I  reached 
the  lower  angle  of  the  incision  I  found  a  reduplication  of  the 
peritoneum  on  the  abdominal  wall,  so  the  tumor  appeared  to  be 
below  the  peritoneum.  I  then  endeavored  to  peel  it  out,  but  was 
unable  to  do  so.  It  appeared  to  be  a  broad-ligament  cyst.  The 
tumor  mass  was  so  firmly  attached  to  everything  that  all  anatomi- 
cal landmarks  were  entirely  destroyed.  T  then  introduced  a 
trocar,  drained  off  some  of  the  fluid,  and  endeavored  to  loosen 
the  sac  from  its  attachments.  There  seemed  to  be  a  number  of 
cysts,  and  in  peeling  the  mass  off  I  was  about  to  cut  into  the 
rectum  when  I  found  that  the  lower  intestine  was  a  part  of  1  he 
cyst  and  appeared  to  be  thoroughly  implicated.  I  then  passed 
a  tube  into  the  rectum  from  the  anus  as  high  up  as  possible.  It 
could  now  be  plainly  seen  that  the  rectum  was  partly  denuded, 
with  the  muscular  fibres  of  the  wall  partly  stripped  off.  After 
working  over  to  the  other  side  it  was  found  that  the  ureter  was 
also  incorporated  in  the  mass.  I  finally  detached  the  fibroid 
from  its  pelvic  attachments,  and  then  put  on  a  strong  pedicle 
damp  and  cut  off  the  tumor  from  the  upper  part  of  the  uterus. 
After  denuding  the  walls  of  the  rectum  I  decided  to  cover  over 
the  rectum  with  a  portion  of  the  cyst  wall,  still  attached  to  the 
rectum  and  inseparable  from  it,  so  as  to  give  strength  to  the 
rectal  wall.  This  canal  was  so  thin  that  the  tube  which  I  intro- 
duced seemed  on  the  point  of  perforating  it.  There  was  con- 
siderable bleeding,  not  from  any  large  vessel,  but  oozing  from 
the  surfaces  which  were  separated  from  the  pelvic  wall.  This 
was  controlled  by  the  use  id'  hot  saline  solution  and  then  the  ab- 
dominal cavity  was  closed.  Before  doing  so  I  packed  quite  a 
large  strip  of  gauze  tightly  into  the  posterior  cul-de-sac  and  also 
between  the  bladder  and  uterus,  so  as  to  prevenl  any  further 
bleedim:.  When  the  gauze  was  removed  a  grumous,  foul-smell- 
ing material  was  discharged.  The  cavity  was  then  washed  ou1 
with  a  two  per  cent  lysol  solution  until  the  solution  came  out 
dear.  After  this  the  opening  was  closed.  There  was  great  dif- 
ficulty after  the  operation  in  getting  the  patient's  bowels  to 
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move.  She  vomited  considerable  biliary  matter,  which  was,  how- 
ever, not  feculent.  Calomel  and  salts  had  no  effect  on  her.  She 
was  then  given  enemas  of  water,  glycerin,  and  turpentine,  and 
finally  with  a  loud  explosion  the  bowels  discharged  themselves 
and  up  to  this  time  they  have  continued  to  move  normally.  She 
has  ceased  vomiting  the  last  couple  of  days. 

Dr.  Sigmar  Stark. — I  believe  that  if  Dr.  Wenning  had  to  do 
this  operation  over  again  he  would  do  it  in  accordance  with  a 
suggestion  which  he  let  fall  in  the  latter  part  of  his  remarks, 
viz.,  open  the  cyst,  sew  it  into  the  abdominal  wound,  and  drain 
it.  That  certainly  would  bring  about  a  cure  and  expose  the 
patient  to  little  or  no  danger.  The  doctor  stated  that  he  was 
compelled  to  leave  some  part  of  the  cyst  wall  behind.  I  do  not 
know  from  personal  experience  or  from  the  literature  how  such 
cases  behave,  but  it  seems  to  me  if  some  of  the  secreting  surface 
of  a  cyst  is  left  behind  and  exposed  so  that  it  can  discharge  into 
the  free  peritoneal  cavity  some  trouble  must  ensue.  It  would  be 
exceedingly  interesting  to  hear  from  the  doctor  subsequently 
whether  this  secreting  portion  of  the  cyst  which  remained  was 
giving  the  patient  trouble. 

Dr.  C.  D.  Palmer. — The  success  which  has  attended  this  case 
proves  the  wisdom  of  the  treatment.  At  the  same  time  it  is 
questionable  in  my  mind  wThether  Dr.  Wenning,  if  he  had  fore- 
seen exactly  what  he  had  to  contend  with,  would  have  done  ex- 
actly as  he  did.  I  have  but  one  suggestion,  that  when  the  ab- 
dominal wall  is  opened  it  is  extremely  important  to  stop,  and 
consider,  and  perfect  our  diagnosis.  Many  times  it  is  impossible 
to  make  an  accurate  diagnosis  until  the  abdominal  cavity  is 
opened;  and  many  times  we  err  in  trying'  to  proceed  with  the 
operation  as  soon  as  the  cavity  is  opened,  and  before  we  have 
made  a  positive  diagnosis.  "When  the  abdominal  cavity  is  opened 
we  have  facilities  for  exploration,  and  we  can  find  ou1  then  with 
what  we  have  to  deal.  The  question  occurs  to  me:  what  better 
operation  could  have  been  done  in  this  case  than  hysterectomy. 
leaving  the  cervix,  taking  out  the  broad  ligament  with  the  cyst 
on  the  one  side,  going  down  to  the  cervix,  cutting  through  that, 
and  going  up  on  the  other  side — possibly  leaving  the  ovary  on  the 
other  side  if  healthy?  My  idea  would  be  to  remove  all  the  intra- 
pelvic  genital  organs  save  the  cervix. 

Dr.  Magnus  A.  Tate  reported  a  case  of 

II   I'.KRCULOSIS   OF   RIGHT    TUBE   AND   OVARY. 

.Mis.  M..  aged  37,  married.     Referred  to  me  by  Dr.  Meguire 

with  tin-  follow  in-  history:  Seven  years  ago  had  an  attack  of 
peritonitis  while  living  in  St.  Louis.  Was  under  can-  of  phy- 
BJcian  nt    hospital    For  three  mouths.      Op  to  three  years  ago  was 

comparatively  healthy  and  \'n'('  from  pain,  excepl  in  righl  ride 

during  her  menstrual  periods.  Patienl  thinks  her  present  ill- 
ness dates  from  the  attach  of  peritonitis  seven  years  ago,  which 

uas  Followed  by  pain  ;tt  time,  in  the  right  ovarian  region,  steadily 
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increasing  in  severity.  When  she  presented  herself  for  treat- 
ment tlif  i>;iin  w;is  simply  unbearable.  Family  history  was 
good :  mother  and  father  both  living.    \<>  history  of  tuberculosis 

or  carcinoma  in  the  family.     The  following  symptoms  wer m- 

plained  of:  headache,  aggravated  during  menstrual  periods;  rest 
always  broken,  Bleeping  only  a  few  hours  at  a  time;  digestion 
pool-,  frequenl  eructations  of  gas  and  little  or  qo  appetite;  urin- 
ation every  one  to  two  hours;  and  constanl  pain  in  tin-  right 
side,  as  described  above. 

Qpon  vagina]  examination  1  found  the  uterus  pushed  over  to 
the  It'll  side,  and  on  the  righl  side  was  fell  a  mass  as  Large  as  a 
good-sized  child 's  head. 

On  November  1.  assisted  by  Drs.  Meguire  and  R.  B.  Tate,  I 
operated.  It  was  with  much  difficulty  that  1  entered  the  ab- 
dominal cavity,  because  the  omentum  and  intestines  were  ad- 
herenl  to  the  abdominal  wall.  Aiter  gaining  a  good  view  of  the 
abdominal  contents  and  mopping  ou1  ascitic  fluid,  I  found  that 
the  intestines,  peritoneum,  and  pelvic  organs  were  studded  with 
tubercular  aodules,  the  small  and  large  intestines  on  the  right 
side  were  adherenl  and  matted  together,  and  underneath  this 
adherent  mass  I  could  feel  a  semi-fluctuating  tumor.  With  dif- 
ficulty  T  separated  these  adhesions,  and  then  found  that  T  was 
dealing  with  an  intraligamentous  cyst.  Upon  splitting  open  the 
broad  ligament,  which  was  studded  with  nodules,  a  clear,  limpid 
fluid  was  excavated.  Below,  and  crowded  down  into  the  pelvic 
cavity.  T  found  a  tubercular  tube  and  ovary,  the  latter  the  size  of 
an  orange  and  tilled  with  thick,  greenish  pus.  I  was  able  to  Bhell 
out  part  of  the  cyst  wall,  ligate  the  major  portion  of  the  tube, 
and  remove  this  ovary  (without  rupture).  The  appendix  was 
five  inches  in  length,  curled  down  back  of  the  bowel  in  the  re- 
maining  mass.  Tt  was  removed  with  difficulty.  Gauze  was 
packed  into  this  big  cavity  and  brough.1  out  through  the  ab- 
dominal opening.  The  abdominal  cavity  was  mopped  out  with 
<_'auze.  and  its  walls  closed  by  through-and-througb  silkworm-gu1 
sutures.  The  patienl  did  nicely  for  twenty-four  hours,  when 
the  usual  symptoms  of  septic  peritonitis  set  in.  and  she  died  on 
tin-  evening  of  the  fourth  day. 

This  case  presents  many  interesting  features. 

First.  Was  tin-  attack-  i)\'  peritonitis  from  which  she  suffered 
seven  years  ago  of  tubercular  origin?  If  so,  would  a  patient's 
lungs  lie  absolutely  free  from  any  sign  of  tuberculosis  for  such  a 
length  of  time  when   the  abdominal   cavity  was  so  infected0 

Second.  This  case  was  a  typical  tuberculosis  of  the  righl  lube 
and  ovary,  a  rare  condition. 

Third.  The  left  tube  and  ovary  and  the  ulerus  were  macro- 
scopically  free  from  tubercular  nodules. 

Fourth.  The  right  broad  ligament  contained  a  cyst,  complicat- 
ing tic  case. 

Fifth.  The  intestines,  peritoneum,  and  omentum  were  studded 

with    tubercular    DOdules. 
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Dr.  Arthur  W.  Johnstone. — This  is  not  such  a  rare  condi- 
tion. In  the  reports  of  the  Johns  Hopkins  Hospital  covering  a 
period  of  five  or  six  years,  where  300  cases  were  found,  it  was 
estimated  that  about  ten  per  cent  of  all  inflammations  of  the 
ovaries  were  due  to  tuberculosis.  While  Dr.  Tate's  case  is  rare 
as  far  as  the  degree  of  advancement  of  the  tubercular  process  is 
concerned,  my  experience  is  that  one  or  both  sets  of  appendages 
may  be  involved,  and  there  is  generally  a  good  deal  of  ascites, 
anywhere  from  a  pint  to  a  quart,  with  tuberculous  masses  every- 
where. The  reports  of  the  Johns  Hopkins  Hospital  show  that 
these  cases  generally  recover  very  nicely,  and  many  cases  are 
overlooked.  As  I  remember,  in  the  first  hundred  that  Kelly 
operated  upon  five  per  cent  could  be  diagnosticated  by  the  aid  of 
the  microscope;  in  another  five  per  cent  this  was  not  possible, 
but  the  tubercle  bacillus  was  found  subsequently.  In  my  own 
experience  I  have  run  across  involvement  of  the  lungs  in  but  one 
or  two  cases.  Dr.  Porter  saw  a  case  in  which  there  had  been 
several  hemorrhages,  and  both  ovaries  were  tuberculous.  I  saw 
her  on  the  street  the  other  dav  and  she  was  looking  apparently 
well. 
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Meeting  of  November  5,  1902. 
Th(  President,  Peter  Horrocks,  M.D.,  in  the  Chair. 
Mr.  Sampson  Handley  read  a  paper  on 

PARATUBAL    HEMATOCELE. 

He  pdinted  out  that  encysted  hematocele,  with  a  fibrous  sac 
clasping  the  ostium,  and  independent  of,  though  perhaps  par- 
tially adherenl  to,  the  viscera  (peritubal  hematocele),  was  firsr. 
described  by  Sanger  and  Taylor.  It  was  more  frequent  than 
was  commonly  believed,  since  the  sac  had  often  been  mistaken  for 
:i  portion  of  the  tube.  Its  capsule  consisted  of  fibrous  tissue,  not 
of  fibrin. 

All  encysted  hematoceles  arising  from  tubal  bleeding  wer^ 
described  by  Sanger  and  Taylor  as  peritubal,  and  therefore, 
necessarily,  as  the  result  of  hemorrhage  from  the  ostium.  The 
objeel  of  this  paper  was  to  show  that  tubal  rapture  might  pro- 
duce an  encysted  hematocele  adherent  to  the  tube  and  enclosing 
the  rapture?  in  its  wall.  Such  ;i  hematocele  was  not  peritubal, 
but  rather  paratubal.  Its  sac  might  be  mistaken  for  a  part  of 
the  tube. 

These  statements  were  chiefly  based  on  a  re-examination  of 
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specimen  2480  in  St.  Thomas'  Hospital  Museum,  removed  by  Dr. 
Cullingworth,  and  described  in  the  catalogue  as  a  sacculated 
hematosalpinx. 

( Jlinically  the  symptoms  of  the  case  were  eleven  weeks'  amenor- 
rhea, followed  by  vaginal  hemorrhage  and  recurrenl  bearing- 
down  pains  during  the  three  months  which  elapsed  before  oper- 
ation. There  was  ;i  Boft,  elastic  swelling  in  Douglas'  pouch;  the 
righl  appendages  were  absenl  from  their  uormal  situation;  righl 
tubal  mole  was  diagnosed,  and  recovery  followed  operation. 

The  specimen  was  reported  <>n  by  a  committee  of  this  Society, 
but  no  definite  opinion  was  expressed  as  to  its  nature. 

Re-examination  showed  ;i  healed  rupture  in  the  wall  of  the  tube 
where  the  blood  sac  was  adherenl  to  it.  Muscle  was  absenl  from 
the  wall  of  the  blood  sac,  which  exactly  resembled  the  wall  of  a 
peritubal  hematocele-  thai  is,  it  consisted  of  fibrous  lissnc  organ- 
ised from  peritoneal  lymph,  not  of  fibrin.  This  and  other  evi- 
dence negatived  the  supposition  that  the  wall  of  the  tube  took 
any  share  in  the  formation  of  the  wall  of  the  blood  sac. 

\  search  through  the  literature  had  supplied  one  example  of 
paratubal  hematocele  in  a  modified  form  '  part  of  the  mole  lay  in 
the  sac  of  the  hematocele,  part  in  the  lube.  ;m<l  two  connecting 
links  or  intermediate  forms  between  peritubal  hematocele  and  the 
typical  paratubal  hematocele  now  described. 

It  seemed  probable  that  the  slow  bleeding  which  formed  an 
encysted  hematocele  did  not.  as  is  generally  held,  precede,  bur 
went  <ui  pari  passu  with,  the  formation  of  the  sac.  Moreover, 
aneurysmoid  distension  of  the  developing  sac,  by  continuously 
altering  its  relations  to  the  surrounding  peritoneal  surfaces  from 
which  it  is  derived,  separated  it  from  them,  and  accounted  for  the 
otherwise  inexplicable  tumor-like  individuality  of  the  hematocele. 
The  original  lymph  thrown  out  round  the  rupture,  instead  of 
being  stretched  out  in  the  form  of  bridles  or  membranes,  was 
evenly  distended  into  a  complete  spherical  sac  surrounding  the 
blood.  The  author  suggested  the  word  dynai le  as  appro- 
priate to  8Uch  a  product  of  fluid  pressure. 

Drt.  Eokx  said  that  on  reading  Mr.  Sampson  Handley's  paper 
a  few  days  ago  he  had  been  reminded  by  it  of  a  specimen  which 
had  been  in  his  possession  for  nearly  a  year,  and  which  bore  some 
resemblance  to  the  condition  described  as  "paratubal  hemato- 
cele." II e  now  showed  the  specimen  to  the  Society,  but  re- 
gretted that  he  was  unable  to  give  any  clinical  notes  of  the  case 
at  the  present  time;  on  a  future  occasion  he  would  furnish  a  full 
report  to  the  Society.  The  specimen  consisted  of  a  Fallopian 
tube  with  a  Large,  oval  mass  of  blood  clot  (irmly  attached  to  the 
upper  surface  about  its  middle.  The  abdominal  ostium  was  oc- 
cluded ;  ;t  rather  Large  cystic  ovary  was  adherent  to  the  outer  part 
of  the  tube.     The  mass  of  hi I  clot  had  the  general  character  of 

a  tubal  mole,  ami  this  view  of  il  he  was  prepared  to  maintain. 
although  he  had  failed  to  find  chorionic  villi  in  it.  The  part  of 
the  tube  wall  to  which  the  clot  was  adherent  was  thinned,  and  a 
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section  appeared  to  be  infiltrated  with  blood.  The  view  he  had 
originally  taken  of  the  specimen  was  that  it  was  an  instance  of 
tubal  rupture,  that  the  tubal  mole  had  been  extruded  through 
the  rupture  and  had  remained  attached  to  the  tube,  while  the 
rapture  had  afterward  healed  beneath  it,  thus  restoring  the  wall 
of  the  tube  and  cutting  off  the  mole  from  its  lumen. 

On  first  reading  Mr.  Sampson  Handley 's  paper  it  had  occurred 
to  him  that  possibly  his  (Dr.  Eden's)  specimen  was  not  a  tubal 
mole,  but  a  paratubal  hematocele. 

After  listening  to  the  demonstration  of  his  case  which  the 
author  had  laid  before  the  Society  that  evening,  he  was,  however, 
disposed  to  retain  his  earlier  view  of  his  own  specimen.  He 
thought  that  Mr.  Sampson  Handley  had  clearly  shown  that  a 
hematocele  may  be  formed  around  the  site  of  a  tubal  rupture  in 
the  same  way  as  we  have  long  known  that  it  may  be  formed 
around  the  patent  abdominal  ostium.  This  was  the  real  lesson  of 
his  paper.  Dr.  Eden  was  inclined  to  think  that  the  specimen 
which  Dr.  Bell  had  shown  to  the  Society  was  perhaps  a  better 
example  of  a  paratubal  hematocele  than  that  described  by  Mr. 
S;iuipson  Handley.  He  was  not  sure  that  the  reasons  advanced 
by  the  author  for  regarding  the  case  as  primarily  one  of  tubal 
abortion  were  conclusive,  but  even  if  the  ovum  had  really  been 
extruded  through  the  rupture,  and  not  through  the  abdominal 
ostium,  this  did  not  invalidate  the  general  purpose  of  the  paper. 

Mr.  Blaxd-Suttox  was  instructed  and  greatly  interested  in 
the  paper,  because  these  encysted  collections  of  blood  in  relation 
to  tubal  pregnancy  had  been  the  subject  of  careful  study  with 
liiin  since  Sanger  and  Taylor  had  published  their  observations. 
Tin-  main  object  of  the  paper  was  to  demonstrate  that  ''encyst- 
ment"  of  the  blood  slowly  effused  after  rupture  of  the  tube  could 
lake  place  ;is  well  ;is  in  cases  of  incomplete  tubal  abortion.  The 
fact  that  in  some  of  the  cases  the  reporters  had  failed  to  find  the 
"'mole"  was  capable  of  explanation,  because  the  mole  in  some 
specimens  might  lie  very  small ;  he  had  exhibited  to  the  Society  a 
"tubal  mole"  which  did  ao1  exceed  the  dimensions  of  a  green 
pea. 

I  ii  some  "I  the  specimens  it  was  easy  to  realize  that  such  a  body 
could  easily  escape  detection  in  the  course  of  an  operation,  or 
mighl  even  lie  buried  in  the  clot  of  the  "encysted  hematocele." 

It  w;is  also  important  to  bear  in  mind  thai  the  extraordinary 
capsules  which  surrounded  the  effused  blood  in  case  of  "incom- 
plete tubal  abortion"  did  not  require  blood  for  their  formation  ; 
similar  capsules  formed  around  the  products  effused  from  the 
celomic  ostium  of  the  tube  in  acute  salpingitis;  the  mosl  typical 
example  of  this  which  had  come  under  his  own  notice  occurred 
in  connection  with  acute  salpingitis,  probably  of  gonorrheal 
origin.  The  specimen  was  described  and  figured  in  the  British 
Medical  Journal,  L896,  vol.  ii..  p.  L310,  ;is  a  cysl  of  unusual  char- 
acter surrounding  the  ostium  of  the  Fallopian  tube,  bu1  he  had 
come  to  appreciate  its  nature  after  ;i  further  studs-  of  the  cap- 


THE  OBST]  rRII   VL  8<  "  [ETJ    OF  LONDON.  I  1  "» 

gules  surrounding  blood  effused  in  cases  of  incomplete  tubal 
abortion. 

Dr.  Griffith  agreed  with  the  general  opinion  expressed  as  to 
the  value  of  Mr.  Handley's  paper,  bu1  li«'  thoughl  thai  it  was 
undesirable  to  adopl  differenl  names  for  the  two  varieties  of  the 
hematocele  described,  as  they  appeared  to  be  essentially  identical, 
though  one  was  produced  by  Leakage  from  the  * »i >« 'n  tubal  orifice, 
the  other  from  a  rupture  in  the  wall  of  the  tube.  It  seemed  more 
necessary  to  devise  a  oame  for  thai  class  of  hematocele,  to  dis- 
tinguish them  from  the  common  Larger  hematoceles,  which  were 
enclosed  by  adhesions  of  the  various  organs  displaced  by  the  ef- 
fusions of  blood. 

The  terms  "peri"  and  "para,"  it'  they  were  to  have  any  defi- 
nite  significance,  should  be  confined  to  their  original  uses,  "peri" 
signifying  intraperitoneal,  "para"  extraperitoneal  effusions  of 
blood,  serum,  or  pus. 

The  President  said  the  terms  "peritubal"  and  "paratubal" 
hematocele  did  not  convey  to  one's  mind  the  kind  of  hematocele 
meant  by  the  coiners  of  these  words.  He  agreed  with  Dr.  Grif- 
fith thai  "paratubal"  gave  one  the  idea  of  something  in  the  cel- 
lular tissue  of  the  broad  ligamenl  near  to  the  tube,  which  was  not 
what  the  author  meant.  Nevertheless,  apart  from  this  question 
of  nomenclature,  there  could  be  no  doubt  as  to  the  meaning  Mr. 
llandley  wished  to  convey,  and  so  far  as  this  particular  kind  of 
hematocele  went,  he  had  practically  proved  his  point.  One  of 
the  most  interesting  problems  raised  was  the  dynamics  of  its  pro- 
duet  ion.  and  he  could  not  help  feeling  that  in  all  probability  the 
hemorrhage  through  the  ruptured  tube  was.  in  these  cases  of  so- 
called  paratubal  hematocele,  not  only  small  in  amount  and  slow 
in  speed,  but  also  that  the  reason  the  blood  did  not  flow  freely 
into  the  peritoneal  cavity  was  because  the  peritoneum  was  the 
lasl  to  rupture,  and  that  before  doing  so  the  blood  effused  be- 
neath it  had  time  to  clot  and  to  form  a  fibrinous  capsule. 

In  the  peritoneal  variety  there  was  probably  some  lymph 
round  aboul  the  abdominal  ostium  of  the  tube,  which  took  the 
place  of.  ami  acted  like,  the  peritoneum  in  the  paratubal  hema- 
tocele. 

Mr.  IIaxdley,  after  thanking  the  Society  for  its  reception  of 
his  pa  pel-,  mentioned  that  Mr.  J.  W.  Taylor  had  informed  him 
of  the  interesting  fact  that  he  (Mr.  Taylor)  had  suggested  the 
true  nature  of  Dr.  Cullingworth's  specimen  in  a  review  of  Dr. 
Roberts'  ''Outlines  of  Gynecological  Pathology,"  published  last 
February.  The  suggestion  was.  however,  tentative  and  was  sul>- 
sequenl  to  his  own  work  in  point  of  time. 

In  replying  to  Mr.  Sutton.  Mr.  Handley  suggested  thai  a  simi- 
lar independent  sac  of  peritoneal  Lymph  mighl  be  formed  round 
a  leaking  appendix  vermiformis.  and  that  cases  described  as 
"floating  appendical  abscess"  mighl  prove  to  he  of  this  nature. 
He  also  thought  it  possible  thai  Borne  of  the  cases  described  as 
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"fibroid  of  the  Fallopian  tube''  might  turn  out  to  be  old  and 
fibroid  paratubal  hematoceles. 

Mr.  Bland-Sutton  exhibited  a  specimen  of  primary  cancer  of 
the  Fallopian  tube.  He  pointed  out  that  extension  of  cancer  to 
the  uterine  segment  of  the  Fallopian  tubes  was  not  an  infrequent 
event  in  the  later  stages  of  cancer  arising  in  the  so-called  body  of 
the  uterus.  Often  he  had  been  unable  to  determine  whether  the 
disease  arose  primarily  in  the  uterine  segment  of  the  tube  and 
extended  into  the  uterus,  or  vice  vi  rsa.  In  the  present  case  the 
disease  arose  in  the  tubal  ampulla  near  its  ostium,  and  there  was 
an  unusually  long  unimplicated  stretch  of  tube  between  it  and 
the  uterine  cavity.  The  value  of  irregular  vaginal  losses  of  blood 
as  a  leading  sign  in  diagnosis  was  to  be  noted.  The  source  of  this 
blood  was  undoubtedly  from  the  disease  in  the  tube. 

The  following  specimens  were  shown:  (1)  Fetus  from  a  case 
of  spontaneous  expulsion,  by  Dr.  Comyxs  Berkeley.  (2)  Cases 
of  ectopic  gestation,  by  Mr.  Bland-Sutton  and  Dr.  Dauber. 
(3)  A  case  of  paratubal  hematocele,  by  Dr.  R.  H.  Bell. 

The  reports  of  the  Pathology  Committee  were  read. 
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OBSTETRICS. 

Purulent  Infiltration  of  the  Cervix  in  the  Puerperium. — 
A  unique  case  is  described  by  H.  Cheron  (Bull,  de  la  Soc.  d'Obst. 
de  Paris,  Nos.  5  and  6).  The  labor  was  spontaneous  and  normal, 
except  that  the  placenta  was  retained  three  hours.  The  fetus 
was  macerated.  Signs  of  sepsis  beginning  the  next  day  led  to 
careful  examination,  but  this  disclosed  only  a  thickened  cervix. 
Digital  curettage  and  repeated  intrauterine  douches  on  account 
of  1  lie  fetid  discharge  caused  only  temporary  improvement.  At 
the  autopsy  there  was  found  a  purulent  infiltration  of  the  cervix, 
tun  no  purulent  collection  which  could  have  been  drained.  Hail 
the  diagnosis  been  possible,  vaginal  hysterectomy  might  have 
removed  the  septic  focus  in  time. 

Extrauterine  Pregnancy  in  an  Accessory  Tube. — Demous 
and  Fieux  (Ann.  dt  Oyn.  et  d'Obst.,  Oct.  and  Nov.)  reporl  a  case 
of  raptured  ectopic  gestation.  At  the  operation  a  small  macer- 
ated embryo  was  found  among  the  blood  clots  extravasated. 
Both  tubes  were  removed  in  view  of  the  frequency  of  recurrence 
of  extrauterine  pregnancy.  The  chief  po'mi  of  interest  was  that 
the  tube  was  unruptured,  the  ovum  being  contained  in  an  ac- 
< — ory  tube  ending  in  an  independent  pavilion  and  not  com- 
municating with  the  Fallopian  tube. 

Extrauterine  Pregnancy. —  In  discussing  the  diagnosis  of 
extrauterine    pregnancy    in    a    paper    based    upon    two    cases. 
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TuazkayOdon  (Oaz.di  Qyn.,  Oct  15)  urges  curettage  of  the  ute- 
rus and  examination  of  the  material  thus  obtained  in  doubtful 
cases  of  ectopic  gestation.  He  holds  the  possibility  of  inducing 
abortion,  in  case  the  ovum  should  be  found  in  the  uterine  cavity, 
nut  o!'  sufficient  weigh.1  to  counterbalance  the  chance  of  making 
the  diagnosis  m  the  dangerous  evenl  of  the  pregnancy  being 
extrauterine. 

Spontaneous  Rupture  of  the  Uterus. — P.  Kleinertz  (Zent. 
fiir  Qyn.j  No.  40)  records  a  case  <>l'  .spontaneous  complete  rupture 
of  the  uterus  in  a  poorly-nourished  39-year-old  XIpara,  who  had 
had  eighl  easy  Labors  and  two  abortions  more  recently.  She  bad 
had  Leucorrhea  for  fourteen  years,  but  gave  no  other  history  oi 
pelvic  disease  or  of  intrauterine  treatment.  Soon  after  the  onset 
of  pains  during  sleep,  the  membranes  broke,  and  within  ten  min- 
utes the  severe  pain  of  the  uterine  rupture  was  felt.  The  living 
child,  of  normal  size,  was  found  in  the  peritoneal  cavity.  The 
uterus,  removed  by  supravaginal  hysterectomy,  showed  no  macro- 
Bcopic  changes  except  t lie  rupture,  and  microscopic  examination 
showed  only  in  some  places  a  separation  of  groups  of  muscular 
fibres  from  each  other  by  a  homogeneous  thin  layer  of  tissue. 

Pregnancy  and  Labor  after  Uterine  Rupture. —  W.  Stroganoff 
i/i'il.  fiir  Cub.  u.  ('!)»..  Bd.  xlviii.,  H.  1  >  has  followed  two  cases 
of  uterine  rupture  a  fter  suture  of  the  complete  uterine  laceration 
and  recovery.  Within  four  or  five  months  each  of  the  women 
again  became  pregnant  and  was  delivered  without,  accident.  In 
many  eases  a  second  rupture  of  the  uterus  may  occur,  so  it  is 
a  1  \\a.\s  necessary  to  be  prepared  for  an  emergency  laparatomy 
and  best  to  keep  the  woman  under  close  observation  during  the 
Last  two  or  three  months  of  pregnancy.  A  transverse  rupture  of 
the  lower  uterine  segment  lessens  the  normal  pliability  of  thai 
organ  and  may  interfere  to  some  extent  with  engagement  of  the 
presenting  part.  It  is  best  to  assume  that  the  uterine  wall  is 
diminished  in  strength  in  the  region  of  the  former  tear,  and  so 
to  assist  labor  by  combined  podalic  version  (Braxton  Hicks 
if  the  fetus  is  movable  and  membranes  unruptured,  or  by  bring- 
ing down  a  foot  in  breech  cases.  After  labor  the  site  of  the 
former  rupture  must  be  examined  by  Intrauterine  palpation. 

Labor  after  Vaginofixation  of  the  Uterus. — In  women  still 
of  child-bearing  age  I^eo  v.  Lurgen  (St.  Peters,  nwl.  \\'<i<  h..  X  . 
11  would  avoid  vaginofixation,  and.  if  any  operation  is  required, 
would  perform  ventrofixation  or  the  Alexander  operation,  or 
fixation  of  the  round  ligaments  according  to  Wertheim's  method. 

Medical  Indications  for  Interruption  of  Pregnancy. — L.  M. 
Bossi  L'ohsi.,  Nov.)  summarizes  these  indications  under  these 
headings:  When  the  life  of  the  mother  is  almosl  surely  com- 
prdmised  through  some  medical  complication,  unless  the  uterus 
is  emptied  immediately  (septicemia  with  dead  fetus,  severe  pneu- 
monia, intense  eclampsia  I,  interruption  of  pregnancy  is  indi- 
cated. When  the  medical  complication  (tuberculosis,  severe  car- 
diac disease    is  such  as  to  suggesl  thai  continuation  of  the  preg- 
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nancy  will  enfeeble  the  patient  to  such  an  extent  as  to  make  her 
unable  to  pass  through  labor  or  to  lead  to  death  soon  after,  induc- 
tion of  premature  labor  is  necessary. 

Version  Followed  by  Extraction  for  Pelvic  Contraction. — 
Krull's  (Arch,  fur  Gyn.}  Bd.  lxvii.,  H.  2)  paper  is  based  upon  320 
cases  of  version  and  extraction  for  contracted  pelvis.  He  says 
that  with  a  child  of  medium  size  these  procedures  can  be  suc- 
cessfully carried  out  in  cases  of  flat  and  flat-rachitic  pelves  and 
generally  contracted  flat-rachitic  pelvis  with  a  diagonal  conju- 
gate of  9  centimetres,  in  a  generally  contracted  pelvis  with  a 
diagonal  conjugate  of  9.5  centimetres.  With  primiparse  version 
is  to  be  avoided,  except  when  the  indication  is  most  pressing. 
With  multipara?  with  a  narrow  pelvis  and  the  head  in  a  favorable 
position,  spontaneous  delivery  may  occur,  but  version  and  ex- 
traction are  often  of  value. 

Ovariotomy  during  Pregnancy. — Paul  Bar  (Bull,  de  la  Soc. 
d'Obst.  de  Paris,  Nos.  5  and  6)  illustrates  the  occasional  tolerance 
of  the  pregnant  uterus  by  reporting  a  case  of  cyst  of  the  ovary 
whose  pedicle  underwent  torsion  at  the  fourth  month,  accompa- 
nied by  the  usual  symptoms,  testation  continued  undisturbed 
after  removal  of  the  tumor. 

Passage  of  Alcohol  into  Amniotic  Fluid. — M.  Nicloux  (Bull, 
de  la  Soc.  d'Obst.  de  Paris,  Nos.  5  and  6)  observes,  by  introduc- 
ing alcohol  of  20  per  cent  strength  into  the  stomach,  that  it  may 
be  found  in  the  amniotic  fluid  within  five  minutes  after  the  end 
of  the  injection,  and  that  the  portions  in  the  maternal  blood  and 
the  placenta  increase  in  about  the  same  proportions. 

Cause  of  Implantation  of  the  Ovum  in  the  Fallopian  Tube. — 
Erich  Opitz  (Zi  it.  fur  Gi  b.  u.  Gyn.,  Bd.  xlviii..  II.  1)  ascribes  the 
occurrence  of  extrauterine  pregnancy  to  pathological  conditions 
of  the  tube.  In  all  of  his  23  cases  signs  of  preceding  salpingitis 
were  found.  Of  the  tubal  lesions,  only  growing  together  of  the 
folds  and  less  frequently  protrusions  of  the  tubal  epithelium  are 
considered  regular  causes  for  implantation  of  the  ovum  in  the 
tube.  All  other  obstructions  are  Looked  upon  as  merely  incidental 
occurrences  of  do  general  significance.  The  writer  discusses  the 
other  currenl  views  of  the  etiology  of  ectopic  gestation. 

Hysterectomy  for  Puerperal  Infection. — II.  Fehling  (Monats. 
fur  Geb.  u.  Gyn.,  Bd.  xvi.,  Oct.,  Erganzungshefl  divides  puer- 
peral  diseases  of  the  genitals  into  toxic  and  infectious,  there  be- 
ing  merely  a  local  focus  id  the  uterus  in  intoxication  or  sapremia, 

while  in  infections  the  pr< ss  is  not  confined  to  the  uterus,  bul 

is  usually  severe  and  general  I  [ysterectomy  is  useless  in  eases  of 
general  septicemia  and  should  be  avoided  in  these,  h  can  be 
rationally  employed  only  when  the  seat  of  intoxication  or  infec- 
tion is  limited  to  the  uterus,  when  there  is  decomposition  Of  re- 
tained placental  tissue,  sloughing  of  myomata  in  the  puerperium, 
or  of  retained  fragments  of  the  ovum  after  abortion  when  their 
removal  in  another  way  is  impossible.  In  some  cases  of  puer- 
peral phlebitis  of  the  uterus  (pyemia)  hysterectomy  may  be  of 
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use,  sum. •times  ( ibined  with  ligation  or  extirpation  of  throm- 
bosed veins  of  the  broad  Ligamenl  and  ovarian  v. -ins,  or  i li.-  latter 
operation  alone. 

In  reporting  upon  the  Bame  subject,  <;.  Leopold  Bame  also 
restricts  the  indication  for  hysterectomy  in  severe  puerperal  in- 
fection to  cases  in  which  tin-  uterus  alone  is  the  seal  and  active 
source  of  the  process  and  other  treatmenl  is  fruitless,  such  as 
irremovable  sloughing  retained  placenta.  Hysterectomy  alone  is 
ineffectual  if  the  process  has  spread  outside  of  the  uterus.  In 
rapidly-advancing  cases  the  purulent  focus  must  be  sought  and 
emptied,  particular  attention  being  paid  to  venous  thromboses. 

Pathology  of  the  Placenta. — In  discussing  the  pathological 
findings  in  a  case  of  placentitis  fibrosa,  A.  Solowij  (Mounts,  fiir 
Qeb.  a.  Oyn.'f  Bd.  xvi.,  H.  4)  reaches  the  conclusions  that  the 
chief  features  in  this  affection  are  inflammatory  change  in  blood 
vessels  involving  all  layers,  especially  the  intima,  increase  of 
connective  tissue,  and  formation  of  new  blood  vessels.  Hysto- 
genetically  it  is  the  same  process  as  in  the  white  infarct,  hyper-- 
plasia  or  hypertrophy  of  the  stroma  of  the  villi,  or  so-called  be- 
nign placental  tumors.  Cases  formerly  described  collectively  as 
benign  placental  tumors  are  not  really  neoplastic,  but  probably 
of  inflammatory  nature,  and  correspond  more  or  less  closely  to 
the  picture  of  fibrous  placentitis.  Syphilis  seems  to  be  the  cause 
of  the  majority  of  placental  changes. 

Indications  for  Interruption  of  Pregnancy  for  Nephritis. — 
M.  Hofmeier  (Monats.  fiir  Qeb.  u.  Gyn.,  Bd.  xvi.,  Oct.,  Ergan- 
zungsheft  advises  interruption  of  pregnancy  in  the  interest  of 
the  mother  in  chronic  nephritis  when  the  secondary  appearances 
of  the  disease  become  worse  instead  of  improving  under  treat- 
ment. With  the  so-called  kidney  of  pregnancy,  pregnancy  should 
be  interrupted  in  order  to  avoid  eclampsia  where  symptoms  in- 
crease in  spite  of  dietetic  treatment.  In  acute  nephritis  during 
pregnancy  a  favorable  termination  may  be  expected,  and  inter- 
ruption of  gestation  is  inefficacious  in  threatened  eclampsia. 

Interruption  of  Pregnancy  for  Internal  Diseases. — F.  Schauta 
(Monats.  fur  Qeb.  u.  Oyn.,  Bd.  xvi.,  Oct.,  Erganzungsheft)  dis- 
cusses this  subject  in  detail.  He  holds  that  while  in  many  cases 
the  abortion  is  solely  in  the  interest  of  the  mother,  the  sacrifice 
of  the  child  may  be  only  apparent,  as  protraction  of  the  disease 
would  probably  eventually  be  fatal  to  both  mother  and  child, 
and  in  other  cases  the  interruption  of  pregnancy  may  be  the  only 
means  of  saving  both. 

Diagnosis  of  Abortion  by  Uterine  Glandular  Changes. — 
Opitz  has  held  that  certain  changes  in  the  uterine  glands  were 
absolutely  characteristic  of  pregnancy,  and  thai  the  finding  of 
rach  appearances  in  curettings  was  positive  proof  of  a  recent 
abortion.     Ludwig  Seitz  ( /<  it.  fiir  <'•>  b.  u.  Oyn.,  Bd.  lxvii.,  II.  2  I 

claims  to  have  found  the  same  variations  in  eases  of  hypertrophic 

glandular  endometritis.    Be  does  not  claim  that  this  was  the  con- 
dition which  existed  in  Opitz's  cases.  1  n 1 1  merely  thai  as  they  are 
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found  under  other  circumstances  than  pregnancy  they  cannot  be 
held  to  be  pathognomonic  of  that  state. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Genital  Tuberculosis. — This  subject  was  discussed  before  the 
International  Congress  of  Gynecology  and  Obstetrics  at  Rome, 
by  Veit,  Martin,  and  Amann.  J.  Veit  (Monats.  filr  Geb.  u.  Gyn., 
Bd.  xvi.,  Oct.,  Ergiinzungsheft)  summarizes  his  views  in  the  fol- 
lowing manner.  Tuberculous  peritonitis  is  regularly  secondary ; 
it  is  of  two  forms,  ascitic  and  adhesive.  The  genitals  may  be 
involved  primarily,  secondarily,  or  only  in  their  peritoneal  cover- 
ing. Peritonitis  with  large  masses  not  secondary  to  ovarian  tu- 
mors or  cancer  are  usually  tuberculous.  Tuberculous  peritonitis 
may  undergo  spontaneous  cure,  though  infrequently.  Laparat- 
omy  may  cure;  failure  is  usually  due  to  advanced  tuberculosis 
of  other  organs.  How  cure  is  effected  by  operation  is  unknown ; 
it  is  probably  through  the  action  of  normal  serum  or  that  which 
has  acquired  antitoxic  principles.  Operation  is  indicated  in 
cases  of  recent  peritonitis  when  it  is  causing  symptoms;  too  early 
operation  may  require  repetition.  Chronic  cases  should  be 
watched;  if  spontaneous  healing  does  not  soon  occur,  operation 
is  advisable.  Operation  consists  in  incision  through  the  linea  alba, 
evacuation  of  fluid,  and  closure  of  the  wound.  The  presence  of 
isolated  genital  tuberculosis  is  the  only  indication  for  a  radical 
abdominal  operation. 

A.  Martin  (same)  calls  attention  to  the  frequent  occurrence  of 
genital  tuberculosis  which  may  be  localized  in  any  of  the  organs. 
Though  occasionally  primary,  it  is  more  often  secondary.  The 
bacillus  may  be  introduced  through  the  vulva  (ascending  infec- 
tion) ;  but  it  more  usually  comes  from  above  (descending  infec- 
tion i.  chiefly  Erom  the  intestine  either  directly  or  through  the 
peritoneum  or  lymph  nodes.  The  infection  may  be  carried 
through  the  blood.  The  infection  may  spread  continuously  or  by 
bounds;  usually  several  portions  are  equally  diseased,  with 
healthy  intermediate  areas.  The  primary  focus  often  heals  while 
the  process  becomes  very  active  in  the  genitals.  Chronic  inflam- 
matory processes,  puerperal,  gonorrheal,  and  syphilitic,  seem  to 
predispose  to  genital  tuberculosis,  similarly  with  dystrophy  and 
hypoplasia.  There  are  no  known  pathognomonic  symptoms.  In- 
flammatory disease  of  the  appendages  accompanying  tuberculosis 
of  other  organs  should  suggesl  a  tuberculous  affection  of  these 
structures  also.  A  sure  diagnosis  requires  an  anatomical  ex- 
amination.  Usually  it  may  be  made  by  finding  tubercle  bacilli. 
Failing  in  this,  the  presence  of  tubercles  is  taken  by  many  as 
confirming  the  diagnosis.  The  prognosis  is  serious,  hut  hopeless 
only  in  extensive  cases.  II'  the  process  is  widespread,  especially 
in  other  organs,  general  and  symptomatic  treatment  only  is  indi- 
cated. H'  localized  in  the  genital  organs,  or  if  the  disease  of  the 
genitals  is  advancing  dangerously,  extirpation  of  the  focus  or  of 
the  entire  genital  apparatus  may  cure  and  so  is  indicated. 

J.  A. Amann.  Aw  (same  .  says  thai  congenital  tuberculous  in- 
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faction  through  the  blood  vessels  may  be  Localized  in  the  genital*. 
The  bacteria  may  first  enter  the  lymph  nodes  and  Later  the  blood 
vessels.  Primary  tuberculosis  of  the  external  genitals  of  littl- 
girls  may  be  due  to  Local  infection.  In  older  children  and  adults 
infection  is  usually  through  the  respiratory  tract;  more  rarely 
the  poinl  of  entrance  is  through  the  intestines  and  mesenteric 
lymph  nodes,  which  become  caseous,  the  bacilli  then  entering  th< 
circulation  through  eroded  vessel  walls.  This  primary  Eocus 
may  heal,  while  the  secondary  genital  or  other  lesion  extends  and 
in  turn  gives  rise  to  a  general  miliary  tuberculosis.  The  circula- 
tory route  Prom  the  bronchial  Lymph  nodes  is  the  only  absolutely 
proved  way  of  this  infection  of  the  female  genitals.  Direcl  ex- 
tension from  the  peritoneum,  intestine,  or  through  lymph  chan- 
nels seems  rare.  Pulmonary  or  bronchial  tuberculosis  also  is  in- 
most always  present.  In  man  the  genitals  are  involved  in  only 
three  per  edit  of  tuberculous  eases;  in  women,  in  twenty  per 
cent.  Hypoplasia  and  chronic  inflammatory  processes — gonor- 
rhea] and  puerperal — of  the  genitals  of  both  sexes  predispose  to 
tuberculosis.  The  tube  is  usually  earliest  and  mosl  severely  in- 
volved next  the  uterus,  cervix,  and  vagina,  following  the  flow  of 
secretions  from  the  genital  mucosa,  or  the  different  organs  may 
he  invaded  simultaneously  or  at  intervals  through  the  blood  ves- 
sels. The  occurrence  of  primary  genital  tuberculosis  in  women 
through  direct  infection  from  withoul  is  very  questionable.  Only 
those  cases  should  he  considered  proved  in  which  a  careful  au- 
topsy fails  to  find  a  primary  focus  in  any  other  organ.  The  ex- 
tent of  the  genital  lesion  is  no  proof  that  it  is  primary.  The 
movement  of  tubercle  bacilli  into  the  tube  may  be  accomplished 
by  spermatozoa.  The  semen  of  a  tuberculous  patient  may  contain 
these  bacilli,  although  his  genital  organs  are  not  diseased.    The 

bacilli    follow  the  course  uf  the  genital  secretion  :   the  sperinal  ozoa 

move  in  tl pposite  direction,     ft  would  he  necessary  to  admit 

thai  they  carry  some  bacilli  attached  to  them.  The  chief  danger 
in  sexual  intercourse  with  a  tuberculous  man  seems  to  he  the 
chance  of  infection  of  the  respiratory  tract.  Primary  tubercu- 
of  tl sternal  genitals  or  vagina  with  local  glandular  en- 
largement is  almost  never  seen.  .Many  prominent  writers  have 
never  observed  a  ease  of  primary  genital  tuberculosis  in  woman. 
The  terms  ascending  and  descending  infection  are  inexact,  sine 
even  in  the  cases  designated  as  primary  tuberculosis  of  the  geni- 
tals the  tube  is  the  tirst  organ  involved.  Prophylaxis  of  genital 
tuberculosis  includes  increasing  the  resisting  power  of  the  organ 
Km  removing  the  source  of  infection,  and  treating  the  predis 
posing  causes  such  as  gonorrhea  and  the  puerperium. 

Extraperitoneal  Hypogastric  Laparatomy  for  Cancer  of 
Uterus  and  Vagina  or  Rectum. — The  operation  as  described  by 
A.  Mackenrodi  ill,, I.  /.////.  Woch.,  No.  38  is  as  follows:  A  su- 
prapubic incision  divides  the  abdominal  recti  close  to  the  symphy- 
sis and  extends  on  each  side  to  near  the  anterior  superior  spine. 
I»aisim_r  this  flap,  the  peritoneum  is  opened  above  the  bladder  and 
the  wall  of  the  latter  organ  is  sutured  to  just  below  the  symphysis 
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in  order  to  prevent  it  from  sinking  too  low.  The  uterus  is  drawn 
out,  the  appendages  ligated  and  divided  on  each  side  near  the 
pelvic  wall.  The  peritoneum  of  the  anterior  abdominal  wall  is 
then  sutured  to  the  posterior  above  the  rectum,  thus  making  the 
pelvic  cavity  extraperitoneal.  The  uterus  and  parametrium  with 
the  vagina  are  removed  and  all  pelvic  and  neighboring  glands 
thoroughly  extirpated  with  intervening  lymphatics.  A  gauze 
drain  is  placed  in  front  of  the  rectum,  extending  into  the  va- 
gina. The  bladder  is  then  sutured  to  the  posterior  pelvic  wall, 
roofing  over  the  recto-vaginal  space.  Drains  of  gauze  pass  from 
the  regions  from  which  glands  have  been  removed,  emerging 
through  the  lateral  portions  of  the  cutaneous  incision.  The  recti 
are  sutured  to  the  symphysis  with  silver  and  the  skin  united  witli 
silk  sutures.  For  rectal  carcinoma  the  rectum,  uterus,  and  vagina, 
with  surrounding  tissues,  are  removed  en  masse.  The  stump  of 
the  large  intestine  is  drawn  down  and  sutured  to  the  anus.  The 
pelvic  cavity  is  closed  and  filled  in  in  the  same  way  as  when  the 
rectum  is  not  diseased. 

Carcinoma  of  the  Uterus. — On  the  ground  of  his  results  in 
120  cases.  Wertheim  (Mounts,  filr  Geb.  u.  Gyn.,  Bd.  xvi.,  Oct., 
Erganzungsheft)  again  advocates  total  abdominal  hysterectomy 
willi  removal  of  adjacent  1  issue  and  regional  lymph  nodes  for  car- 
cinoma of  the  uterus.  The  importance  of  early  as  well  as  exten- 
sive operation  is  emphasized. 

Arterial  Ligation  of  Carcinoma  of  the  Uterus. — Kronig 
(Z(  nl.  fur  Gyn.,  No.  41)  favors  bilateral  ligation  of  the  hypogas- 
tric and  ovarian  arteries  in  all  cases  of  carcinoma  of  the  uterus 
which  arc  Ion  far  advanced  for  radical  operation.  In  his  three 
eases  hemorrhage  ceased,  but  returned  in  a  year  in  one  patient. 
The  uterine  discharge  ceases  only  temporarily.  Kronig  ligates 
the  hypogastric  arteries  with  silk  at  their  origin  from  the  com- 
mon iliaes;  the  ovarian,  in  the  broad  ligament;  and  the  artery  of 
the  round  ligament  in  thai  structure. 

Lipofibroma  of  the  Uterus. — Jaeobson  (Ann.  <1<  Gyn.  et 
d'Ob&i ..  ( ><<i.  and  Nov. )  describes  a  lipofibroma  of  the  uterus  from 
a  woman  68  years  of  age.  The  tumor  was  aboul  eight  centimetres 
in  diameter.  Formerly  a  fibroma,  il  had  undergone  fatty  degen- 
eration. 

Myomotomy  with  Retroperitoneal  Treatment  of  the  Stump. 
— 6.  Heinricius  (Arch,  fur  dim.,  Bd.  Ixvii..  II.  2-  lias  operated 
for  uterine  fibroids  since  1894,  chiefly  by  supravaginal  amputa- 
tion of  tin-  uterus,  lie  publishes  brief  histories  of  his  111)  cases, 
only  two  of  which  died.     lie  acknowledges  that  enucleation  of  the 

tumor  is  tin-  ideal   method  of  treatment,  hut    hi'  dues  not  conside, 

ibis  feasible  when  the  tumors  are  multiple  and  small.  The  ma- 
jority of  women  who  require  operation  for  fibromyomata  have 
already  reached  an  age  at  which  conception  is  improbable. 

Uremia   Simulating   Eclampsia. — Porak    (Bull.    <l<     In     8oc. 

d'Obst.  <l<    Paris,  Nos.  5  and   <1  I    describes  a    fatal   case  of  uremia 

with  over  twenty  convulsions  simulating  eclampsia.    Tt  was  dif- 
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ferentiated  from  the  Latter  by  the  following  points:  occurrence 
of  clonic  righl  hemiplegia  movements  between  the  attacks,  clear* 
oess  and  abundance  of  urine  with  small  amounl  of  albumin,  sub- 
normal temperature  in  spite  of  the  frequent  convulsions;  autopsy 
showing  lesions  of  chronic  nephritis.  miiI  of  severe  acute  infection. 

Congenital  Contraction  of  the  Large  Intestine. — Maygrier 
and  Saillanl  (Bull.  <l>  la  Soc.  d'Obst.  <l<  Paris,  No.  7  pu1  on 
record  an  unusual  ease  of  congenital  contractiorj  of  the  Large  in- 
testine. The  symptoms  and  physical  examination  of  the  rectum 
suggested  imperforation  of  the  Latter,  and  an  artificial  anus  was 
Formed  in  the  small  intestine  near  the  cecum.  Death  soon  fol- 
lowed. The  autopsy  showed  ;i  marked  contraction  of  the  entire 
large  intestine,  which  was  about  the  size  of  a  goosequill.  The 
ileo-ce.-al  valve  was  normal,  the  small  intestine  distended. 

Transplantation  of  Ovaries. — Walther  Schultz  (Mounts,  fiir 
(it  h.  n.  Gyn.,  Bd.  xvi..  11.  6  i  had  carried  ou1  a  number  of  experi- 
ments in  ovarian  transplantation,  chiefly  in  guinea-pigs,  but  also 
in  mice  and  rats.  He  found  that  in  other  females  of  the  same 
species  (guinea-pig)  transplanted  ovaries  ovulated  and  formed 
corpora  lutea.  Tn  males  of  the  same  species  up  to  the  forty-sec- 
ond day  ripe  ova  developed;  the  same  occurred  up  to  the  one 
hundred  and  seventeenth  day.  Tn  females  of  a  different  species 
the  same  appearances  were  observed  up  to  the  eighth  day  as  in 
ovaries  implanted  into  the  same  species.  These  results  were  ob- 
served in  fully-developed  animals.  Herlitzka  and  Foa  have  ex- 
pressed  the  opinion  that  successful  transplantation  could  occur 
only  from  young  and  undeveloped  animals  in  whom  the  ovaries 
had  not  acquired  an  individuality. 

Treatment  of  Gonorrhea  in  Women  with  Yeast. — Otto 
Abraham  (Monats.  fiir  Geb.  u.  Gyn.}  Bd.  xvi..  II.  6)  concludes, 
as  the  result  of  chemical  and  bacteriological  investigations  and 
forty  clinical  experiments,  that  yeast  can  kill  tronoeocci.  This 
action  is  of  a  chemical  nature  and  not  caused  by  an  enzyme. 
Sterile  yeast  has  this  bactericidal  action  only  when  sugar  is 
added:  living  yeast  acts  by  itself,  but  its  activity  is  increased  by 
the  presence  of  a  spa  ra 'j  i  ii .  For  ease  in  application  by  the  pa- 
tient, and  to  keep  the  yeast  cells  alive,  the  writer  makes  the  yeast 
and  asparagin  with  <_relatin  into  vaginal  suppositories.  These 
caused  00  disagreeable  symptoms  and  gave  good  results  in  the 
treatment  of  gonorrheal  diseases  of  the  vulva,  vagina,  and  uterus. 
They  affect  gonorrhea]  salpingitis  favorably  only  by  preventing 
repeated  infection  of  the  tubes  from  the  uterus. 

DISEASES    OF    CHILDREN. 

A  Century  of  Arm-to-Arm  Vaccination  in  Mexico. — Eduardo 
Liceaga   (Indiana    M<<!.  -lour.,  dan..   1903)    upholds  the  view  that 

vaccination  from  arm  to  arm  makes  people  immune  against  small- 
pox for  life.      In  proof  of  this  he  -jives  the  following  facts. 

First— In  Mexico  the  inoculations  from  arm  to  arm,  after  hav- 
ing  carefully  selected  a  quite  unobjectionable  vacciniferous  child. 
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have  been  nearly  exclusively  employed  since  1804  up  to  this  date. 
Second — The  preservation  of  the  vaccine  virus  in  the  City  of  Mex- 
ico has  been  entrusted  to  only  five  physicians  in  a  whole  century. 
Third — These  men  have  made  a  point,  the  only  hobby  in  their  lives, 
of  preserving  the  original  purity  of  the  virus.  So  far  they  have 
succeeded.  They  did  also  make  another  point  of  performing  this 
operation  without  deviating  in  the  least  from  the  rules  which 
seven  years  before  had  been  laid  down  by  Jenner  himself. 
Fourth — The  central  office  in  the  City  of  Mexico  gathers  the 
lymph  from  the  children  who  are  not  under  the  slightest  suspi- 
cion of  being  able  to  transmit  some  infectious  disease.  The  tubes 
with  the  gathered  virus  having  been  closed  by  means  of  the  alco- 
hol lamp,  the  official  sends  them  to  the  capitals  of  each  of  the 
States,  those  towns  forming  now  secondary  distributing  centres, 
where  the  same  rules  we  have  just  spoken  of  are  strictly  adhered 
to,  as  they  are  obeyed  in  the  central  office.  The  most  fastidious 
care  about  the  choice  of  candidates  for  propagation  is  held  to  be 
the  principal  duty  and  care  of  the  vaccinating  physicians.  Only 
strong  and  healthy  children,  healthy  beyond  the  risk  of  the  small- 
est suspicion,  are  admitted  as  vacciniferous.  The  vaccination  is 
performed,  as  a  rule,  from  arm  to  arm.  If  this  cannot  be  done, 
the  vaccination  is  with  some  of  the  most  reliable  tubes  kept  for 
this  purpose,  but  only  while  the  lymph  is  in  its  freshest  condition. 
Aseptic  and  antiseptic  precautions  are  taken,  of  course,  and,  as 
everywhere  in  surgery,  the  more  complete  and  fastidious  they 
are  the  better — borax  and  boracic  acid  and  absorbent  aseptic  cot- 
ton soaked  in  pure  boiled  water.  The  number  of  inoculations  is 
not  limited  to  one,  but  generally  three  pricks  are  given  on  the 
external  face  of  each  one  of  the  arms  about  the  place  where  the 
deltoid  muscle  is  attached  to  the  humerus  bone..  Persons  in 
charge  of  children  are  directed  how  they  shall  avoid  the  second- 
ary inoculation  of  the  vaccinated  place  by  germs  of  other  disease, 
especially  those  of  erysipelas,  and  the  same  persons  are  warned 
besides  about  the  epoch  about  which  the  apparition  of  the  pus- 
tules will  take  place,  and  of  the  dale  of  its  ripeness,  and  of  the 
obligation  they  lie  under  of  coming  back  eight  days  after,  in 
order  thai  the  vaccinator  may  be  able  to  ascertain  if  the  vaccine 
is  genuine  and  uive  to  the  interested  people  the  usual  certificate. 
As  to  the  results,  first  of  all.  it  lias  been  observed  that  persons 
vaccinated  in  this  way  remain  immune  during  their  whole  lives. 
When  there  is  a  v  idespread  epidemic  and  deputy  vaccinators  are 

entrusted  with  the  extra  WOrt  the  standing  employee  cannot,  cope 
with,  and  buildings  are  overcrowded,  schools  and   workshops  are 

searched  for  non  vaccinated  individuals,  who.  of  course,  are 
vaccinated  immediately.  The  epidemic  is  stopped  in  no  time. 
The  immunity  which  vaccination  confers  upon  infants  is  pre- 
served during  the  whole  of  their  lives.  What  demonstration  is  to 
be  wished  more  clear  and  evident  than  the  one  conveyed  in  the 
fact  thai  no  Mexican  physician  h.is  ever  died  of  smallpox,  do  mat- 
ter if  he  has  been  a  practitioner  for  thirty  or  forty  years?    The 


BRD  l'  OF  CURRENT  U  mk  vi  i  RE.  125 

Bame  immunity  has  !)«•• -n  observed  in  male  and  female  aurses  who 
attend  smallpox  patients.  Vaccination  succeeded  exceptionally 
well,  as  has  been  proved  by  experiments  undertaken  on  behalf  of 
and  under  the  direction  of  the  Medical  Academy  of  the  City  of 
Mexico;  revaccinations  undertaken  by  order  of  i H« •  Supreme 
Hoard  of  Health  of  the  Mexican  Republic  have  had  the  following 
results:  Revaccinations,  L,307;  successful,  23. 

Convergent  Squint. —  Eugene  Richards  Lewis  (Medicine,  Nov., 
1902  .  urging  the  importance  of  early  treatment  in  this  affection, 
says  that  squinl  is  a  condition  uo1  of  one  eye.  hut  of  both  eyes, 
embracing:  (1)  deviation  from  the  normal  parallelism;  (2)  de- 
fect in  the  faculty  of  fusion  whereby  the  brain  should  be  able  to 
blend  into  th usciousness  of  one  picture  the  impressions  re- 
ceived from  separate  pictures  in  each  eye.  T<>  relieve  the  em- 
barrassmenl  of  this  defect,  which,  should  it  remain  in  this  stage, 
would  render  clear  vision  impossible  on  account  of  the  confusion 
of  double  vision.  Nature  helps  out  of  the  confusion  by  (3).  sup- 
:on  of  the  vision  of  one  eye.  After  a  certain  length  of  time, 
the  constant  suppression  of  vision  results  in  (4)  amblyopia  of 
that  eye.  a  Loss  of  its  power  to  see  clearly.  And.  finally,  in  nearly 
every  case  of  squinl  we  find  i  5  refractive  error,  in  defect  in  the 
perfect  focussing:  of  one  or  both  eyes.  Emphatically,  squint  is  not 
a  muscular  affection,  nor  is  it  an  affection  of  the  power  of  focus- 
sing the  eye.  nor  is  it  an  affection  of  the  visual  power  of  the  eyes. 
The  one  essential  cause  of  squint  is  the  inability  to  accomplish 
binocular  single  vision.  As  to  treatment,  if,  by  the  end  of  the 
sixth  or  seventh  year,  no  sort  of  binocular  single  vision  has  been 
established,  our  first  effort  should  be  directed  toward  recalling 
into  activity  the  suppressed  vision,  preventing  further  amblyopic 
deterioration  and  combating  the  existing  amblyopia.  This  can 
be  done  in  cases  not  over  5  or  6  years  of  age,  often  with  a  sur- 
prisingly immediate  success,  by  properly  enforcing  the  use  of  the 
poorer  eye  for  near  vision.  We  must  demonstrate  to  the  unused 
eye  thai  it  really  has  the  ability  to  see  if  only  it  is  given  an  op- 
portunity to  do  so.  To  impress  upon  the  eye  this  consciousness 
of  its  own  ability,  it  is  necessary  to  place  before  it  a  lens  correct- 
ing all  refractive  errors,  and  then  to  cripple  the  visual  abilities 
of  the  better  eye  to  such  an  extent  as  to  prevent  it  from  any  longer 
forcing  the  poorer  eye  to  suppress  its  vision;  in  other  words,  we 
must  bring  about  a  reversal  of  the  old  order  of  things,  the  result 
of  which  reversal  shall  be  thai  thai  eye  which  was  formerly  the 
poorer  shall  have  the  sharper  vision  of  the  two  and  thus  will  be 
allowed  to  prevail  in  the  struggle  for  visual  supremacy.  Mr. 
Worth,  instead  of  bandaging  the  good  eye,  instills  a  drop  of  my- 
driatic solution  in  the  good  eye  only,  once  or  twice  daily.  The  re- 
sult of  this  relief  is  often  evident  at  once,  but  it  is  not  a  real  cor- 
rection of  the  difficulty.  We  must  bring  aboul  a  desire  for  binocu- 
lar  single  vision.  Bavingdemonstrated  satisfactorily  to  the  unused 

eye  its  ability  to  see  if  only  it  is  given  an  opportunity,  and  then 
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having  given  it  the  most  favorable  opportunity  by  placing  before 
that  eye  only  a  lens  correcting  any  refractive  error,  the  child 
soon  feels  the  desire  for  fusion  of  the  separate  images  now  for  the 
first  time  coming  before  both  eyes.  Having  reached  the  stage  of 
success,  there  remains  only  the  necessity  of  pursuing  with  con- 
scientious perseverance  a  course  of  properly  selected  orthoptic 
exercises,  and  of  maintaining  a  judicious  control  over  the  visual 
abilities  of  the  better  eye.  In  cases  in  which  stable  binocular 
single  vision  has  been  established,  glasses  can  be  discarded  at 
about  the  age  of  puberty,  to  be  worn  subsequently  for  near  work 
only.  If,  however,  treatment  has  not  been  begun  until  late. 
though  we  may  still  be  able  to  establish  binocular  single  vision, 
it  will  be  of  such  unstable  character  that  it  will  not  be  able  to 
withstand  the  strain  of  uncorrected  refractive  error. 

Diphtheria  and  Antitoxin. — Charles  C.  Partridge  (Ann.  of 
a  fin.  a  ad  Fed.,  Jan..  1903)  says  that  the  concurrent  opinion  of 
the  profession  at  large  now  admits  that  laryngeal  stenosis,  unless 
produced  by  some  foreign  body  (non-membranous)  or  impending 
obstruction  from  growths  in  adjacent  structures,  such  as  goitres, 
enlarged  glands,  malignant  growths,  etc.,  about  the  neck,  means 
diphtheria.  The  rule  then  to  govern  us  in  such  cases  is  to  use 
the  antitoxin  order  of  treatment  from  the  start,  when  called  to 
a  case  of  laryngeal  obstruction  coming  on  suddenly  in  this  way. 
The  earlier  antitoxin  can  be  given  in  a  simple  non-laryngeal  case 
of  diphtheria  the  better.  And  should  laryngeal  stenosis  show 
itself,  the  proper  thing  to  do  is  to  double  the  quantity  ordinarily 
required  in  a  plain  case  of  diphtheria — every  four  to  six  hours 
in  a  child,  say.  5  or  6  years  of  age,  and  even  in  a  younger 
child — in  a  desperate  case,  until  there  is  brought  about  an  abate- 
ment of  the  stenosis,  mid  not  to  stop  until  tin  n.  We  should  not 
fear  giving  too  much  antitoxin,  but  rather  give  an  extra  bottle 
in  a  case  that  docs  not  seem  to  give  way  to  what  has  already  been 
freely  prescribed.  The  writer  emphasizes  the  fact  that  too  little 
antitoxin  is  used,  and  this  a1  too  infrequent  intervals. 

Diseases  of  the  Cornea  in  Children. — C.  Devereux  Marshall 
ri'hi  Practitioner,  Jan.,  1903)  treating  of  the  common  affection 
known  as  phlyctenular  ophthalmia,  says  that  it  usually  develops 
in  ;i  child  who  is  insufficiently  or  improperly  fed  and  who  lives 
in  unhygienic  surroundings.  Sometimes  the  ulcers  heal  sponta- 
neously, bul  often  ii  spreads  to  th irnea  and  leaves  a  permanenl 

opacity  behind,  or  ii  may  even  go  to  the  extenl  of  causing  a  per- 

foration.     Actual  blindness  may  not  be  induced,  but  the  sighl  may 

!„■  rendered  so  defective  thai  numerous  occupations  ace  closed  to 
the  sufferer.  For  the  successful  treatmenl  of  the  condition  one 
must  study  and  he  acquainted  with  the  morbid  processes  which  ac- 
company it.  That  it  is  of  an  eczematous  nature  few  will  deny,  [ron 

is  the   dru<_r   most    commonly    prescribed    for   these   children,    and 

il„.  author  is  convinced  thai  this  treatmenl  frequently  leads  to 
the  condition  being  much  prolonged.     It  is  useful  enough  in  the 

later  periods,  lint  the  earlier  stages  are  better  treated  with  small 
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doses  of  mercury  internally.  The  author  uses  gray  powder,  two 
grains;  powdered  belladonna  Leaves,  one  grain  ;  and  sugar  of  mill;, 
two  grains,  giving  half  ;i  powder  twice  b  day.  In  addition,  atro 
pine  is  essential,  and  he  prefers  drops  of  ;i  solution  containing 
three  grains  to  the  ounce.  The  eye  should  be  bathed  frequently 
with  bOracic  lotion.  For  the  cure  of  the  photophobia,  setons  are 
barbarous,  blisters  useless.  One  of  the  chief  causes  of  the  con- 
tinuation tit'  the  photophobia  is  the  developmenl  of  assures  and 
excoriations  ;it  the  outer  canthi.   If  these  assures  1"'  stretched  and 

made  to  bleed  on  the  child  opening  his  eyes,  much  g I  is  likely 

to  accrue.  The  besl  treatmenl  is  to  give  an  anesthetic,  and  then 
to  stretch  the  I  ills  as  widely  open  as  possible;  this  will  cause  bleed- 
ing, hut  after  it  has  ceased  the  lesions  will  heal.  In  order  to  make 
more  certain  of  this  result,  the  fissures  may  he  painted  with  a  so- 
lution of  nitrate  of  silver  i  live  to  ton  grains  to  the  ounce  i  and  at 
the  same  time  the  lids  and  any  phlyctenular  ulcers  present  may 
also  he  painted.  Alropine  should  then  he  put  in.  and  no  bandage 
of  any  sort  applied.  Cocaine  should  not  he  given  to  patients 
to  use.  as  they  will  apply  it  far  too  frequently,  and  may  so  de- 
stroy the  epithelium  and  favor  perforation. 

Eye  Disorders  in  Children  Influenced  by  Malnutrition, 
Diathesis,  and  Dyscrasia. — A.  C.  Cotton  (Chicago  Med.  Re- 
corder, dan.  15,  1903).,  beginning  with  ophthalmia  neonatorum. 
Bays  that  while  the  same  detail  in  treatment  is  not  applicable  in 
all  cases,  two  general  principles  must  be  observed,  i.e.,  to  cleanse 
by  irrigation  the  conjunctival  sac  from  purulent  accumulations 
as  frequently  as  the  individual  case  may  require,  and  the  main- 
tenance of  hygiene,  inclusive  of  rest  and  nutrition.  Phlyctenular 
affections  belong  distinctively  to  the  periods  of  late  infancy  and 
early  childhood.  This  is  one  of  the  local  manifestations  of  a  stru- 
mous diathesis.  The  facts  that  it  is  rarely  seen  except  in  strumous 
children,  that  it  does  not  yield  to  other  than  hygienic  treatment, 
and  that  no  etiologic  micro-organism  has  been  isolated,  establish 
its  claim  as  a  disease  of  malnutrition  pure  and  simple.  The  pain, 
irritability,  and  the  marked  photophobia  indicated  by  the  hanging 
head,  avoidance  of  lighl  and  disinclination  to  play,  always  should 
arouse  suspicion  and  lead  to  an  examination  of  the  cornea  for  ul- 
cers. Closely  allied  to  the  phlyctenular  affections  is  the  conjunc- 
tivitis following  the  eruptive  fevers  of  childhood.  These  require 
the  Becuring  of  cleanliness  of  the  conjunctiva  and  adjacent  lids, 
and    the   use   id'  occasional    drop   doses   of   solution     of    atropine 

one  grain  to  the  ounce  i  and  daily  application  of  yellow  oxide  of 
mercury  one  grain  to  ounce  of  vaseline  I.  The  croupous  and  the 
diphtheritic  types  of  conjunctivitis  require  prompl  constitutional 

treatment.     The  first   is  rarely  seen  except   as  an  accompaniment 

of  depraved  constitutional  conditions.    It  appears  as  a  superficial 

film  upon  the  conjunctiva  of  the  lid.     It  is  s etimes  excited  by 

escharotic  astringents  in  the  treatmenl  of  catarrhal  and  purulent 
conjunctivitis.      The   treatment    should    be    locally    palliative   and 

constitutionally  nutritive  and  hygienic.    It  is  of  extreme  impor- 
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tanee  that  differentiation  should  be  made  between  this  milder  af- 
fection and  true  diphtheritic  ophthalmia,  as  the  latter,  if  neglect- 
ed, causes  rapid  destruction  of  sight.  Here  the  exudate  may  be 
found  upon  the  globe  as  well  as  upon  the  lids,  is  not  so  readily 
detachable,  and  involves  the  subconjunctival  tissues.  The  fact 
that  it  may  appear  as  the  only  diphtheritic  lesion  should  not  be 
forgotten,  though,  no  doubt,  it  may  invade  the  conjunctival  sae 
by  way  of  the  lachrymal  duct  in  diphtheritic  rhinitis.  In  doubtful 
cases  bacteriologic  examination  will  clear  the  diagnosis.  Prompt 
use  of  diphtheria  antitoxin  is  usually  followed  by  disappearance 
of  the  membrane.  Supporting  constitutional  treatment  should 
be  the  same  as  in  any  other  form  of  diphtheria.  Weak  solutions 
of  atropine  and  boric  acid  may  be  used  until  the  oculist  is  sum- 
moned. Of  the  other  dyscrasias  upon  which  serious  eye  lesions 
are  dependent,  syphilis  is  the  most  common.  The  physician  for 
diseases  of  children  must  easily  recognize  the  first  evidence  of 
haziness  of  the  cornea,  for  which  his  previous  knowledge  of  the 
family  history  should  have  prepared  him.  In  the  absence  of  such 
knowledge  there  will  probably  be  indications  of  syphilis  in  the- 
child.  The  author,  in  conclusion,  calls  attention  to  the  danger 
of  serious  injury  to  the  ocular  apparatus  during  the  period  of 
lowered  nutrition  attendant  upon  or  following  acute  or  chronic 
disorders  of  the  developing  period.  The  physician  who  relin- 
quishes the  care  of  his  charge  upon  the  subsidence  of  pyrexia,  or 
at  the  return  to  normal  digestion,  evades  a  responsibility  for  the 
ophthalmic  future  of  his  little  patient  for  which  he  should  not  be 
held  blameless. 

Fetal  Bone  Diseases. — J.  W.  Ballantyne  (Brit.  Med.  Jour., 
Sept.  27,  1902)  says  that  the  morbid  states  of  the  fetal  skeleton 
afford  a  very  good  example  of  the  two  phases  through  which  the 
organs  and  parts  of  the  body  pass  in  antenatal  life.  There  is  the 
pluise  of  development  or  structural  elaboration  and  that  of 
growth  with  functional  activity,  or.  in  other  words,  the  embry- 
onic and  the  fetal  stages.  When  morbid  causes  act  upon  a  part 
in  the  embryonic  or  formative  phase,  the  result  of  their  action 
will  In'  the  production  of  malformations;  when  they  arc  effective 
in  the  later  or  fetal  stage,  disease  will  be  produced.  The  skele- 
ton "I'  the  unborn  infant  is  peculiar  in  the  fact  that  it  remains 
long  in  the  embryonic  stage,  thai  there  is  no  clearly  uiarked-off 
time  when  ii  can  he  said  thai  the  skeleton  has  passed  out  of  the 
formative  into  the  fetal  phase.  Ossification,  which  is  the  final 
mi  the  developmental  history  of  the  skeleton,  begins  in 
some  hones,  for  example  the  clavicle,  in  the  seventh  week  of  an- 
tenatal life,  hni  in  several  hones  it  is  mil  completed  iili  birth  or 
even  later.  Pari  of  Hie  skeleton,  therefore,  may  he  in  the  fetal 
while  another  purl  is  in  the  embryonic  stage  of  iis  existence. 
Herein  lies  the  cause  of  much  of  the  confusion  which  surrounds- 
the  subject  of  the  Petal  bone  diseases;  they  are  partly  diseases 
and  partly  malformations;  they  are  teratological  diseases,  so  to 
say.    M"s'i  malformations  are  due  to  arrests  of  development  the* 


BRIEF  OF  (I  RRENT   LITERATURE.  4li:> 

formative  process  coming  to  a  stop  although  growth  goes  on .  and 
many  of  the  fetal  bone  diseases  are  qo  exception  to  tins  statement 

The  arrest  may  conceivably  take  place  al  any  stage  in  the  evolu- 
tion of  bone — in  the  membranous,  in  the  cartilaginous,  or  in  the 
osseins.  In  anencephaly  there  is  an  arrest  of  the  membranous 
formation  of  the  cranial  vault  bones:  do  one  thinks  of  calling 

anencephaly  a  fetal  bone  disease,  it  is  so  evidently  a  malforma- 
tion:  but,   nevertheless,   it    is  an   arrest    in   the  formation  of  the 
skeleton.     In  achondroplasia  there  is  again  an  arrest,  in  this  in- 
stance in  the  much  later  stage  when  ossification  is  taking  place 
in  the  vicinity  of  cartilage,  but  many  pathologists  call  this  a  fetai 
bone  disease;  it  also  is  a  ma  1  formation,  but  one  developed  much 
later  in  ontogeny,  jusl  as  ossification  in  cartilage  appears  later  in 
phylogeny  than  ossification  in  membrane.  Rickets. — It  is  evidenr 
that  if  the  causes  which  produce  rachitic  changes  in  bones  in  later 
life  are  active  in  early  fetal  life,  they  will  not  then  produce  the 
same  changes     macroscopic  or  microscopic),  for  the  bones  have 
not  been  formed  to  the  required  degree.     It  is  conceivable  that 
they  will  produce  other  changes,  and  it  is  a  fair  working  hypothe- 
sis that  they  will  lead  to  malformations  of  the  skeleton.    Some  of 
the  so-called  fetal  bone  diseases,  then,  may  be  truly  rachitic  in 
the  sense  that  they  are  produced  by  the  causes  of  rickets  while 
they  are  histologically  not  rickets.     The  cause  may  be  the  same. 
but  the  effects  may  differ,  the  difference  being  due  to  the  state  of 
development  of  the  part  acted  upon  by  the  cause.    Mothers  whose 
general  health  is  such  that  we  should  be  justified  in  expecting 
them  to  give  birth  to  rachitic  infants,  often  do  no.  such  thing, 
and  apparently  perfectly  healthy  mothers  give  birth  to  fetuses 
with  the  signs  of  achondroplasia,  etc.    These  apparent  anomalies 
in  disease  production  are  to  be  explained  by  the  placental  factor 
in  antenatal  pathology.   The  mother's  body  is  the  atmosphere  or 
biosphere  in  which  the  fetus  lives,  but  it  is  through  the  placenta 
that  changes  in  this  biosphere  react  upon  the  fetal  tissues.    The 
placenta  may  so  protect  the  fetus  that  it  becomes  the  preferred 
part,  as  it  were,  of  the  two  linked  organisms  I  maternal  and  fetal 
and  is  nourished  perhaps  even  at  the  expense  of  the  other  parts. 
On  the  other  hand,  where  perhaps  all  else  is  healthy  the  pla- 
centa mav  be  defective,  and  then  the  fetus  is  not  supplied  with 
all  the  materials  it  needs,  and  its  growth  and  development  are 
interfered  with.    With  regard  to  the  nature  of  the  morbid  cause 
which  produces  infantile  riekets,  we  are  still  in  doubt,  but   il 
may  m"'1''  conceivably  be  toxinic,  and,  if  so,  there  is  no  inherent 
improbability  that  it  mav  ad  apon  the  fetus  in  \iU  ro  through  the 

placenta.     The  fact  that  Charrin  and  Gley  have  suc< Led  m 

producing  a  condition  in  fetal  rabbits  resembling  rickets  by  sub- 
mitting the  parent  animals  to  the  influence  of  the  toxins  oi  the 
bacilli  of  diphtheria,  tubercle,  and  blue  pus,  is  very  striking. 

YV.  Stoeltzner  ibid.  I  thinks  thai  the  question  of  rickets  or  do1 
rickets  can  only  be  decided  by  a  histological  examination.  In 
other  words,  a  given  hone  lesion  cannol  be  said  to  be  due  to 
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rickets  from  a  clinical  examination  alone,  or  from  the  macro- 
scopical  examination  of  the  bones  at  the  necropsy ;  a  histological 
examination  must  be  made.  The  theoretical  possibility  that  rick- 
ets may  take  place  during  fetal  life  must  be  admitted,  but,  so 
far  as  the  author  knows,  no  single  case  has  been  recorded  which 
can  certainly  be  stated  to  have  been  true  fetal  rickets. 

A.  Baginsky  (ibid.)  holds  that  one  can  easily  distinguish  the 
scorbutic  changes  in  the  bones  from  the  rickety,  and  that  both 
diseases  may  coexist  in  the  same  child  without  having  any  more 
intimate  connection  with  each  other.  The  clinical  pictures  of  the 
two  affections  may  admittedly  approach  more  closely  if  no  gingi- 
val hemorrhages  are  present  and  visible  hemorrhages  are  also 
wanting.  But  the  general  condition  of  the  child  will  determine 
the  choice  of  the  one  or  the  other  diagnosis. 

Jules  Comby  (ibid.)  doubts  whether  intrauterine  rickets  ex- 
ists at  all.  Fractures  may  exist  in  great  number  in  a  fetus,  and 
yet  may  nut  be  due  to  rickets.  Besides  the  traumatisms  of  preg- 
nancy there  is  a  special  fragility  of  the  bones,  osteoporosis,  osteo- 
psathyrosis, which  explains  the  majority  of  these  fractures;  fur- 
ther, 'this  fragilitas  ossium  may  be  continued  after  birth.  In 
another  category  of  facts  we  find  achondroplasia,  which  every- 
body formerly  confused  with  rickets.  The  author  reports  an  in- 
teresting example.  He  holds  that  when  one  keeps  before  the  mind 
the  chief  features  of  this  singular  disease,  of  this  chondrodys- 
trophia  fetalis,  one  will  no  longer  confound  it  with  rickets,  and 
the  number  of  cases  of  fetal  rickets  will  be  reduced  to  a  negligible 
quantity.    . 

Foreign  Body  Successfully  Removed  from  the  Right 
Bronchus  of  a  Child. — A.  V.  L.  Brokaw  (St.  Louis  Med.  Rev.. 
Oct.  25.  1902)  describes  the  case  of  a  child  who  "swallowed"  a 
tack.  Hoarseness,  heavy  breathing,  and  a  rattling  sound  in  the 
throat  were  heard  for  several  days  thereafter, but  these  symptoms 
disappeared  after  a  severe  attack  of  coughing.  Paroxysms  oE 
coughing  remained.  When  seen  twenty  days  after  the  accident 
the  child  was  in  a  poor  physical  condition,  had  a  constant  but 
varying  elevation  of  temperature  and  marked  loss  of  weight. 
By  "the  use  of  the  X-rav  the  tack  was  found  to  be  situated  in  the 
right  bronchus.  Under  a  general  anesthetic  a  low  tracheotomy 
was  don.'  bn1  the  child  became  cyanotic  and  the  operation  was 
abandoned  for  a  time.  Five  days  later  the  tracheal  wound  was 
,,.,  , |  ;m(|  ,|,,.  trachea  thoroughly  cocainized  and  Bwabbed  oul 
with  a  solution  of  adrenalin.  A  powerful  electro-magnet  WM  in- 
troduced through  the  tracheal  wound  and  carried  down  into  the 
right  broncln.s.  m  an  effort  to  find  and  withdraw  the  tack;  but 
though  the  tack  was  fell  with  the  magnet,  it  was  too  firmly  em- 
bedded in  be  withdrawn  by  that  means.  A  large  endoscopic 
tube  was  introduced,  1m, t  the  tack  could  not  be  seen  on  account 
of  tll(.  accumulation  of  ,„u,m.s.  A  pair  of  flexible  laryngeal  for- 
ceps  was  inserted  through  the  endoscopic  lube  and  the  tack  was 

eft  and  grasped.     t\  was  so  firmly  embedded  that  several  times 
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the  hold  of  tlif  forceps  was  broken,  and  the  head  of  the  tack  be- 
ing larger  than  the  Lumen  of  the  tube  through  which  the  Burgeon 
was  working,  it  was  necessary,  when  at  Length  a  firm  bold  of  the 
tack  was  secured,  to  withdraw  the  tube  and  forceps  simultane- 
ously. Considerable  hemorrhage  followed.  A  tracheotomy  tube 
was  introduced  and  the  child  put  to  bed.  Recovery  was  unevent- 
ful. The  author  calls  attention  to  the  great  value  of  the  X-ray 
in  this  case. 

Pertussis.— A.  F.  Voelcker  (Tin  Clm.  Jour.,  Nov.  5,  1902 
aays  that  from  the  results  of  treatment  by  a  variety  of  drugs,  he 
fears  that  he  cannot  claim  to  have  discovered  or  even  continue  i 
the  existence  of  any  drug  which  could  be  called  a  specific  for  the 
disease.  Antipyrin.  belladonna,  and  citrophen  have  given,  on  the 
whole,  the  most  satisfactory  results,  though  none  of  them  has 
proved  sufficiently  beneficial  to  entitle  it  to  exclusive  use.  Creo- 
sote and  carbolic  acid  are  useful  where  there  is  much  gastric 
and  intestinal  trouble.  Heroin  certainly  relieves  the  paroxysms 
of  coughing.  During  convalescence  nothing  has  proved  so  useful 
as  cod-liver  oil  and  steel  wine. 

Round  Shoulders  and  Faulty  Attitude. — Robert  W.  Lovetl 
(Boston  Med.  <//<</  Surg.  Jour..  Nov.  ti.  1902  concludes,  from  a 
thorough  study  of  the  subject,  that  heretofore  the  study  of  faulty 
attitude  has  been  incomplete  because  the  spine  alone  has  been 
considered  rather  than  the  relation  of  the  legs  and  pelvis  to  the 
spine,  and  the  relation  of  the  whole  body  to  the  perpendicular; 
that  a  uniform  method  of  measurement  and  record  is  desirable; 
that  the  method  described  gives  a  side  elevation  of  the  whole  atti- 
tude and  relation  of  legs,  thighs,  pelvis,  spine,  and  head  to  each 
other  and  to  the  perpendicular;  that  the  seat  of  faulty  attitude 
is  not  as  yet  formulated;  that  gymnastic  treatment  should  be 
general  and  local. 

Substitute  Infant  Feeding. — Carlyle  Pope  (CUvelaml  Med. 
Jour..  July.  1902)  compares  cow's  milk  with  human  in  regard  to 
fats,  sugar,  proteids.  salts,  reaction,  sterility,  and  biologic  differ- 
ences. These  facts,  he  says,  all  help  us  in  realizing  what  pro- 
found influences  have  been  at  work  in  determining  the  character' 
of  milk.  And  when  we  try  by  modifying  one  milk  to  imitate  an- 
other, we  may  be  sure  that  our  task  is  not  a  simple  one.  AVe  see 
possibilities  of  modifying  cow's  milk  so  that  it  will  more  nearly 
correspond  with  human  milk.  At  the  same  time  we  are  inclined 
to  believe  that  a  great  amount  of  manipulation  does  in  some  war 
injure  it,  and  it  is  conceivable  that  while  we  are  using  our  ener- 
gies to  render  cow's  milk  like  human  milk,  we  are  all  the  time 
rendering  it  more  unlike  by  interfering  with  some  property 
which  we  do  not  understand.  This  seems  to  be  the  conclusion 
reached  by  some  of  the  fierman  clinicians,  for.  after  making  use 
of  a  great  variety  of  more  or  less  complicated  milk-modifications, 
they  have  fallen  back  to  the  use  of  milk  or  cream  simply  diluted, 
with  the  addition  of  milk  sugar,  without  attempting  to  get  a  great 
variety  of  formulas.     Notwithstanding  all  the  differences  which 
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we  recognize  between  cow's  milk  and  human  milk,  the  fact  never- 
theless remains  that  most  infants  do  remarkably  well  on  modified 
cow's  milk  when  it  is  prescribed  with  care.  The  danger  of  arti- 
ficial feeding  is  in  proportion  to  the  age  of  the  child — the  younger 
the  child  the  greater  the  danger.  Infants  nursed  at  the  breast 
for  the  first  two  months,  let  us  say,  can  usually  be  put  upon  modi- 
fied milk  with  safety.  On  the  other  hand,  when  infants  are 
given  a  substitute  food  from  the  start,  it  is  the  universal  expe- 
rience that  their  progress  is  much  less  satisfactory.  It  is  there- 
fore a  distinct  advantage  to  give  an  infant  a  start  at  the  breast,  if 
only  for  the  first  few  weeks,  or  even  the  first  few  days. 

Strabismus  in  Children. — Samuel  Theobald  (Maryland  Med. 
Jour.,  Sept.,  1902  I  says  that  he  believes  that,  oftener  than  is  com- 
monly supposed,  it  is  possible  after  operating  for  convergent 
strabismus  to  avoid  the  constant  and  continued  use  of  glasses. 
The  method  which  he  has  employed  is  as  follows :  A  minimum 
amount  of  muscle-cutting,  usually  a  tenotomy  of  the  internal 
rectus  of  the  squinting  eye.  which  commonly  leaves  a  residual 
squint ;  the  correction  of  this  residual  squint  and  the  establish- 
ment of  binocular  vision  by  the  careful  adjustment  of  glasses, 
prisms  being  not  infrequently  combined  with  the  spherical  or 
sphero-cylindrical  correction  in  order  to  encourage  binocular  fix- 
ation ;  and  finally,  after  binocular  vision  has  been  firmly  estao- 
lished  through  a  period  of  several  months,  the  gradual  with- 
drawal of  the  assistance  afforded  by  the  glasses,  until  ultimately 
the  glasses  are  put  aside  altogether,  or,  at  most,  are  worn  only  in 
near  vision.  In  modifying  the  glasses,  the  prisms  are  first  re- 
duced in  strength,  then  withdrawn,  then  a  gradual  reduction  in 
the  spherical  correction  is  made,  until  finally  nothing  is  left. 
The  rapidity  with  which  these  changes  can  be  effected  necessarily 
varies  in  different  cases,  and  after  each  change  one  should  assure 
himself  that  binocular  fixation  is  still  maintained.  The  recur- 
rence of  the  squint  or  the  development  of  asthenopic  symptoms 
would  be  an  indication  that  the  help  afforded  by  the  glasses  was 
liciiiLr  too  rapidly  withdrawn.  The  conditions  which  make 
against  the  success  of  the  method  are  the  existence  of  a  high 
grade  of  hypermetropia,  a  very  considerable  amount  of  astig- 
tn.  decided  anisometropia,  marked  amblyopia  in  the  squint- 
in-  eye,  and.  above  all,  thai  pronounced  indisposition  to  binocular 
vision  which  exists  in  some  strabismic  individuals,  and  in  the 
presence  of  which  one  may  congratulate  himself  if  a  satisfactory 
result  is  secured  even  with  the  aid  of  carefully  selected  and  con- 

slant  Iv-worn  glasses. 


THE    .A3I  I  :i;  MAN 

JOURNAL  OF  OBSTETRICS 


AND 


DISEASES  OF  WOMEN  AND  CHILDREN. 


VOL.  XLVII.  APRIL,    1903.  No.   4. 


ORIGINAL    COMMUNICATIONS. 


WHAT     IS     ECLAMPSIA? 


SAMUEL   WYLLIS    HANDLER,    M.D., 
Instructor  in   Gynecology,    N.    Y.    Post-Graduate   Medical    School. 


The  theories  advanced  in  explanation  of  the  occurrence  of 
eclampsia  are  various.  Pressure  on  the  ureters,  kinking-  of  the 
ureters  and  increased  intra-abdominal  pressure,  were  supposed  to 
be  factors  which  prevented  a  sufficient  excretion  of  urine.  They 
suggested  more  or  less  the  probability  that  interference  with  the 
excretion  of  urine  or  with  constituents  of  the  urine  accumulated 
urea  in  the  maternal  circulation.  The  finding  of  albumen  in  most 
of  eclampsia  added  weight  to  the  belief  that  uremia  lay  at 
the  foundation  of  this  affection.  The  Traube-Rosenstein  theory 
ran  to  the  effect  that  the  hydremic  state  of  the  blood  in  preg- 
nancy plus  the  hyperthrophied  heart  of  pregnancy  produced,  as 
the  result  of  increased  tension  in  the  vessels,  edema  of  the  brain 
with  consequent  anemia  and  convulsions.  Others  believed  that 
some  substance  in  the  blood  was  the  cause  of  the  cerebral  anemia 
through  its  toxic  effect  in  causing  a  contraction  of  the  cerebral 
vessels. 

An  attempt  to  refer  the  etiology  to  reflex  irritation  acting  on  the 
sensitive  brain-centers  is  made  by  some.  As  a  matter  of  fact,  the 
experiments  of  Zuntz  and  Blumreich  on  rabbits,  as  well  as  clinical 
28 
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observation,  prove  the  brain  of  pregnant  animals  and  individuals 
to  be  over-sensitive  to  irritations  of  a  local  or  constitutional  nature 
and  to  stimuli  of  a  normal  or  artificial  character.  This,  however, 
is  only  part  and  parcel  of  the  increased  hyperemia  and  sensitive- 
ness of  almost  all  parts  of  the  pregnant  body.  It  is  recognized 
that  intestinal  putrefaction  often  predisposes  epileptics  to  seizures, 
and  that  the  prevention  of  this  condition  diminishes  the  frequency 
of  the  attacks.  Therefore,  on  an  allied  theory,  intestinal  fermen- 
tation is  another  cause  brought  into  discussion.  As  a  matter  of 
fact,  intestinal  disorders  are  probably  only  elements  which  make 
the  patient  more  sensitive  to  the  real  etiological  factor. 

Later  views  tend  to  place  the  burden  on  the  fetus  (Fehling), 
but  almost  all  authorities  unite  in  giving  to  retained  products  of 
the  fetus  or  of  the  mother  or  both,  the  blame  for  this  condition. 
The  name  "toxemia"  is  thus  quite  generally  adopted,  and  some 
product  of  proteid  origin  is  believed  to  be  the  noxious  substance. 

In  further  pursuit  of  the  origin  of  the  toxins,  bacteria  have 
been  brought  into  play  and  a  localized  or  diffuse  endometritis,  due 
to  non-virulent  bacteria,  supposedly  produces,  as  a  result  of  cumu- 
lative action,  the  poisons  which  call  forth  the  eclamptic  seizures. 
The  fact  that  temperature  often  accompanies  eclampsia,  is  brought 
forward  as  a  further  proof  of  a  local  or  a  constitutional  bacterial 
infection. 

Goedecke  reported  that  in  400  cases  of  eclampsia  75  per  cent, 
were  primiparae,  5  per  cent,  were  cases  of  plural  fetation,  whereas 
the  usual  proportion  of  twin  pregnancies  to  single  is  1  5-10  per 
cent.  Only  2  per  cent,  were  affected  for  the  second  time.  Ede- 
ma was  present  (this  could  not  be  accurately  determined)  in 
nearly  one-third  of  the  cases.  In  20  per  cent,  it  began  within  the 
four  weeks  preceding  the  attack.  In  96  per  cent,  of  those  tested 
albumen  was  found.  The  percentage  of  cases  without  albumen 
varies  among  various  observers  from  3  to  20  per  cent.  The  mor- 
tality is  higher  in  those  cases  without  albumen  than  in  those  with 
albumen,  which  might  permit  of  a  division  into  the  acute  and  the 
sub-acute  or  chronic  forms  of  eclampsia.  This  fact  and  the  vary- 
ing amounts  of  albumen  and  casts,  make  albumen  in  its  various 
phases  useless  ax  regards  prognosis.  The  period  at  which  the 
eclampsia  occurred  was  judged  from  the  weight  of  the  children 
which,  we  believe,  is  not  a  fair  test,  as  in  this  condition  many  chil- 
dren are  probably  relatively  smaller  than  usual.  I  lowever,  judged 
from  the  weight  of  the  children  in  306  cases  of  eclampsia,  [3  oc- 
curred in  the  5-6  month,  39  in  the  6-7  month,  53  in  the  7-8  month, 
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85  in  the  8-9  month,  38  in  the  9-10,  and  --  at  full  term.  I  !<•  ob- 
serves that  a  great  rise  in  temperature  and  icterus  are  bad  prog- 
nostic signs.  Seven  died  after  1-5  attacks,  17  after  6-io  attacks, 
13  after  11-15  seizures,  9  after  [6-20  seizures,  7  after  21  25 
attacks,  and  4  after  26-35. 

The  characteristic  of  eclampsia  in  the  vast  majority  of  ca» 
recognized  to  be  the  convulsive  seizures.  The  severer  the  di- 
the  more  severe  and  the  more  frequent  are  the  attacks.  By  some 
these  are  considered  to  be  the  important  factor  in  the  disease,  by 
others  they  are  viewed  only  as  a  symptom.  We  know  the  efficacy 
of  treatment,  of  normal  or  artificial  delivery,  of  chloral  hydrate, 
and  of  opium,  etc.  Were  the  attacks  of  little  importance,  treat- 
ment of  this  sort  would  be  of  little  value,  for  in  spite  of  these 
means  the  toxic  substance  is  still  in  the  blood,  producing  all  the 
evils,  eventually  causing  death  in  many  cases.  Is  the  disease,  then, 
so  severe  as  to  endanger  the  life  of  the  patient,  the  stopping  of 
convulsive  attacks  would  be  theoretically  unimportant.  Is  the 
>eizure  of  a  lighter  nature,  then  treatment  is  certainly,  theoret- 
ically, of  little  importance.  Cases  differ  in  character,  and  an 
important  factor  in  prognosis  is  the  pulse.  Its  character  and 
rapidity  are  of  diagnostic  value.  Were  we  to  attribute  the  saving 
of  life  to  the  drugs  employed  an  error  would  be  made,  for  many 
of  the  cases  would  probably  recover  without  treatment,  especially 
after  delivery.  Other  cases  are  fatal  in  spite  of  all  treatment.  A 
large  proportion,  however,  depend  upon  the  treatment,  and  the 
resulting  tendency  to  diminish  the  frequency  and  severity  of  the 
attacks,  for  results  which  are  of  the  greatest  importance.  Though 
the  attacks  are  symptoms,  they  are  important  integral  parts  of  the 
disease  and  play  a  decided  role  in  bringing  a  case  to  a  fatal  termi- 
nation. The  strain  upon  the  heart,  the  interference  with  respira- 
tion, and  the  increased  cerebral  tension  during  seizures,  are  cer- 
tainly apparent  and  a  resulting  edema  of  the  lungs  is  frequent. 

niumreich  and  Zuntz  considered  the  etiological  possibilities  to 
be:  (  Is)  There  is  a  toxic  irritation  of  the  central  nervous  system. 
(2)  The  central  nervous  system  is  in  a  condition  of  extreme  irri- 
tability. (3)  Both.  In  pursuit  of  a  decision  on  these  questions 
they  experimented  on  rabbits.  Since  the  cramps  in  eclampsia 
cover  a  large  motor  area  of  the  body,  the  affected  points  are  the 
brain  centers.  Therefore,  they  removed  tin-  bone  and  dura  mater 
under  an  anesthesia,  and  placed  keratin  in  varying  amounts  upon 
the  cerebral  cortex  until  they  produced  clonic  tonic  attacks.  They 
produced  convulsions  in   ALL  GRAVID    wim  \i.s.  but   in  only  2-3  of 
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the  non-gravid.  It  took,  however,  only  1-3  as  much  keratin 
to  obtain  the  result  in  the  gravid  cases  as  in  the  non-gravid.  They 
also  injected  keratin  solution  in  concentrated  form  into  the  in- 
ternal carotid  of  rabbits  and  obtained  the  same  general  result. 

The  central  nervous  system  in  pregnancy  is  in  a  condition  of 
extreme  irritability. 

Onanism  must  be  reckoned  among  the  factors  which  would  pre- 
dispose to  increased  irritability  of  the  nervous  centers.  Koblanck 
found  that  all  of  30  cases  of  amenorrhcea  confessed  to  masturba- 
tion. Sixteen  were  married,  and  of  these  eight  had  borne  chil- 
dren. The  duration  of  the  amenorrhea  varied  from  three  months 
to  several  years.  The  symptoms  were  headache,  nausea,  dysp- 
nea and  sleeplessness.  The  tendency  to  masturbation  was  es- 
pecially strong  at  the  time  for  menstruation.  Further,  attracted 
by  the  observation  of  Fleiss,  he  noted  that  many  disturbances  in 
the  menstrual  function,  especially  dysmenorrhcea,  are  associated 
with  circumscribed  swellings  of  certain  nasal  areas,  namely,  the 
anterior  end  of  the  lower  turbinated  bone  and  the  directly  oppo- 
site area  of  the  nasal  septum.  He  found  that  this  was  produced 
by  strong  sexual  excitement  unaccompanied  by  the  relief  resulting 
from  physiological  completion  of  this  state.  For  the  treatment  of 
amenorrhcea,  the  stopping  of  the  masturbation  is  a  necessary  fac- 
tor. He  also  observed  that  menorrhagia  was  often  due  to  mastur- 
bation and  to  disturbances  of  a  sexual  character.  Sixteen  women 
with  menorrhagia  and  metrorrhagia,  acknowledged  abnormal 
sexual  processes  (especially  interference  with  natural  completion) 
due  to  a  desire  to  prevent  conception.  The  symptoms  improved 
with  the  regulation  of  the  sexual  relation.  These  disturbances 
resulting  through  masturbation  in  the  non-gravid,  open  to  him  the 
question  as  to  the  possibility  of  evil  results  in  the  pregnant.  He 
observed  that  unconscious  eclamptics  often  practiced  onanism.  He 
found  in  these  eclamptics  nasal  swellings  and  enlargement  of  the 
left  thyroid  lobe.  He  questioned  20  women  who  recovered  from 
eclampsia  and  19  confessed  to  onanism  in  pregnancy.  The  desire 
asturbate  was  observed  in  those  who  practised  onanism  before 
marriage  as  well  as  in  those  who  had  not  made  use  of  this  prac- 
tice before. 

In  the  opinion  of  some  masturbation  does  not  act  injuriously 
through  mechanical  irritation,  but  docs  act  injuriously  psychically. 
It  may  be  said,  however,  that  masturbation  docs  produce  conges- 
tion which  is  not  relieved  and  regulated  by  the  omitted  orgasm. 
I  low  an-  the  anomalies  of  menstruation,  masturbation,  and  psychic 
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disturbances  related?  If  masturbation  produces  amenorrhoea  or 
disturbances  of  menstruation,  we  may  infer  a  consequent  inter- 
ference with  ovarian  secretion  and  its  elimination.  If  we  grant 
that  masturbation  has  an  effect  on  menstruation,  we  may  safely 
add  psychic  phenomena  to  the  list  of  resulting  evils.  On  the 
other  hand,  it  may  be  asked  whether  masturbation  is  entirely  a 
cause  or  a  symptom,  ami  whether  onanism  and  amenorrhoea  are 
not  often  evidences  of  defective  ovarian  action  and  secretion.  At 
any  rate.,  we  may  grant  that  increased  irritability  is  an  accompani- 
ment of  onanism.  More  especially  would  this  be  true  in  the  case 
of  the  pregnant  woman. 

Midler  observes  that  in  eclampsia  there  is  a  rise  in  temperature, 
which  increases  with  the  frequency  and  intensity  of  the  attacks 
and  sinks  between  the  same.  He  observes  that  pregnancy  does 
not  increase  the  seizures  in  epileptics,  but  sometimes  exerts  a  bene- 
ficial influence.  He  further  notes  that  epileptics  are  not  especially 
liable  to  eclampsia.  For  him  the  three  cardinal  symptoms  of 
eclampsia  are,  (1)  the  temperature,  (2)  the  kidney  disturbances, 
and  (3)  the  nervous  phenomena.  He  explains  all  on  the  theory 
of  resorption  fever.  The  affection  is  localized  in  the  uterus.  The 
poison  is  due  to  bacteria  acting  on  uterine  substances  capable 
of  decomposition  and  their  subsequent  absorption  through  the  cir- 
culation. When  the  amounts  absorbed  are  great,  eclampsia  re- 
sults. As  proof  he  cites  the  beneficial  effect  of  intrauterine  death 
of  the  fetus,  explaining  the  good  result  by  the  diminution  of 
intrauterine  pressure  and  the  consequently  diminished  absorption 
of  uterine  toxins.  The  frequency  in  primipara  is  thus  due  to  the 
great  intrauterine  pressure  caused  by  the  resistance  of  the  well- 
preserved  and  never-stretched  uterine  muscle.  The  affection  of 
the  kidneys  he  calls  a  toxic  nephritis. 

Stroganoff  believes  eclampsia  to  be  an  infectious  disease  in 
which  the  contagium  enters  the  circulation  through  the  lungs. 
The  incubation  time  is  short,  from  5  to  20  hours.  Because  of  its 
infectious  nature  it  occurs  especially  in  lying-in  hospitals.  It 
affects  particularly  primipara?,  women  pregnant  with  twins — and 
patients  with  affected  k'dneys.  Eclampsia,  to  him,  is  a  constitu- 
tional and  not  a  local  disease  and  is  independent  of  lesions  of  the 
kidneys.  It  is  an  acute  affection  with  very  short,  if  any,  pro- 
dromal symptoms.  It  is  a  disease  accompanied  by  fever.  S'>me 
years  it  runs  a  light  course ;  in  other  years  it  takes  a  severe  form. 
(Genius  epidemicus.)  The  increase  of  eclampsia  in  recent  years 
is  explained  through  the  over-crowding  in  lying-in  hospitals.     It 
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occurs  more  rarely  in  private  houses.  He  finds  second  and  third 
cases  following  closely  a  first  case  in  a  hospital,  or  else  the  con- 
tagion is  carried  thither  from  another  case  outside  by  a  physician 
or  nurse  or  vice-versa.  He  has  frequently  observed  this  connec- 
tion. 

The  diminution  of  the  attacks  is  important,  because  they  act 
injuriously  on  the  heart,  brain,  lungs,  and  kidney.  He  believes  in 
oxygen,  morphine,  chloral,  and  rapid  delivery.  The  mouth  and 
nose  are  kept  clean  and  no  pressure  on  the  thorax  is  permitted. 
Frequent  change  of  position  is  used  to  ward  off  edema  of  the 
lungs.  Enemata  of  saline  solutions  or  milk  have  worked  well. 
With  this  method  forty-five  consecutive  cases  have  been  treated 
without  death,  and  up  to  March,  1901,  the  number  rose  to  108. 

Eclampsia,  however,  is  a  disease  characterized  by  a  distinct 
pathological  lesion-complex,  simulated  by  no  other  known  condi- 
tion. Only  recently  Schmorl  published  three  fatal  cases  of  preg- 
nancy ending  in  coma  and  edema  of  the  lungs.  Autopsy  revealed 
the  typical  pathological  lesions  of  eclampsia,  but  seizures  had  not 
taken  place.  Schmorl,  though  prejudiced  by  his  views  and  in- 
fluenced by  a  tendency  to  exclude  from  the  category  of  eclampsia 
cases  without  typical  pathological  lesions  and  to  include  in  the 
category  those  cases  without  seizures,  has  given  us  through  the 
investigation  of  many  years  a  definite  picture  of  the  local  organic 
lesions. 

Among  the  changes  are: 

(1)  Kidneys.  Parenchymatous  degeneration,  glomerulitis, 
thrombi. 

(1)  Liver;  multiple  hemorrhages  and  necroses.  Hemorrhagic 
and  anemic  necroses  of  the  liver  with  thrombi  in  the  intra-  and 
inter-lobular  branches  of  the  portal  vein. 

(3)  Heart.  Hypertrophy  of  the  left  ventricle,  multiple  hem- 
orrhages and  necroses  and  parenchymatous  degeneration. 

(4)  Lung.  Hyperemia  and  edema  of  the  lungs.  Numerous 
thrombosed  capillaries  and  veins  in  the  lung.  Numerous  placen- 
tal-cell  emboli. 

{^)  Brain,  ruminate  hemorrhages  in  the  brain  with  areas 
of  degeneration  near  the  thrombosed  vessels. 

101     Pancreas  and  Adrenals.    Hemorrhages  and  necroses. 

The  presence  of  bile  pigment  in  the  Mood  of  eclamptics  is  not 
rare 

Diensl  lias  reviewed  the  fad  thai  nol  alone  are  lesions  present  in 

the  Organs  of  the  mother,  but  parallel  lesions  are  noted  in  a  large 

proportion   of  the  infants. 
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i  i  i  Thromboses  are  noted  in  the  arterial  and  venous  system 
and  in  the  capillaries.  The  interesting  question  is,  whether  these 
thrombi  originate  at  the  site  found,  or  whether  they  are  embolic. 
According  to  Dienst,  they  are  primary  and  are  found  in  the  kid- 
ney, liver,  lungs,  etc.  They  are  typical  mixed  and  hyaline  throm- 
bi. The  amount  of  fibrin  in  the  child's  Mood  in  eclamptics  is  found 
to  be  increased  above  normal.  It  is  due,  according  to  Dienst,  to 
products  of  regressive  metamorphosis  of  the  albuminates.  Koll- 
man  says  that  the  globulins  are  responsible  for  the  maternal 
eclampsia. 

(  2  )  Parenchymatous  degeneration  is  noted.  There  is  albu- 
minous cloudiness,  fatty  degeneration  and  necroses,  especially  in 
the  liver  and  in  the  kidney.  While  the  degeneration  is  possibly 
the  result  of  thrombosis,  yet  Dienst  finds  necrotic  areas  without 
thrombosis.  There  is.  according  to  Dienst.  in  the  blood  a  fibrin- 
forming  ferment  which  produces  the  lesions  classed  under  |  i  ) 
and  (2). 

The  kidney  in  utero  scarcely  functionates,  and  the  products  of 
tissue  change  are  not  excreted  by  the  fetus,  because  the  secretory 
apparatus  of  the  fetus  is  not  important  before  birth.  Therefore, 
the  kidneys  are  often  healthy,  but  the  injuries  develop  and  become 
evident  after  birth  when  the  kidney  begins  to  functionate  and 
excrete  the  toxins.  In  several  cases  of  eclamptic  infants  he  found 
albumen  and  hemalbumen  and  casts  in  the  urine.  He  finds  the 
amount  of  fibrin  in  the  blood  to  be  increased  in  all  eclamptic 
mothers  and  infants.  Eclampsia  has  been  noted  in  children  as 
late  as  36  hours  after  birth. 

Thus  the  cause  is  referred  by  Dienst  to  the  fetus,  because 
after  the  removal  of  the  fetus  the  maternal  attacks  often  cease. 
When  the  fetus  dies  albuminuria  in  the  mother  ceases,  which  fact, 
according  to  Dienst.  is  another  proof  of  his  theory.  (How,  then, 
does  he  explain  eclampsia  in  the  mother  occurring  first  after 
labor.)  The  kidney  affection  of  the  mother  is,  in  his  opinion,  an 
affection  due  to  products  given  off  by  the  fetus  or  is  an  increase 
of  an  existing  affection  produced  by  these  products  given  off  by 
the  fetus.  These  poisons  remain  in  the  maternal  blood  because 
excretion  is  interfered  with  through  the  injurious  action  of  the 
toxins  on  the  kidneys.  For  that  reason  they  are  likewise  retained 
in  the  fetus.  These  products  affect  the  kidney  and  liver  of  the 
mother.  Dienst,  in  explaining  the  casts  without  albumen  and 
casts,  believes  that  in  an  apparently  normal  kidney  congestion  is 
sufficient  to  prevent  the  excretion  of  these  toxins.  In  addition, 
the  heart  lesions  produced  in  the  mother  uy  this  fibrin-forming 
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product  of  faulty  albuminous  metabolism  in  the  fetus  form  an- 
other factor  which  prevents  sufficient  elimination  by  the  mother. 
The  maternal  liver-lesions  also  furnish  evidence  of  defective  meta- 
bolism and  elimination  and  are  the  result  of  the  toxins  produced 
by  the  fetus. 

Attention  was  called  to  the  keratin  experiments  of  Blumreich 
and  Zuntz.  Blumreich,  to  further  the  result  of  these  experiments, 
resected  the  kidneys  of  animals  gravid  and  non-gravid.  In  about 
70  hours  convulsions  resulted  like  those  produced  by  the  injection 
of  keratin  into  the  internal  carotid,  but  there  was  practically 
no  difference  in  the  period  of  time  needed  to  accomplish  this 
result  in  the  gravid  and  non-gravid  animals.  Judging,  then,  from 
these  experiments,  there  is  a  somewhat  specific  sensitiveness  to 
various  irritations  in  the  brain  of  the  gravid  animal.  There  are 
poisons  producing  convulsions,  to  which  the  brain  of  the  gravid, 
however,  is  not  more  sensitive  than  the  brain  of  the  non-gravid 
animal.  To  these  poisons  belongs  the  sum  total  of  uremic  irrita- 
tions. He  thus  fortifies  Schmorl's  statement  that  eclampsia  is  not 
uremia. 

Since,  however,  the  brain  of  gravid  animals  is  more  sensitive 
to  convulsive-producing  drugs  than  non-gravid  animals,  this  same 
sensitiveness  is  present  in  the  case  of  the  eclamptic  poison.  To 
find  this  poison  or  toxin  is  to  find  what  products  of  the  blood, 
urine,  or  central  nervous  system  of  eclamptics  act  gravidotoxic, 
either  in  gravid  animals  only  or  else  much  more  so  or  in  a  higher 
degree  in  them  than  in  the  non-gravid  (Blumreich). 

To  what  conclusion  do  the  changes  described  by  Schmorl  lead  ? 
That  they  arc  not  the  result  of  sepsis  seems  probable  for  the  rea- 
son that  bacteriological  tests  are  negative. 

Uremia  may  be  excluded  for  the  following  reasons :  Often 
there  is  no  albumen  or  casts,  or  else  very  little,  or  else  they  are 
only  present  for  a  short  time.  In  uremia,  liver  necroses  are  found 
only  when  there  arc  uremic  dysenteric  changes  in  the  large  or  small 
intestine,  which  then  produce  embolic  processes  mostly  of  bac- 
terial origin.  In  uremia  the  other  changes  noted  above  are  ab- 
sent. (Schmorl.)  The  kidney  in  eclampsia  is  not  an  inflamma- 
tory but  a  degenerative  one  and  the  changes  affect  the  secreting 
parenchyma,  especially  the  epithelium  of  the  twisted  tubules, 
which  shows  then  cloudy  and  fatty  degeneration  with  frequent 
local  necroses,  but  these  changes  are  often  very  slight  and  cannot 
be  called  the  cause  of  eclampsia.  Besides,  they  may  be  entirely 
absent,  but  the  other  organic  lesions  are  present. 
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The  liver  changes  in  eclampsia  differ  from  those  found  with 
septic  and  infectious  diseases.  They  are  not  the  result  of  kidney 
changes,  because  they  arc  present  when  the  kidney  is  normal. 
They  are  not  due  to  convulsions,  because  lesions  just  like  them 
are  not  found  with  an)  other  convulsive  affections  or  in  delirium 
tremens.  The  lesions  differ  from  such  liver  hemorrhages  and 
from  the  changes  found  sometimes  in  chorea,  epilepsy,  the  status 
epilepticus,  etc.  Parenchymatous-cell  emboli  from  the  liver,  pla- 
centa, bone-marrow,  etc.,  are  found  in  eclampsia,  hut  this  condi- 
tion may  also  be  noted  in  non-eclamptic  pregnant  women. 
(Schmorl.) 

In  eclampsia  we  have,  according  to  Schmorl:  (i)  Multiple 
hemorrhagic  and  anemic  necroses  of  the  liver.  (2)  Decided 
parenchymatous  degeneration,  necroses,  and  hemorrhages  in  the 
heart.  1  3  1  Multiple  areas  of  softening  and  hemorrhages  in  the 
brain.      (41   Multiple  thrombi  in  various  internal  organs. 

The  liver  changes  are  never  absent,  the  lung  changes  are  almost 
always  present,  the  brain-lesions  are  found  a  little  less  often,  the 
heart  lesions  still  a  little  less  regularly  and  least  constant  are  the 
lesions  in  the  adrenals,  pancreas,  and  intestines.  These  changes, 
however,  in  the  various  organs  are  coordinated  in  that  all  are  due 
to  the  same  cause.     (Schmorl.)     What  is  this  cause? 

The  source  of  the  substance  in  the  blood  which  produces  these 
lesions  is  to  be  sought  in  some  structure  of  the  patient  herself  or 
in  some  element  of  the  ovum.  In  the  latter  we  need  to  consider 
the  placenta  and  the  fetus:  in  the  former  we  may  consider  that 
organ,  the  excretion  of  whose  substance  is  interfered  with  by 
pregnancy,  namely,  the  ovary.  In  those  patients  with  nausea  and 
vomiting  in  the  early  weeks  of  pregnancy,  whose  urine  I  was 
enabled  to  examine  with  sufficient  frequency,  I  have  rarely  failed 
to  find  albumen,  and  I  have  always  believed  that  this  nausea  was 
not  reflex.  In  this  connection  I  may  say  that  I  believe  its  etiology 
to  be  the  same  as  that  of  the  albuminuria  of  pregnancy  and  of 
eclampsia.  Whatever  the  substance  may  be  which  primarily  or 
secondarily  causes  eclampsia  it  is  probably  the  same  substance 
which  produces  the  albuminuria,  the  nausea,  and  the  kidney  of 
pregnancy,  and  if  approximately  to  per  cent,  of  eclampsias  are 
observed  without  the  presence  of  albumen  and  if  in  another  pro- 
portion the  albumen  firsl  appears  during  or  after  the  attack,  we 
may  consider  the  possibility  of  ( 1 )  a  slow,  gradual  accumulation 
of  this  toxic  substance  in  explanation  of  the  one  form,  and  (2)  a 
sudden   manifestation   of  it-   presence  in   the  other   form.      If.   in 
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addition,  such  a  large  proportion  of  cases  are  so  intimately  con- 
nected with  the  process  of  labor  itself,  it  is  necessary  to  give  this 
phase  of  the  question  important  consideration.  Just  why  products 
of  decomposition  in  the  metabolism  of  the  fetus  should  be  credited 
with  the  power  to  produce  the  preliminary  and  final  lesions  and 
.symptoms  I  do  not  understand.  The  secretions  of  the  various 
organs  of  the  fetus  are,  too,  of  the  same  nature  as  the  secretion 
of  these  same  organs  in  the  mother,  and  if  a  pathological  secretion 
of  these  organs  is  the  responsible  factor,  it  is,  to  say  the  least, 
strange  that  in  women  not  pregnant  such  lesions  and  symptoms 
should  not  also  occur.  To  credit  the  increased  amount  of  normal 
metabolic  changes  with  the  causation  of  this  disease,  because  the 
presence  of  growing  ovum  puts  increased  work  upon  the  maternal 
kidneys  is  not  satisfactory,  because  on  surgical  removal  of  one 
kidney  the  other  carries  on  the  increased  proportion  of  work  with- 
out the  production  of  such  symptoms  and  lesions  as  are  observed 
in  eclampsia.  Besides,  the  increased  work  of  elimination  due  to 
the  presence  of  the  fetus  is  very  slight.  Theory  and  experiments 
exclude  uremia  as  a  primary  factor,  in  my  opinion.  Granting  the 
diminished  excretion  of  urea  to  be  present,  that  is  surely  the  se- 
quence of  pregnancy  and  of  the  kidney  lesions,  and  not  the  pri- 
mary cause  of  the  changes  found  in  eclampsia.  The  two  primary 
factors  then  remaining  are  the  placenta  and  the  secretion  of  some 
maternal  organ,  probably  the  ovary. 

The  ovum  escapes  from  the  Graffian  follicle  through  the  stigma 
folliculi,  probably  through  chemical  action  of  the  liquor  folliculi 
or  of  the  ovum. 

The  ovum  in  the  guinea-pig  is  embedded,  by  centrifugal  descent 
through  the  epithelium,  in  the  connective  tissue  as  a  result  of  a 
bio-chemical  action  of  the  ovum. 

In  the  guinea-pig  the  ovum  digests  the  tissue  about  it  and  is 
enveloped  by  fluid  as  a  result  of  the  bio-chemical  influence  of  the 
ovum. 

In  the  human  being  the  ovum  is  embedded  by  centrifugal  de- 
scent, and  produces  a  reaction  resulting  in  localized  edema  about 
the  ovum. 

The  external  ect<  blast ir  layer  of  the  ovum  develops  into  tropho- 

blasl  which  invades  and  destroys  the  decidua  and  opens  the  capil- 
laries.     The   villi   invade  the  maternal   tissue  and  open   capillaries 

and  blood-vessels.     Therefore, 

i.     These  processes  furnish  evidence  of  a  bio-chemical  action  on 

the  part  of  the  ontm  and  ils  trophoblast  cells. 
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The  trophoblast  cells  pass  into  the  circulation  and  are  dissolved 
and  produce  no  injurious  effect.  From  the  earliest  moment  these 
fetal  cells  are  continually  entering  the  blood  of  the  mother,  not 
only  in  the  early  stages  through  the  primary  intervillous  space, 
but  also  through  the  vessels  of  the  later  decidua  serotina.  There- 
fore, 

2.  These  constitute  and  furnish  a  placental  secretion. 

When  the  maternal  blood  makes  its  exit  from  the  capillaries  it 
circulates  againsl  the  Eetal  trophoblast  cells  without  coagulation. 
The  blood  has  a  corrosive  action  on  these  cells  and  changes  them 
to  syncytium.  This  syncytium  plays  the  role  of  endothelium  and 
protects  the  underlying  cells  from  the  action  of  the  blood.  There- 
fore. 

3.  There  is  evidenced  an  antagonistic  action  an  the  ["art  of  the 
maternal  blood. 

'the  depth  of  the  invasion  on  the  part  of  the  trophoblast  cells 
and  villi  is  controlled  by  the  decidua  to  a  certain  extent.  The 
decidua  is  gradually  destroyed  and  invaded  by  the  trophoblast 
cells  and  by  the  villi.     Therefore, 

4.  There  is  thus  furnished  evidence  of  an  antagonistic  action 
on  the  part  of  the  decidua  and  the  maternal  blood.  ]\'c  may 
grant,  then,  to  the  maternal  blood  the  possession  of  an  element  or 
enzyme  which  limits  and  opposes  the  growth  of  the  trophoblast 
cells  and  cotttrols  the  action  of  the  trophoblast  cells  and  their 
enzymes. 

In  hydatid  mole  there  is  a  macroscopic  invasion  of  the  uterine 
wall  by  the  syncytium  and  the  villi. 

In  chorioma  there  is  a  macroscopic  and  microscopic  invasion  of 
the  uterine  wall  by  trophoblast  cells  and  by  syncytial  cells.  There- 
fore, 

5.  These  are  pathological  local  evidences  of  a  lack  of  sufficient 
antagonistic  resistance  to  the  fetal  cells  and  enzymes  by  the  ma- 
ternal cells  enzymes.  Therefore,  the  maternal  enzymes  cannot 
hold  the  action  of  the  fetal  cells  in  check. 

6.  The  lesions  of  eclampsia  are  an  evidence  of  the  same  factors 
except  that  instead  of  being  a  local,  it  is  a  constitutional  patho- 
logical malrelation  between  fetal  and  maternal  enzymes. 

Fifty  per  cent,  of  the  cases  of  chorioma  follow  the  presence  of 
hydatid  mole.  The  local  lesions  in  chorioma  are  due  to  the  same 
invasion  by  fetal  cells  as  takes  place  in  normal  placentation,  except 
that  the  growth  is  unlimited  and  not  held  in  check.  The  fetal 
cells  invade  capillaries  and  vessels  and  produce  bleeding.     They 
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produce  areas  of  degeneration  and  necrosis  accompanied  by  the 
presence  of  much  fibrin.  When  carried  off  into  the  circulation 
they  produce  malignant  metastases.  If  a  like  pathological  power 
be  granted  to  the  secretion  of  the  placenta  as  is  here  evidenced  by 
the  cells,  we  could  expect  the  resulting  microscopical  thromboses, 
degeneration,  and  necroses  in  the  heart,  brain,  liver,  kidneys,  lungs, 
etc.,  which  Schmorl  has  shown  to  be  typical  of  eclampsia. 

Why  is  it  probable  that  the  ovary  furnishes  to  the  mother  the 
elements  or  enzymes  which  oppose  and  antagonize  the  growth  of 
the  fetal  cells  and  the  action  of  the  placental  enzymes?  We 
know  the  value  of  the  ovaries  in  maintaining  the  nutrition  of  the 
genitalia.  It  is  an  almost  assured  fact  that  certain  forms  of 
obesity,  that  osteomalacia  and  chlorosis  are  intimately  connected 
with  disturbances  in  the  secretory  function  of  the  ovaries.  The 
intimate  relation  of  ovarian  secretion  to  the  genitalia  makes  them 
the  organs  the  retention  of  whose  secretion  in  pregnancy  is  of 
value,  through  its  action  on  the  uterus  and  breasts  and  through  its 
opposition  to  the  local  and  constitutional  action  of  trophoblast 
cells  and  secretion. 

We  know  the  influence  of  the  ovary  and  the  value  of  its  pres- 
ence. We  know  the  effect  of  its  removal  on  the  physical  and 
psychical  characters  of  the  female.  We  know,  as  yet,  very  little 
of  a  positive  nature  as  regards  its  influence  from  the  standpoint 
of  pathological  secretion.  In  my  opinion,  this  factor  plays  an 
important  part  in  producing  many  of  the  peculiarities  and  abnor- 
mal states  observed  in  the  female  sex.  That  the  removal  of  the 
ovaries  does  not  cure  the  cases  promiscuously  included  in  this 
category  is  granted.  However,  neither  does  removal  supply  the 
normal  elements  of  which  the  patient  stands  in  need.  Therefore, 
even  cases  correctly  included  in  this  category  present  complex 
questions  in  which  other  organs  and  elements  are  involved.  For 
instance,  the  thyroid  gland  and  the  ovary  have  opposite  effects  in 
several  ways.  Most  particularly,  it  may  be  said  that  thyroid  ex- 
tract produces  pelvic  genital  anemia,  while  ovarian  secretion  pro- 
duces pelvic  genital  hyperemia,  and  these  two  secretions  have, 
therefore,  an  antagonistic  relation. 

To  say  that  the  retention  of  normal  ovarian  secretion  produces 
the  above  abnormal  symptoms  might  be  untenable.  What  changes 
are  normally  produced  by  this  secretion  during  pregnancy  we  may 
surmise.  Whal  pathological  changes  may  take  place  or  be  con- 
tinued as  a  result  of  pregnancy  we  certainly  do  not  understand. 
The   influence   which   the  normal   placenta  exerts   in   its  micro- 
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scopical  physiological  capacitj  we  know  to  a  certain  degree.  What 
influence  its  pathological  action  may  exert  we  may  surmise.  What 
action  really  takes  place  between  placental  and  ovarian  secretion, 
in  a  normal  manner  or  in  a  pathological  way.  we  shall  some  day 
understand.  In  litis  problem  lies,  to  my  mind,  the  discovery  of 
the  pathological  clement  in  eclampsia.  That  the  placenta  is  a 
gland  giving  off  into  the  maternal  circulation  elements  derived 
from  its  ectoblastic  trophoblast  and  syncytial  cells  is  for  me  be- 
yond question.  That  it  acts  upon  the  maternal  blood  and  is  in 
turn  influenced  by  the  latter  is  likewise  beyond  question.  We 
must  pre-suppose  some  element  in  the  maternal  circulation  whose 
function  it  is  to  resist,  modify,  or  counteract  to  a  definite  extent 
the  action  of  this  placental  secretion.  To  my  mind,  the  ovary 
furnishes  this  element.  A  mal-secretion  on  the  part  of  the  pla- 
cental gland  or,  preferably,  a  relative  mal-secretion  due  to  insuffi- 
cient or  abnormal  modification  of  the  placental  secretion  by  the 
elements  furnished  by  the  ovaries,  furnishes  the  most  plausible  and 
logical  explanation  of  the  lesions  of  eclampsia.  It  would  ex- 
plain the  microscopic  pathological  lesions  described  by  Schmorl. 
as  well  as  the  irritation  of  the  kidneys.  The  fact  that  so  many 
cases  occur  shortly  before,  during  or  after  labor,  the  fact  that 
we  have  the  division,  therefore,  into  the  acute  and  subacute  forms 
can  best  be  explained  on  the  principle  of  an  antagonistic  action 
between  two  enzymes,  the  placental  secretion  on  the  one  hand  and 
a  maternal  secretion,  probably  the  ovarian,  on  the  other  hand. 

When  fecundation  and  development  of  the  ovum  take  place,  the 
ovum  and  its  enzymes  nullify  the  menstrual  stimulation  and  ex- 
cretion of  the  ovarian  secretion.  The  trophoblast  cells  invade  the 
maternal  decidua  which  is  now  constantly  stimulated  by  the 
ovarian  secretion,  and  likewise  enter  the  maternal  blood.  A  nor- 
mal gestation  is  thus  accompanied  by  the  stimulating  effects  of 
the  retained  ovarian  secretion  and  the  ovarian  and  placental 
enzymes  are  then  opposed  in  their  action.  No  menstruation  oc- 
curs, for  the  placental  secretion  has  nullified  the  action  of  the 
usual  forces. 

At  the  end  of  nine  months,  when  the  ovarian  secretion  is  suffi- 
cient in  amount  or  character  to  overcome  the  inhibitory  action  of 
the  enzymes  of  the  ovum,  labor  occurs,  that  is,  the  same  processes 
as  are  observed  in  a  minuter  degree  in  menstruation  :  for  menstru- 
ation is  a  labor  in    miniature. 

Chorio  epithelioma,  occurring  generally  after  abortion  or  hyda- 
tid mole,  is  the  cause  and  not  the  result  of  the  abortion.     Chorio 
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epithelioma  represents  a  more  advanced  stage  than  that  of  hydatid 
mole,  but  both  of  these  conditions,  in  a  basic  way,  follow  the  nor- 
mal steps  in  their  course  and  growth.  The  difference  is  found 
in  the  power  of  unlimited  growth,  possessed  by  the  chorionic  cells 
in  these  pathological  conditions.  The  difference  is  due  to  the  lack 
of  resistance  offered  by  the  patient  and  points  to  a  constitutional 
element.  The  lack  of  some  normal  secretion  is  the  important  fac- 
tor in  the  etiology  of  chorio  epithelioma.  It  may  be  said  that  this 
growth  is  due  to  the  fact  that  the  resistance  to  the  fetal  enzymes 
and  fetal  cells  offered  by  the  blood  and  a  secretion,  probably  that 
of  the  ovaries,  is  insufficient  to  hold  the  growth  of  the  fetal  cells 
within  normal  limits. 

Remembering  the  constitutional  action  of  ovarian  secretion,  the 
nervous  irritability  of  pregnancy  and  the  existence  of  a  placental 
secretion,  it  may  be  said  that  the  constitutional  involvement  known 
as  eclampsia  occurs  before,  during,  or  after  labor,  as  a  result  ( I ) 
of  a  pathological  placental  or  ovarian  secretion  or  (2)  a  failure 
of  proper  antagonism  between  the  two.  It  is,  in  the  truest  sense, 
an  auto-intoxication. 
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The  use  of  tampons  inserted  into  the  vagina  for  the  control  of 
hemorrhage  is  very  old.  They  were  mainly  used  to  carry  as- 
tringents, vinegar,  etc.,  to  the  parts.  Leroux.  in  1776,  introduced 
actual  vaginal  tamponade,  and  by  some1  it  is  claimed  he  first 
advised  uterine  tamponade.  This  he  did  not  do,  as  his  uterine 
tampons  were  used  simply  to  carry  astringents  into  the  uterus. 

The  real  inventor  of  the  uterine  tamponade,  according  to 
Duhrssen,2  the  father  of  the  procedure,  is  Wendelstaedt,  who 
recommended  it  in  1806.    In  1887  Duhrssen"'  published  the  method 

'Auvard.     Travaux  d'obstetriquc,  Tome  II,   Paris.    1889. 
•Duhrssen.    Ueber  die  Behandlung  der  Blutungen   Post-partum.     Volk- 
mann's    Sammlung   Klin.    Vortrage   No.  347. 

'Duhrssen.     Centralblatt  fur  Gyn.,   1887,   No.  35. 
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of  tamponing  the  uterus  with  iodoform  gauze,  for  post-partum 
hemorrhage.  Previous  to  this  various  procedures  had  been  prac- 
ticed, e.g.,  application  of  perchloride  of  iron  to  the  uterus,  Binet 

and  Barnes;  the  insertion  of  bladders  and  rubber  bags  into  the 
uterus,  Rouget,  Chassagny,  et  a! ;  through  these  the  real  value  of 
the  tamponade  was  hidden  and  lost.  To  Diihrssen,  then,  belongs 
the  credit  for  introducing  and  forcing  on  the  medical  profession 
the  truth  of  the  value  of  the  utero-vaginal  tamponade  in  post- 
partum hemorrhage. 

There  are  other  uses  for  the  procedure,  which  we  will  take  up 
in  order. 

POST-PARTUM    HEMORRHAGE. 

The  frequency  of  severe  hemorrhage  post-partum  is  variously 
estimated.  In  Germany  Diihrssen  finds  about  three  hundred 
deaths  from  it  each  year.  The  writer  has  had  no  death  from  post- 
partum hemorrhage,  but  knows  the  details  of  two  cases  occurring 
in  the  city. 

The  causes  of  post-partum  hemorrhage  are  divisible  into  three 
grand  classes,  atony  of  the  uterus,  lacerations  in  the  parturient 
canal,  and  disordered  blood.  Atony  may  come  from  many 
causes — previous  over-distention,  too  rapid  delivery,  retained 
pieces  of  placenta  or  adherent  blood  clots,  a  generally  weakened 
woman,  etc.  Of  the  lacerations,  cervix  and  lower  uterine  segment 
tears  are  the  most  formidable,  though  the  writer  has  seen  four 
cases  of  severe  hemorrhage  from  clitoris  tears.  One  was  almost 
fatal.  Abnormal  conditions  of  the  blood  have  been  held  forth  as 
causative  of  post-partum  hemorrhage,  but  only  recently  is  proper 
recognition  being  given  them.  The  writer,  in  a  paper  on  a  case 
of  accidental  hemorrhage,4  reported  three  cases  where  a  blood 
dyscrasia  existed,  causing  severe,  and,  in  one  case,  fatal  hemor- 
rhage. Ahlfeld5  tells  of  a  fatal  post-partum  bleeding,  in  spite  of 
tamponade,  where  examination  of  the  blood  showed  absence  of 
fibrinogen  and  a  deficiency  of  organic  substances. 

Of  primary  importance  in  the  treatment  of  any  case  of  post- 
partum hemorrhage  is  the  recognition  of  the  cause.  Before  the 
placenta  is  delivered  one  may  be  unable  to  determine  whether 
the  bleeding  is  due  to  laceration  or  abnormality  in  the  mechanism 
of  the  third  stage.    In  such  cases  of  hemorrhage  it  is  the  writer's 

4De  Lee.     American  Journal   Obstetrics,   Vol.   XLIV,    No.   6. 
Ahlfeld.     Zeitschrift   fiir  Gcb.   unci.   Gyn..    Bd.   XLVII,    Tift.   2. 
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practice  to  carefully  and  quickly  inspect  the  visible  wounds,  to 
massage  the  uterus  vigorously,  and  if  the  bleeding  does  not  cease 
immediately,  to  express  the  placenta.  If  the  placenta  does  not 
come  readily,  or  if  the  hemorrhage  persists  after  its  delivery,  the 
sterile  hand  is  passed  into  the  genitals,  the  whole  genital  tract  is 
quickly  emptied  and  the  surfaces  palpated  for  injuries.  The 
state  of  the  uterus  and  the  site  and  extent  of  laceration  are  quickly 
determined,  and  proper  treatment  at  once  instituted.  A  bleeding 
clitoris  or  low  vaginal  tear  should  be  sutured.  A  high  vaginal, 
cervical,  or  lower  uterine  tear  may,  under  favorable  circumstances, 
be  sewed  up.  Such  favorable  conditions  are  moderate  hemor- 
rhage and  surgical  facilities.  Where  one  can  see  the  bleeding 
come  from  a  laceration  in  the  cervix  it  is  usually  possible  to  pass 
the  needle  through  the  angles  of  the  wound.  However,  in  most 
cases  the  blood  wells  up  in  such  amounts  that  the  field  is  flooded, 
and  one  feels  the  tear,  but  cannot  see  to  sew  it  up.  The  recom- 
mendation of  Henkel6  to  put  vulsellum  forceps  at  each  side  of  the 
uterus,  grasping  the  broad  ligaments  from  the  vaginal  fornices, 
deserves  a  trial  here. 

Should  it  be  impossible  or  appear  impracticable  to  suture  a  cer- 
vix tear  the  best  method  of  stopping  the  hemorrhage  is  by  a  firm 
utero-vaginal  tamponade.  Ergot  and  brisk  uterine  massage  should 
be  given  in  all  cases  of  post-partum  hemorrhage  (the  ergot  after 
the  placenta  is  born)  because  firm  contraction  of  the  uterus  helps 
to  limit  the  bleeding  from  the  lower  uterine  segment  and  the 
cervix. 

In  cases  of  hemorrhage  from  atony  the  routine  treatment  of  the 
writer  is  as  follows:  (i)  Brisk  uterine  massage;  (2)  ergot;  (3) 
a  short  but  hot  (1250  to  1300  F.)  uterine  douche;  (4)  bimanual 
compression  of  the  uterus  in  anteflexion;  (5)  utero-vaginal  tam- 
ponade. 

There  are  other  methods  which  the  writer  occasionally  prac- 
tices, e.g.,  compression  of  the  aorta,  drawing  down  the  cervix  with 
vulsella,  packing  the  vagina  and  bimanual  compression  of  the 
uterus  through  the  tampon,  external  massage  over  the  balled  fist 
in  the  uterus,  electricity,  etc.  Which  of  these  is  to  be  used,  or 
whether   any  time   is   t<>  be   wasted   on    the   less   certain   of  them, 

depends  on  the  nature  of  the  labor,  the  amount  of  blood  lost  be- 
fore, during  and  after  labor,  and  the  facilities  at  hand  for  treat- 
ing the  ease.  If  the  patient  has  lost  much  blood  SO  thai  a  further 
even  small  loss  appears  dangerous,  or,  at  most,  undesirable,  the 

'Archiv  fiir  Gynecologie,  1902. 
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uterus  is  packed  at  once.  Such  cases  are,  e.g.,  placenta  previa, 
premature  detachment  of  the  placenta,  small  and  anemic  women, 
cases  of  shock,  etc. 

If  the  patient  has  been  treated  by  the  less  definitive  methods, 
douches,  massage,  aortic  compression,  bimanual  compression,  at- 
tempted suture  of  a  tear,  etc.,  and  the  hemorrhage  has  persisted, 
one  should  not  waste  too  much  time  and  blood,  but  pack  the  utero- 
vaginal tract  tightly.  In  fresh,  strong,  full-blooded  women  the 
usual  methods  will  usually  lead  to  success  and  one  has  no  need  of 
the  tampon. 

The  tamponade  in  the  writer's  hands  has  proven  so  simple  and 
so  safe  that  he  uses  it  prophylactically  in  cases  where  the  bleeding 
is  not  great.  Then  the  patient  is  considered  safe  and  may  be  left 
without  apprehension  on  the  doctor's  part,  which  is  not  the  case 
where  the  accoucheur  has,  after  much  pains,  gotten  a  hemorrhage 
to  cease  without  tamponade ;  there  is  always  the  fear  that  it  may 
recommence. 

After  an  operative  delivery,  where  often  the  patient  has  been  in 
labor  for  many  hours  and  it  is  desirable  to  get  her  off  the  table  and 
warm  in  bed  as  soon  as  possible,  it  is  a  very  grateful  procedure  to 
remove  the  placenta  quickly,  and  if  a  little  oozing  persists  or  the 
uterus  shows  a  tendency  to  fill  with  clots,  to  tampon  the  whole 
tract.  The  patient  may  then  be  safely  put  to  bed.  No  time  is 
wasted  and  blood  lost  on  slow  and  uncertain  methods  of  procur- 
ing hemostasis. 

Hemorrhage  sometimes  comes  from  the  lower  uterine  segment, 
especially  in  cases  of  low  placental  insertion ;  again,  from  small 
lacerations  here,  that  cannot  be  reached  by  suture.  The  tampon  is 
indicated  in  these  cases. 

After  Cesarean  section  it  may  be  necessary  to  tampon  the 
uterus  because  of  atony.    Diihrssen  recommends  it,  also  Vicarelli.8 

Where  there  exists  a  blood  dyscrasia  the  case  takes  a  decidedly 
serious  aspect.  If  a  woman  is  known  to  be  a  bleeder,  during  preg- 
nancy calcium  chloride  and  gelatin  should  be  given  :  and  for  the 
labor  special  preparation  should  be  made.  It  is  usually  not  known 
that  the  patient  has  this  tendency,  and  the  appearance  of  the  blood 
will  not  suggest  it  in  all  cases.  In  some  cases  the  blood  presents 
an  altered  appearance,  being  watery  or  lake-colored,  or  resembling 

"Vicarelli.     "Seven   Cases  of    Uterine   Tamponade   after   Cesarean 
tion."    L'Anno  scolastico,  190c.  1901.  dell  Institute)  ostetrico  e  jjiiiecologico 
della   I'niv.   de  Toreno,   1901. 
20 
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an  emulsion  of  red  brick  dust.    The  clots  are  not  firm,  do  not  look 
like  healthy  cruor,  and  they  may  be  small  and  almost  black. 

Where  the  appearance  of  the  blood  suggests  some  abnormality 
of  its  constituents  and  where  one  tamponade  has  proven  inefficient 
the  utero-vaginal  tract  should  be  repacked  with  gauze  saturated 
with  a  io-per-cent.  solution  of  gelatin.  In  two  instances  of  my 
own  this  procedure  stopped  at  once  obstinate  hemorrhage.  The 
greatest  care  must  be  exercised  to  obtain  sterile  gelatin  solution. 
In  the  two  cases  referred  to  the  gelatin  was  boiled  over  a  very 
hot  fire  for  thirty  minutes  with  constant  stirring  to  prevent 
burning.  Gradewitz9  reports  a  case  and  refers  to  seven  others  of 
fatal  tetanus  infection  from  subcutaneous  injections  of  gelatin 
solution.  The  writer  has  had  no  experience  with  adrenalin  in  the 
treatment  of  puerperal  hemorrhages. 

THE  TECHNIQUE  OF  THE  OPERATION. 

It  is  best  to  pack  the  whole  utero-vaginal  tract  and  to  use  one 
piece  of  gauze.  This  facilitates  removal.  The  writer  prepares 
the  gauze  as  follows  :  Ordinary  so-called  sterile  gauze,  sold  by  sur- 
gical supply  houses  is  used,  is  cut  into  strips  thirteen  yards  long 
and  one-half  yard  wide;  it  is  folded  and  the  selvedge  and  raw  edge 
turned  in,  then  thoroughly  washed  in  running  water,  after  which 
it  is  boiled  twenty  minutes  in  .5-per-cent  lysol  solution.  It  is  then 
allowed  to  soak  several  hours  in  this  solution,  when  it  is  wrung 
out  dry  through  a  scalded  clothes  wringer.  Using  rubber  gloves, 
each  strip  is  packed  into  a  sterile  jar,  filling  it  evenly  and  smoothly 
from  the  bottom  to  the  top,  on  which  a  layer  of  cotton  is  placed 
and  the  jar  is  closed.  The  jar  is  put  in  the  steam  sterilizer  and 
boiled  every  day  for  three  days,  two  hours  each  time.  After  the 
last  boiling,  while  still  warm,  the  head  of  the  jar  is  dipped  into 
melted  paraffin e  to  seal  it.  Thus  prepared,  the  gauze  will  keep  Eor 
years  and  is  absolutely  safe.  When  time  to  use  it,  the  wrapper  is 
removed,  the  cap  taken  off,  the  jar  covered  with  a  sterile  towel, 
and  the  gauze  introduced  directly  from  the  jar  which  is  held  near 
the  vulva.  The  half  hand  is  placed  in  the  vagina  with  the  finger- 
tips  in  the  cervix,  and  by  means  of  a  long  curved  packing  forceps 
the  end  of  the  gauze  is  carried  to  the  top  of  the  uterine  cavity,  then 
the  whole  cavity  is  packed,  making  sure  to  fill  out  the  sides.  When 
the  uterus  is  half  full  the  gauze  is  stuffed  in  by  the  fingers,  using 
tin-  other  hand  on  the  fundus  through  the  abdomen  as  counter- 

adewitz.    Cent  fur  Gyn.,  No.  3,  19x12,  p.  967. 
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pressure.  For  aseptic  reasons  the  belly  is  covered  with  a  sterile 
towel.  The  packing  is  then  continued.  After  the  uterus  is  full 
the  vagina  is  tamponed  tightly  also.     In   -  ases  more 

than  thirteen  yards  could  be  packed  in,  while  others  need  only 
five  or  six  yards.  This  depends  on  the  uterine  contraction  and 
the  size  of  the  parts.  That  the  strictest  surgical  asepsis  should  be 
practiced  is  absolutely  necessary  for  success. 

(  Hher  antiseptics  than  lysol  have  been  recommended,  but  the 
writer  has  seen  no  good  reason  to  change.  X' in-absorbing  gauze 
has  also  been  tried,  instead  of  the  absorbent,  one  operator  having 
hail  the  gauze  impregnated  with  gutta-percha.  It  is  doubtful  if 
clotting  will  take  place  as  readily  in  such  gauze  as  in  that  here 
rec<  »mmended. 

A  modification  of  the  tampon  was  employed  by  the  writer  in  two 
Since  bleeding  continued  from  the  uterus  after  its  cavity 
was  rilled  with  gauze,  not  relying  on  the  vaginal  tampon  to  stop 
it.  the  gauze  was  cut  off  after  the  cervix  was  filled  and  the  anterior 
and  posterior  lips  of  the  latter  drawn  together  and  united  by 
suture,  closing  the  uterus  entirely.  The  effect  of  this  procedure 
was  excellent  in  both  cases. 

The  gauze  is  removed  in  sixteen  to  thirty-six  hours.  In  cases 
of  atony  the  gauze  may  be  removed  all  at  one  sitting,  and  soon. 
In  cases  of  tamponade  for  laceration  it  is  advisable  to  remove  a 
few  yards  at  a  time,  the  last  at  the  end  of  forty-eight  hours.  In 
all  cases  fresh  gauze  and  instruments  should  be  at  hand  to  repack 
if  the  hemorrhage  starts  up  again.  In  only  one  case  has  the  writer 
found  this  necessary — a  case  of  deep,  lower  uterine  segment  tear. 
(Recovery.)  The  gauze  should  be  removed  very  slowly,  taking 
twenty  to  thirty  minutes  of  gradual  traction,  relaxing  the  tension 
every  few  minutes  to  allow  the  uterus  to  follow  down  the  gauze. 
As  a  rule,  the  uterus  contracts  down  hard  when  thus  emptied. 

THE  ACTION  OF  THE  GAUZE. 

The  reasons  of  the  success  of  the  gauze  in  stopping  the  hemor- 
rhage are : 

i.  The  rough  packing  stimulates  the  uterus  to  contract.  One 
can  feel  the  uterus  contract  as  its  cavity  is  filled  by  the  gauze. 

2.  The  gauze  tampons  directly  the  site  of  the  hemorrhage,  and 
the  pressure  mechanically  stops  the  flow  of  the  blood. 

3.  The  gauze  acts  like  a  Miculicz.  and  favors  the  clotting  of  the 
blood  in  the  meshes,  and  in  the  subjacent  mucous  membrane. 
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4.  The  gauze  fills  up  the  empty  uterus.  It  is  a  clinical  fact 
that  in  some  cases  the  uterus  will  not  close  down  on  itself  suf- 
ficiently to  obliterate  its  cavity  and  stop  the  hemorrhage.  A  blood 
clot  does  not  stop  hemorrhage  well,  but  gauze  does. 

5.  The  gauze  lifts  up  and  supports  the  uterus,  relieving  it  of 
the  congestion  it  undergoes  when  sagging  in  the  pelvis.  The  re- 
establishment  of  an  easy  circulation  does  much  to  stop  the 
hemorrhage. 

the  objections  to  the  procedure. 

Any  departure  from  the  previous  order  of  things  evokes  adverse 
criticism,  and  the  tamponade,  when  exploited  by  Diihrssen,  was  no 
exception.  Many  voices  were  raised  against  it,  and  the  way  was 
not  smooth  for  it.  Here  and  there,  however,  the  method  was 
employed,  and  now  with  a  few  exceptions  the  procedure  has  ob- 
tained recognition  abroad,  and,  perhaps  to  a  less  extent,  in  this 
country.  The  objections  urged,  usually  by  men  who  had  not 
tamponed,  or  had  tamponed  poorly,  or  who  argued  entirely  from 
theoretical  standpoints,  were  as  follows : 

a.  The  method  is  unphysiological ;  that  all  our  efforts  should 
be  directed  to  empty  the  uterus,  to  get  it  to  contract  down  on 
itself;  that  only  by  obtaining  contraction  could  hemorrhage  be 
stopped ;  and  that  the  gauze  by  filling  the  uterus  prevented  this 
contraction,  thus  directly  increasing  the  flow.  To  which  may  be 
replied :  ( 1 )  A  uterus  can  contract  sufficiently  to  stop  hemorrhage 
when  it  is  only  partially  emptied — evidence,  those  cases  where 
the  placenta  is  still  in  the  uterus,  detached,  and  there  is  no  bleed- 
ing: (2)  the  uterus  contracts  when  there  is  a  larger  mass  in  it, 
namely,  the  child.  Further,  we  find  many  women  that  are  tam- 
poned suffer  from  after  pains.  (3)  All  uteri  will  not  contract 
down  sufficiently  to  bring  the  walls  in  apposition;  a  space  is  left 
and  this  fills  up  with  clot  which  stops  further  hemorrhage.  If 
we  squeeze  out  the  clot,  as  recommended  in  so  many  text-books, 
hemorrhage  sometimes  recommences  and  ceases  only  when  an- 
other clot  is  formed.  This  process  may  be  repeated  until  the 
patient  is  exsanguinated,  so  in  these  cases  the  advice  should  be 
to  leave  the  clot;  it  is  nature's  tampon  of  a  vacant  cavity.  (4) 
The  writer  has  had  several  cases  where  there  was  no  determinable 
laceration,  and  the  women  bled  dangerously  in  spite  of  a  firmly 
contracted  uterus.  Contraction  of  the  uterus,  therefore,  is  not 
everything.     (  5  1  Finally,  clinical  experience  in  a  large  number  of 
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cases  shows  that  the  tamponed  uterus  contracts,  and  firmly  too, 
and  that  it  does  not  allow  clots  to  form  on  top  of  the  gauze. 

b.  A  second  objection  urged  against  the  tampon  is  the  danger  of 
sepsis.  It  seems  superfluous  in  this  day  to  try  to  refute  this  argu- 
ment. The  uterine  tampon  is  no  more  dangerous  than  the  Miculicz 
abdominal  tampon,  and  a  man  who  cannot  apply  one  ascptically 
is  not  safe  to  be  entrusted  with  other  obstetric  operations.  It  is 
possible  that  germs  in  the  vagina  may  be  carried  up  into  the  uterus. 
The  danger  from  this  is  minimal,  because  the  germs  in  the  vagina 
are  of  low  virulence,  the  canal  is  usually  pretty  well  cleaned  out  at 
this  stage  of  labor,  an  antiseptic  vaginal  douche  has  almost  alw  a\  s 
preceded  the  tamponade,  and  finally,  the  lysol  gauze  is  slightly 
antiseptic  itself.  In  the  fifty  cases  in  which  the  writer  tamponed 
the  uterus  only  four  had  fever,  and  one  had  1030  F.  at  the  time 
of  operation.  The  others  were  infected  by  many  other  conditions. 
Only  one  case  was  really  ill,  and  she  recovered.  In  fact,  the 
writer  sometimes  tampons  to  prevent  sepsis,  believing  that  the 
weak  lysol  gauze  has  some  antiseptic  effect. 

c.  It  has  been  said  the  cervix  could  be  torn  by  the  vulsella  used 
to  pull  the  uterus  down,  and  that  the  gauze  could  be  pushed 
through  the  uterus.  A  little  practice  will  enable  one  to  dispense 
with  vulsella,  and  one  could,  if  it  were  desirable,  do  without  the 
packing  forceps.  Ordinary  care  will  prevent  accidents,  and  the 
writer  has  designed  a  forceps  for  packing  which  makes  such 
uterine  injury  well  nigh  impossible. 

d.  The  danger  of  air  embolism  has  been  raised  as  an  objection. 
Only  one  case  has  been  reported  (Diihrssen,  I.e.),  and  this  is 
doubtful.  This  possibility  is  very  remote,  is  not  as  great  as  with 
many  other  obstetric  procedures,  and  can  be  avoided  by  raising 
the  shoulders  a  little  above  the  level  of  the  uterus.  The  objection 
is  only  polemic. 

e.  Finally,  the  tampon  has  been  called  inefficient,  and  it  has 
been  claimed  that  operators  use  it  when  not  necessary,  and,  there- 
fore, obtain  good  results. 

That  the  tampon  is  efficient  the  fifty  cases  reported  herewith 
prove  beyond  all  doubt.  Fifty  cases,  and  in  all  but  one  the  bleed- 
ing was  stopped.  In  three  cases  it  was  necessary  to  remove  one 
tampon  and  insert  another.  One  of  these,  a  uterine  tear,  was 
inefficiently  packed  by  an  excited  operator,  who  was  unprepared 
for  the  emergency;  in  two  others,  the  patients  were  bleeders. 
In  the  first  the  hemorrhage  ceased  gradually  ;  in  the  second  it 
stopped  definitely  when   the  parturient   canal   was   packed   with 
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gelatin  gauze.  The  patient  in  whose  case  the  tampon  did  not 
stop  the  bleeding  was  a  hemophilic,  with  detachment  of  the 
placenta.  The  patient  bled  from  the  hypodermic  punctures,  a 
hematoma  developing  around  each,  there  was  a  bloody  infiltration 
extending  through  the  vulva,  the  vagina,  and,  presumably,  the 
uterus  and  sub-peritoneal  spaces,  without  visible  injuries,  and  the 
patient  was  dying  before  the  tampon  was  applied.  In  all  the 
rest  the  hemorrhage  ceased  at  once,  and  permanently. 

The  writer  is  willing  to  admit  that  many  women  are  tamponed 
when  one  could  get  along  without  the  procedure ;  in  fact,  not 
a  few  of  his  own  cases  fall  in  this  category.  What  one  considers 
"necessary"  to  do,  in  cases  of  post-partum  hemorrhage,  depends 
on  the  standard  of  obstetric  practice  one  sets.  To  barely  save  the 
woman  alive,  and  to  save  most  of  the  babies,  is  not  our  present 
obstetric  standard.  YVe  must  save  all  the  women  and  babes  that 
are  healthy,  and  leave  them  well  and  secure  from  immediate  or 
future,  temporary  or  permanent  invalidism. 

Cases  are  known  to  the  writer  where  the  effects  of  a  hemorrhage 
were  felt  for  months  and  years.  The  puerperium  is  longer  after 
a  severe  hemorrhage,  lactation  is  often  disturbed,  the  women  re- 
cover slowly  and  are  more  exposed  to  septic  complications,  throm- 
boses and  emboli  are  invited  (Barnes'  Obstetrics,  p.  607),  also 
blindness,  (Hughlings,  Jackson,  ibidem),  and  hemiplegia  and 
aphasia.  Pernicious  anemia  may  originate  in  a  severe  hemorrhage 
(Dock).  After  a  severe  hemorrhage  one  is  inclined  to  neglect 
the  repair  of  lacerations,  or  do  the  work  hastily  and  poorly. 

The  loss  of  over  a  pint  of  blood  at  a  labor  should  be  prevented. 
This  loss  compensates  the  gain  of  the  fluid  during  pregnancy,  and 
is  not  felt  by  the  woman.  Although  a  woman  may  lose  a  quart 
of  blood,  <>r  even  three  pints,  and  not  be  seriously  anemic,  such 
hemorrhages  should  be  prevented  because  unnecessary  and  dan- 
gerous.  One  can  never  be  certain  of  the  way  an  individual  reacts 
to  the  loss  of  blood,  some  being  deeply  affected  by  a  small  bleed- 
ing and  others  standing  a  profuse  flooding  with  few  signs  of 
anemia.  Most  patients  hear  up  well  under  hemorrhage  to  a  cer- 
tain point,  passing  which,  the  condition  becomes  one  of  acute 
jeopardy.  In  a  small  anemic  woman  a  small  loss  of  blood  is 
serious.  One-thirteenth  the  body  weight  being  blood,  a  woman 
weighing  one  hundred  pounds  has  only  eight  pints.  A  patient 
may  recover  after  losing  one-third  the  total  quantity,  and  dies  if 
One-half  is  lost.  The  limits  ,,1"  a  hemorrhage,  therefore,  are  ap- 
parent.    Then.  \>«>.  hemorrhage  must  be  taken  well  in  hand  early. 
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because  one  does  not  know  how  successful,  or  how  quickly  suc- 
cessful the  various  hemostatic  measures  may  be. 

Considering  all  those  facts,  it  is  the  course  of  wisdom  to  con- 
sider every  hemorrhage  over  a  pint  as  serious,  to  step  in  early  to 
combat  such  loss  and  to  not  waste  time  on  inefficient  or  slow 
methods  of  procuring  hemostasis. 

The  following  obstetric  authorities  recommend  the  use  of  the 
utero-vaginal  tampon  in  post-partum  hemorrhage,  but  are  by  no 
means  all:  Diihrssen,  Kustner,  Leopold,  Auvard,  Fraipont, 
Dohrn,  Walcher,  Benckiser,  Fritsch,  Zweifel,  Schaeffer,  Schauta, 
Spicgelberg  (Wiener). 

Among  American  authors,  Jewett,  Davis,  Parvin,  Grandin,  Jar- 
man.  J.  C.  Webster.  Hirst,  Reynolds. 

For    cervix    tears,    Olshausen,    Veit,    Kleinwachter,    Ahlfeld. 

USE  OF  TIIK  TAMPONADE  IX   PLACENTA   PREVIA. 

The  writer  rinds  little  use  for  this  measure.  In  cases  of  hemor- 
rhage from  placenta  previa,  if  the  patient  is  where  she  can  be 
definitively  treated,  the  tampon  has  no  place.  If  it  is  necessary  to 
transport  the  patient,  or  if  one  is  waiting  for  help  or  instruments, 
the  vagina  should  he  tightly  tamponed  to  prevent  an  unnecessary 
loss  of  blood. 

The  tamponade  to  induce  labor  is  one  of  the  milder  measures 
toward  this  end.  It  may  very  advantageously  be  combined  with 
the  use  of  soft  rubber  bougies.  After  the  bougie  is  inserted 
the  writer  packs  the  cervix  with  weak  iodoform  gauze,  and  then, 
also,  the  vagina.  Pains  are  more  rapidly  brought  on  than  by  the 
simnle  use  of  the  bougies.  The  cervico-vaginal  tamponade  alone, 
for  the  induction,  has  been  used  by  several  operators  and  with 
fair  success,  though  Keitler  and  Pernitza10  give  a  contrary  opinion. 

II. 

The  Use  of  the  Tamponade  in  Abortions. — The  vaginal -tampon 
is  a  standard  and  useful  treatment  of  certain  conditions  occurring 
in  abortion,  but  the  writer  wishes  to  recommend  a  procedure  that 
is  not  generally  practiced,  for  the  treatment  of  incomplete  abor- 
tions, and  for  the  induction  of  abortion  for  therapeutic  pur] 

When  part  of  the  ovum  is  expelled  and  it  is  impossible  or  un- 
desirable to  forcibly  dilate  tin-  uterus  and  remove  the  remainder. 

'Keitler  and  Pernitza.    Berichte  aus  der  II.  Geburts.  Klinik,  Wien,  1002. 
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a  safe  course  is  to  pack  the  uterine  cavity  with  a  thin  strip  of 
gauze,  then  tampon  the  vagina  tightly  with  sterile  cotton,  and 
leave  the  case  till  next  day.  The  cervix  will  then  be  found  soft 
and  easily  dilatable,  if  not  fully  dilated,  and  the  gauze  with  uterine 
contents,  expelled  on  top  of  the  cotton  tampon. 

In  inducing  therapeutic  abortion  the  sac  may  be  punctured,  the 
amniotic  cavity  packed  with  gauze,  and  then  the  vagina,  as  above 
described.  This  may  be  done  without  anesthesia,  and  on  the  next 
day  the  cervix  will  be  found  softened,  or  even  fully  opened,  so 
that  the  removal  of  the  uterine  contents  is  an  easy  matter.  Abor- 
tion performed  thus,  in  two  sittings,  is  much  less  likely  to  leave 
injuries  in  the  cervix,  and  where  haste  is  not  necessary  the  method 
is  to  be  preferred. 

The  utero-vaginal  tamponade  as  a  means  of  carrying  medica- 
tion to  the  parturient  tract  is  employed  by  some  accoucheurs.  The 
writer  believes  this  field  of  usefulness  is  very  restricted ;  indeed, 
that  the  procedure  is  capable  of  much  harm. 

After  cleaning  the  uterus  in  cases  of  puerperal  sepsis  and  septic 
abortion  the  utero-vaginal  tract  is  lightly  filled  with  a  4-per-cent. 
iodoform  gauze  in  one  strip.  The  main  object  of  this  is  to  pre- 
vent the  formation  of  blood  clots  in  the  uterus,  and  to  remove, 
when  the  gauze  is  withdrawn,  in  four  or  five  hours,  such  as  do 
form.  The  parturient  canal  is  then  left  severely  alone,  unless 
symptoms  point  to  the  formation  of  abscess,  when  the  case  is 
treated  on  surgical  principles. 

The  writer  believes  that  constant  manipulation  of  an  infected 
uterus,  as  by  douches,  curettage,  medicinal  applications,  packing, 
etc..  only  aggravates  the  affection  and  carries  the  poison  further, 
while  at  the  same  time  the  actual  local  benefit  derived  is  lost  in  the 
spread  of  the  disease  to  inaccessible  regions. 

This  paper  does  not  comprehend  the  use  of  the  simple  vaginal 
tampon  :  and  it  does  not  intend  to  mean  that  there  are  not  other 
occasional  cases  where  the  utero-vaginal  tamponade  may  be  em- 
ployed. 

34  Washimi  it. 
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PRIMARY  CARCINOMA  OF  THE  URETHRA   IX   THE  FEMALI1. 

REPORT    OF    A    CASE    TOGETHER    WITH    A    CRITICAL    REVIEW    OF    THE    UTKRATUBI 
RBGAKDING  THIS  RARE  FORM  OF  CANCER.' 


BY 

J.    P.   PERCY,    M.D., 
Galesburg,    Illinois. 


(With  one  illustration .) 

In  Xovember,  1898,  a  woman  was  referred  to  me  by  a  colleague, 
suffering  from  a  growth  of  the  urethral  meatus  that  was  new  in 
my  experience.  It  was  evidently  malignant^  and  therefore  the 
source  of  more  suffering  than  its  size  would  otherwise  seem  t'> 
warrant. 

In  looking  up  the  literature  of  urethral  growths  I  found  that 
I  had  happened  on  one  of  the  rarest  locations  for  cancer,  for  in 
no  statistical  list  which  I  consulted  was  cancer  of  the  urethra 
mentioned.  Frankenthal,  of  Chicago,  writing  from  the  Clinic  of 
von  Winckel  in  Munich,  in  1889,  makes  this  statement:  "Of 
primary  urethral  carcinoma  in  women  only  the  cases  of  Barden- 
heuer,  Thomas  and  von  Winckel  are  known — four  in  all."  I  then 
instituted  an  inquiry  which  began  with  the  Librarian  in  the 
Surgeon  General's  Office,  at  Washington,  D.  C,  and  extended 
into  a  personal  correspondence  with  one  hundred  surgeons  in 
various  parts  of  this  country.  At  that  time  but  two  cases  were 
reported  in  the  Index  Catalogue  of  the  Surgeon  General's  Office. 
The  one  by  T.  Gaillard  Thomas,  of  New  York,  and  the  other  by 
Jobert  in  France.  Curiously  this  latter  case  until  now  has  not 
been  mentioned  by  any  writer  on  primary  malignant  disease  of 
the  urethra.  A  more  recent  inquiry  in  Washington  (July,  1902) 
shows  that  five  additional  cases  purporting  to  be  primary  have 
been  recorded.  To  these  I  refer  below.  In  my  personal  corre- 
spondence I  chose  surgeons,  who,  because  of  their  relationship  to 
hospitals  and  clinics,  could  give  me  valuable  information  as  to 
whether,  after  all,  this  condition  was  as  rare  as  I  had  so  far  been 
led  to  believe.  I  received  a  reply  from  every  one  of  my  one 
hundred  letters.  These  were  interesting.  One  prominent  Phila- 
delphia gynecologist  reported  having  treated  "six  or  more  such  as 
you  refer  to."     Two  of  these  were  still  under  observation  at  the 

"Read  by  invitation  before  the  Chicago  Gynecological  Society.  January 
16,   1903. 
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time  he  wrote.  The  doctor  added  that  all  of  his  cases  had  occurred 
between  the  ages  of  35  and  40;  that  all  had  been  treated  by  ex- 
cision of  the  major  part  of  the  urethra  with  the  cautery  knife, 
and  that  all  of  them  had  terminated  by  general  metastasis.  The 
letter  stated  further  that  a  paper  on  this  subject,  read  before  the 
American  Medical  Association,  would  "elicit  a  report  of  large 
numbers  in  the  discussion."  The  doctor's  diagnosis  was  entirely 
clinical  and  no  attempt  was  made  to  prove  with  the  microscope 
or  otherwise  that  the  origin  of  the  growths  was  in  the  urethra. 
On  the  other  hand,  some  of  my  correspondents — surgeons,  both 
gynecological  and  general,  of  equally  large  experience  with  the 
one  just  quoted — report  never  having  seen  the  condition.     This 
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is  also  true  of  the  city  health  departments  of  Chicago  and  New 
York,  including  the  skin  and  cancer  hospital  of  the  latter  city. 

A  letter  from  Dr.  W.  B.  Coley  states  that  he  does  "not  recall 
a  single  case  in  which  the  disease  (cancer)  was  primary  in  the 
urethra."  It  is  an  interesting  fact  that  of  the  surgeons  in  the  eity 
of  Xew  York,  whom  i  reached  by  Utter  in  1899,  but  one  reported 
ever  having  seen  a  case;  he  gave  a  list  of  ten;  bul  none  of  these 
primary  in  the  urethra.  However,  within  a  year  three  cases  have 
been  reported  by  Xew  York  observers,  which  I  have  reviewed 
below. 

No  cases  were  reported  to  me  as  having  been  observed 
in     Boston,     Buffalo,     Baltimore    <»r    San    Francisco.      On    the 
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other  hand,  of  the  letters  received  from  surgeons  in  New 
York,  Chicago,  Philadelphia;  Pasadena,  Cal. ;  Columbus  and 
Cincinnati,  Ohio;  Kansas  City,  M<>. :  Rochester,  Minn.,  and 
Battle  ('reek,  Mich.,  fifty-eight  cases  assuming  to  be  this 
neoplasm  were  reported  to  me  by  thirty-one  surgeons.  Unfor- 
tunately the  majority  of  those  who  give  these  reports  do  not 
accurately  state  the  true  origin  of  the  growth,  at  least  as  to 
its  relationship  primarily  to  the  urethra.  This  delinquency 
in  the  careful  reporting  of  cases  obtains  not  alone  in  this 
country,  hut  to  a  like  degree  among  fhe  foreign  observers.  A 
good  illustration  of  this  is  the  much  referred  to  paper  of  M. 
Wassermann.4"  This  author  has  brought  together  twenty-four 
cases,  twenty-three  of  which  had  been  published  before.  The 
title  of  this  paper  is:  "Primary  Epithelioma  of  the  Urethra,"  and 
yet  a  reference  to  the  original  article  by  M.  Wassermann  shows 
that  of  the  twenty-four  cases  enumerated  by  him  in  the  female, 
seven  are  distinctly  stated  to  be  of  the  peri-urethral  variety.  But 
every  writer  on  this  subject  since  the  paper  of  M.  Wassermann 
appeared  quotes  and  refers  to  the  twenty-four  cases  as  if  they 
were  all  recorded  as  of  primary  origin  in  the  urethra.  I  expect 
to  be  able  to  show  that  but  three  of  the  twenty-four  cases  collected 
by  M.  Wassermann  really  belong  in  the  column  of  primary  urethral 
growths  and  that,  too,  on  the  evidence  of  the  original  reports. 
This  laxity  in  collecting  and  reporting  cases  will  undoubtedly 
account  for  the  comparatively  large  number  passing  current  in  the 
literature  within  a  few  years.  A  recent  work  on  Clinical  Surgery40 
in  the  article  on  "Excision  of  the  Urethra"  has  the  following : 
"This  operation  may  be  indicated  for  Epithelioma  of  the  meatus, 
a  condition  which  is  not  very  uncommon.*'  Without  a  doubt  this 
statement  has  been  inspired  by  the  growing  number  of  cases  re- 
ported under  the  name  of  urethral  cancer;  and  always  the  infer- 
ence is  that  they  are  primary.  On  the  other  hand  Skene,  in  his 
work  on  diseases  of  women,  in  the  section  on  Epithelial  Neo- 
plasms, says:  "The  existence  of  cancerous  disease  of  the  female 
urethra  as  a  primary  affection  is  greatly  doubted  by  many  authors, 
but  it  probably  does  occasionally  occur.  Indeed,  as  a  secondary 
disease,  it  is  quite  rare.  for.  when  extending  from  the  uterus  or 
neighboring  organs  to  the  bladder,  death  as  a  rule  results  before 
the  urethra  is  involved.  In  cases  where  life  is  usually  prolonged 
the  disease  seldom  attacks  more  than  the  vesical  portion  of  the 
canal.     Extension  from  the  outer  genitals,  which  are  very  rarely 
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affected  with  cancerous  disease  (to  the  urethra)  is  still  more  un- 
common, and  possibly  has  never  occurred." 

Dr.  Frankenthal  quotes  Professor  Zemann,  of  Vienna,  who  in 
a  personal  communication  stated  that  he  had  never  seen  a  case 
of  primary  carcinoma  of  the  female  urethra  and  that  there  was 
no  specimen  in  the  museum.  The  same  answer  was  also  obtained 
from  Professor  Orth,  now  of  Berlin,  and  he  added  that  all  cases 
should  be  reported  on  account  of  their  rarity. 

Some  writers  have  tried  to  solve  the  reasons  for  the  infrequency 
of  these  growths.  This  is*  a  difficult  question  and  its  elucidation 
has  not  been  aided  by  the  explanations  so  far  attempted.  It  is 
interesting-  to  note  that  no  case  of  malignant  disease  of  the  urethra 
has  been  reported  as  occurring  in  children.  In  an  article  recently 
published34  on  "Malignant  Disease  of  the  Kidney  in  Childhood" 
I  have  called  attention  to  the  fact  that  malignancy  of  the  urinary 
tract  occurs  most  frequently  in  the  kidneys  and  at  a  period  of 
life  ante-dating  the  tenth  year. 

I  find  but  one  case  of  primary  urethral  carcinoma  in  women 
reported — that  by  Frankenthal,  in  which  there  was  an  antecedent 
history  of  cancer  in  the  patient's  family. 

I  wish  now  to  make  briefly  a  critical  review  of  the  cases  of 
primary  urethral  cancer  in  women  reported  in  the  literature,  and 
I  shall  commence  with  the  paper  of  Wassermann. 

By  an  examination  of  the  original  reports  of  the  cases  collected 
by  this  writer  it  will  be  found  that  the  one  credited  to  Reich  el, 
and  enumerated  in  M.  Wassermann's  list  as  number  seventeen,  is 
dubious  when  the  original  article  is  read.  Reichel  closes  the  report 
of  his  case  as  follows :  "The  primary  point  of  departure  of  this 
disease  is  naturally  in  cases  already  far  advanced,  determined  with 
great  difficulty  or  no  longer  with  absolute  certainty;  but  it  gen- 
erally appears  to  correspond  to  the  external  orifice  of  the  urethra." 

Zweifel  (case  22,  Wassermann)  refers  to  the  fact  of  the  urethra 
in  his  case  being  surrounded  by  a  fungoid  growth  which  was 
ulcerated  and  involved  the  clitoris.  This  fact  makes  the  primary 
origin  of  the  growth  in  the  urethra  doubtful.  When  any  anatom- 
ical structure  adjacent  to  the  urethra  is  involved  with  it  in  the 
malignant  process  at  the  time  of  the  first  examination  of  the 
patient,  the  true  origin  of  the  growth  must  always  remain  in 
doubt.  A  case  which  I  was  fortunate  enough  to  see  was  one  of 
carcinoma  of  the  urethra  following  a  like  process  of  the  anus. 
Between  these  two  points  were  little  islands  or  buds  of  aberrant 
cells   at    varying  distances    from   each  other.      My  own  belief  is 
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that  the  primary  origin  of  this  particular  growth  was  the  anus, 

and  that  the  urethra  was  involved  secondarily.  1  merely  assumc 
this,  however,  basing  it  on  the  fact  that  the  carcinoma  of  the  anus 
was  so  much  greater  in  extent  than  the  invi  ilvement  of  the  urethra. 
At  any  rate  it  is  clear  that  these  little  cancerous  buds  were  the 
points  of  communication  or  of  the  infection  between  the  anus  and 
the  urethra  regardless  of  the  primary  focus.  I  may  add  in  passing 
that  it  would  seem  from  a  study  of  the  cases  reported  that  those 
which  are  probably  primary  in  the  urethra  extend  by  involving 
the  deep  pelvic  structures,'  and  especially  the  glands,  both  pelvic 
and  inguinal.  The  so-called  peri-urethral  (or  vulvo-urcthral,  as 
Ehrendorfer  would  designate  it)  form  of  cancer  spreads  by  in- 
volving the  more  superficial  adjacent  tissues.  This  does  not 
agree  with  the  statement  of  Melchori  and  Riberi  (quoted  by  von 
Winckel ) .  who  state  that  in  the  peri-urethral  form  the  pelvic  con- 
nective tissues  become  involved  early  in  the  disease.  However. 
a  careful  analysis  of  the  undoubted  primary  cases  reported  will, 
I  am  sure,  show  that  this  is  an  error.  To  refer  again  to  the  case 
of  Zweifel1,  as  stated  above,  there  was  too  extensive  an  involve- 
ment of  tissues  other  than  those  of  the  urethra  at  the  time  of  the 
first  examination  of  the  patient  to  give  it  an  undoubted  place 
as  an  example  of  true  primary  urethral  carcinoma.  This  case  is 
chiefly  interesting  because  of  the  extensive  employment  of  sur- 
gery wdiich  was  necessary  for  its  removal.  Not  only  was  the 
usual  circular  incision  around  the  urethra  made,  but  to  this  was 
added  a  symphyseotomy,  laparotomy;  and  a  removal  of  the  lowrer 
part  of  the  bladder,  together  with  the  urethra  and  clitoris  in  their 
entirety  after  division  of  the  anterior  vaginal  wall.  A  vesico- 
abdominal fistula  was  then  established  which  completed  the  opera- 
tion. The  patient  fully  recovered  from  this  and  at  the  end  of 
seven  months  there  had  been  no  recurrence  of  the  growth. 

Case  24,  Wassermann,  treated  by  Albarran,  is,  according  to 
the  original  article,  one  of  cancer  of  the  penis  in  a  male.  This 
reporting  of  cases  of  cancer  occurring  in  the  male  penis  in  articles 
which  presume  to  deal  exclusively  with  this  disease  in  urethra  of 
the  female  is  not  infrequent.  Again,  this  is  true  of  case  18, 
Wassermann.  where  a  male,  aet.  64,  suffered  from  cancer  involv- 
big  chiefly  the  bladder  and  perineum. 

Case  20,  Wassermann,  reported  in  the  thesis  of  Sigmund  <  Jold- 
schmidt,  under  the  microscope  proved  to  be  a  fibroma. 

Case  number  1.  Wassermann.  by  M.  Lahaye,60  found  in  the 
memoirs  of  Biberi  is  given  in  the  original  as  a  primary  scirrhus  of 
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the  vestibule  of  the  vulva.  When  the  case  first  presented,  the 
general  involvement  was  so  extensive  that  a  correct  knowledge 
of  its  primary  origin  was  impossible. 

Case  II,  in  Wassermann's  series,  reported  by  Soullier  from 
Peairs  Clinic,  in  1889,  is  also  very  doubtful  as  to  its  origin.  As 
much  can  be  said  of  Case  No.  13,  also  in  M.  Wassermann's  list, 
from  the  thesis  of  Picque,  reported  by  Soullier.  There  was  pro- 
lapse of  the  uterus  and  the  report  states  that  its  neck  "is  situated 
at  the  anterior  pole  of  the  tumor  whose  surface  is  furrowed  by 
large  transversal  ulcerations."  "At  the  top  of  this  tumor  the 
urinary  meatus  opens.7'  This  description  is  too  indefinite  and 
compares  with  some  of  the  reports  which  were  received  in  my 
personal  correspondence  of  cases  which  had  to  be  rejected  because 
of  the  indefiniteness  of  their  delineation. 

The  case  of  Bardenhauer7  (No.  7,  Wassermann),  referred  to 
as  carcinoma,  when  the  original  is  consulted  does  not  prove  to  be 
this.  To  quote  Bardenhauer,  "the  diagnosis  was  doubtful,"  and 
as  no  attempt  was  made  to  prove  the  origin  of  the  growth  by  a 
microscopical  examination,  this  view  of  the  case  must  be  accepted. 
It  is  interesting  to  note  that  this  is  one  of  the  four  cases  referred 
to  as  certainly  genuine,  not  only  by  Frankenthal,  but  by  nearly 
all  who  have  written  on  this  subject. 

Of  von  Winckel's2  two  cases  (9  and  10,  Wassermann),  but  one 
can  be  considered  as  primary  in  the  urethra.  Both  of  these  cases 
are  reported  in  a  model  way  in  the  author's  work  on  the  "Path- 
ology of  the  Sexual  Organs  in  Women  ;w  but  why  the  one  num- 
bered 10,  by  Wassermann,  because  of  the  involvement  of  the 
bladder  and  other  structures  should  be  included  in  a  list  purport- 
ing to  be  made  up  exclusively  of  primary  cases  of  urethral  car- 
cinoma, is  difficult  to  understand.  The  other  (No.  9,  Wasser- 
mann) is  undoubtedly  a  true  primary  malignant  growth.  The 
pathological  report  was  made  by  Birch-Hirschfeld. 

The  two  cases  in  Wassermann's  list  (Nos.  16  and  17)  quoted 
from  Reich  el,  have  a  questionable  place  there.  I  have  already 
quoted  Reichel,  who  said  that  in  an  advanced  case  it  was  ex- 
tremcly  difficult  to  accurately  locate  the  primary  focus.  This  can 
In-  said  <>f  both  of  his  cas--.  and  where  accuracy  is  t he  essential 
thing  they  should  not  be-  included  if  tliere  is  a  reasonable  doubt. 
M.  Wassermann  states  thai  one  of  Reichel's  cases  (No.  17)  was 
an  epithelioma,  bul  tin-  author  in  his  original  report  of  his  case 
states  that  no  microscopical  examination  was  made  from  this 
tumor. 
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Emile  Dauny  (No.  23,  Wassermann)  reports  his  case  as  fol- 
lows: "There  exist  on  the  walls  of  the  vagina  three  small 
secondary  cancerous  buds,  one  ;it  a  poinl  corresponding  to  the 
middle  part  of  the  urethra,  a  second  on  the  left  vaginal  wall,  the 
third  at  the  union  of  the  right  wall  and  the  anterior  wall."  This 
quotation  from  the  original  paper  of  Dauny  regarding  his  case 
make  it  necessary  to  reject  it  as  one  of  certain  primary  origin 
in  the  urethra. 

I  operated  July  18,  1901,  on  a  case  of  carcinoma  of  the 
anus  in  which  there  also  existed  a  secondary  (  ?)  car- 
cinoma of  the  outer  portion  of  the  urethra.  Between  the  anus 
and  urethra  there  was  to  be  found  a  number  of  "small  second- 
ary cancerous  buds."  It  is  evident,  therefore,  that  when  a  case 
of  tumor  of  the  urethra  is  first  seen  and  in  addition  there  is  some 
involvement  in  ever  so  slight  a  degree  of  the  adjoining  structures, 
that  the  certain  primary  development  of  the  growth  in  the  urethra 
must  always  remain  in  doubt.  In  my  own  case,  just  referred  to — 
of  cancer  of  the  anus  with  secondary  (?)  involvement  of  the 
urethra — the  little  islands  of  cancer  were  not  larger  than  one- 
eighth  of  an  inch.  But  when  the  secondary  growth  in  the  urethra 
to  which  they  probably  gave  rise  was  first  seen  it  had  developed 
at  least  eight  times  the  diameter  of  any  one  of  the  intervening  can- 
cerous islands  between  the  urethra  and  anus.  Danny's  case  is  not 
unlike  this  (vulvo-urethral)  case  of  mine,  and  as  I  am  in  doubt 
the  primary  origin  of  the  malignant  process  in  my  patient, 
so  must  we  remain  likewise  in  doubt  concerning  a  case  where  there 
are  "secondary"  (  ?)  cancerous  buds. 

In  order  to  estimate  accurately  how  frequently  primary  cancer 
of  the  urethra  occurs  it  is  necessary  that  all  cases  should  he  ob- 
served in  the  earliest  stages  of  development.  This  investigation 
of  the  original  reports  of  the  twenty-four  cases  enumerated  by 
Wassermann  leaves  us  with  but  three  female  subjects,  the  unfor- 
tunate victims  of  cancer  primarily  developing  in  the  urethra.  The 
three  were  originally  reported  by  Thomas,  Low  and  von 
Winckel. 

The  case  of  Dietzer,  operated  upon  by  Veit  (No.  19,  Wasser- 
mann), if  considered  at  all  should  be  placed  in  the  doubtful 
column  of  primary  urethral  growths  because  of  the  involvement 
of  the  clitoris.  This  leaves,  then,  twenty-one  of  the  cases  col- 
lected by  M.  Wassermann  out  of  the  question  as  primary  urethral 
growths  in  the  female  urethra. 

M.  Wassermann  ascribes  t  1  Melchiori  the  honor  of  being  the 


464    PERCY:    PRIMARY    CARCINOMA    OF    URETHRA    IN    FEMALES. 

first  to  operate  on  cases  of  malignant  disease  of  the  urethra. 
Melchiori  reported  his  first  case  in  1854.  Lahaye,50  in  his  thesis, 
credits  Riberi  with  an  operation  on  cancer  of  the  urethra  June  2, 
1844,  and  considers  him  first. 

M.  Jobert5  reports  a  case  operated  upon  by  him  in  1852.  A 
careful  perusal  of  this  article  makes  interesting  reading.  From 
it  one  learns  that  in  Jobert's  day  the  rarity  of  primary  malignant 
disease  of  the  urethra  was  recognized.  Incidentally  one  learns  also 
that  the  use  of  the  silver  salts  in  the  form  of  an  ointment  was 
considered  even  in  that  day  valuable  in  treating  infectious  pro- 
cesses, such  as  erysipelas.  This  writer  commences  his  paper  with 
the  following  words :  "Most  authors  who  have  written  upon 
cancer  of  the  urethra  in  the  female  have  only  described  those 
which  have  developed  originally  in  some  other  part  of  the  genital 
organs.  Primary  cancer  of  the  urethra  is  a  rare  affection,  and 
I  know  of  only  two  cases,  one  of  which  is  described  by  Mine. 
Boivin  in  her  work,  while  the  other  occurred  in  my  service  in  a 
woman  aged  56  years."  He  then  goes  on  to  describe  very  accu- 
rately what  would,  in  the  absence  of  a  microscopical  report,  appear 
to  be  a  primary  case  of  malignant  disease  of  the  structure  under 
consideration.  At  any  rate  Jobert  is  careful  to  note  that  there 
was  no  involvement  of  the  tissues  other  than  the  urethra  in  the 
pathological  process  when  the  patient  was  first  observed  by  him. 
He  operated  and  removed  the  urethra  completely  down  to  the  neck 
of  the  bladder. 

The  other  case  referred  to  by  M.  Jobert  is  to  be  found  in  a 
work,  in  two  volumes,  by  a  Frenchwoman,  Mme.  Boivin.8  This 
case  came  under  observation  October  26,  1828,  and  the  descrip- 
tion, together  with  the  plate  which  accompanies  the  report  of 
what  was  found,  is  most  interesting,  leaving  no  doubt  in  the  mind 
of  the  reader  that  this  case  was,  as  stated  by  Jobert,  a  true  example 
of  the  primary  growth  in  the  urethra.  Additional  weight  is  added 
to  this  statement  by  the  fact  that  the  patient  died  later  in  her  own 
country,  Holland,  of  cancer  of  the  stomach. 

In  1897,  Dr.  Hottinger,11  of  Zurich,  published  a  paper  entitled 
"Primary  Carcinoma  of  the  Urethra."  This  paper,  like  that  of 
M.  Wassermann,  treats  of  this  disease  in  both  the  male  and  female. 
Hottinger  quotes  freely  from  Wassermann's  paper  and  makes  the 
statemenl  that  it  is  the  best  that  has  so  far  appeared  on  this  sub- 
ject. This  author  refers  to  three  cases  treated  by  Kaufmann,"  but 
as  they  wen-  all  in  the  urethra  of  males  it  is  unnecessary  to  dis- 
cuss them  further  here.     He  also  adds  that  t lie  twenty-four  cases 
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reported  in  the  list  compiled  by  Wassermann  are  all  of  the  primary 

urethral  class,  something  which  1  think  this  paper  will  show  to  be 
an  egregious  error.  Again,  Dr.  Hottinger  makes  the  mistake  that 
all  writers  on  this  subject  seem  t<>  have  made,  viz.,  of  reporting 
cases  under  the  caption  of  "Primary"  and  then  going  on  to 
enumerate  any  ami  all  forms  of  erosive  diseases  occurring  in  this 
region  as  primary  malignant  growths  of  the  urethra.  These  re- 
ports are  not  infrequently  very  incomplete  from  a  descriptive 
standpoint,  and  also  many  of  them  are  not  accompanied  by  a 
microscopical  diagnosis.  This  loose  method  of  reporting  is  most 
unfortunate  because  it  tends  to  confuse  what  would  otherwise  be 
valuable  facts.  At  the  same  time  it  compels  the  circumspect  ob- 
server to  carefully  review  all  of  the  work  done  on  a  given  subject 
by  those  who  have  taken  it  up  before  him.  Dr.  Hottinger  refers 
to  some  cases  that  are  not  reported  in  the  paper  by  M.  Wasser- 
mann. These  references,  however,  are  merely  copied  by  him 
from  the  Index  Catalogue  of  the  Surgeon  General's  Office,  Vol. 
\Y,  1894,  and  in  each  instance  erroneously  infers  that  the  papers 
by  Lyman,11  Martin,1*  Mears  (Urethra  of  the  Male),  Dunn,12 
Weisinger.  "  Goldberg,14  and  Cabot42  (Male  Urethra)  are  all 
examples  of  primary  urethral  carcinoma.  Hottinger  says  in  his 
paper  that  he  wants  to  add  the  above  seven  cases  to  the  list  col- 
lected by  M.  Wassermann.  I  have  examined  the  original  reports 
of  these  seven  cases  and  find,  as  above,  that  two  are  of  the  male 
urethra.  Of  the  remaining  cases,  that  of  Lyman  is  one  not  only 
of  epithelioma  of  the  urethra  but  of  the  base  of  the  bladder  as 
well.  Indeed,  involvement  of  tissues  of  the  urethra  at  the  time 
of  the  first  examination  of  this  patient  was  so  extensive  that  it 
should  be  excluded  at  once  from  any  further  consideration  as  a 
primary  urethral  case.  The  case  that  this  author  also  refers  to  as 
reported  by  Dunn  is  purely  an  example  of  the  peri-urethral  type 
of  the  disease.  The  case  is  interesting,  however,  from  the  fact 
of  the  extensive  employment  of  surgery  which  was  necessary  for 
the  relief  of  the  patient.     The  operation  was  performed  in  two 

- :  First,  a  supra-pubic  urinary  fistula  was  established,  to- 
gether with  the  removal  of  all  of  the  infected  inguinal  glands.  At 
the  second  operation  the  entire  mass  primarily  affected  was  re- 
moved.  This  included  the  nympha?,  clitoris,  vestibule,  urethra  and 
a  portion  of  the  anterior  vaginal  wall,  hack  to  and  including  an 
inch  of  the  vesical  neck  with  closure  of  the  bladder  from  below. 
"Six  months  afterward  her  condition  was  satisfactory  and  com- 
fortable."    The  author  also  states:     "So  far  as  known,  the  pro- 

30 
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cedure  adopted  in  the  above  case  is  without  precedent  in  the  treat- 
ment of  carcinoma  of  the  female  urethra  and  vesical  neck."  It 
is,  however,  paralleled  by  the  cases  of  Zweifel  (1893)  ;  of  Weis- 
inger  (1894)  ;  of  Goldberg  (1896)  and  also  by  that  of  Rydygier  51 
(1886).  In  this  latter  case  the  urine  was  conducted  into  the 
rectum  through  a  recto-vaginal  fistula. 

The  case  of  Martin,  to  which  Hottinger  refers,  is  also  not  a 
true  example  of  primary  urethral  carcinoma  when  the  original 
paper  by  Martin  is  consulted.  True,  there  was  retention  of  urine 
from  obstruction  of  the  urethra  by  a  malignant  growth.  But 
when  the  case  was  first  seen  "the  anterior  vaginal  wall  was  thick- 
ened" and  there  was  a  perforation  of  the  urethra  2  cm.  from 
the  meatus  which  communicated  with  the  vagina,  and  it  was  large 
enough  to  allow  the  point  of  a  silver  sound  to  pass.  No  micro- 
scopical report  is  given.  Autopsy  disclosed  surgical  kidneys, 
together  with  an  ovoid  growth  surrounding  the  urethra  "on  all 
sides  the  size  of  large  egg  of  hen  formed  of  cancerous  tissue." 
"The  superior  wall  of  the  vagina  was  invaded  by  the  destructive 
process  and  partly  destroyed ;  it  communicated  with  the  channel 
of  the  urethra  for  quite  an  extent." 

The  case  of  Weisinger,  only  referred  to  by  Hottinger,  cannot 
be  included  as  a  primary  urethral  case  because  when  the  patient 
was  first  examined  there  was  extensive  involvement  of  the  fundus 
of  the  bladder.  The  operative  treatment  of  the  case,  however,  is 
interesting.  After  extirpation  of  the  fundus  of  the  bladder  an 
"extra-peritoneal  oblique  fistula  was  formed."  The  bladder  was 
emptied  through  this  fistula  by  the  aid  of  Nelatons  catheter.  "The 
operation  was  successful  and  the  patient  recovered  nicely." 

Another  case  mentioned  by  Hottinger,  but,  as  above,  not  re- 
viewed by  him.  is  that  of  Dr.  Goldberg.  This  case  was  reported 
at  a  meeting  of  the  Gynecological  Society  in  Dresden,  February 
10.  1896.  This  is  also  not  a  case  of  primary  malignant  disease 
of  the  urethra  and  should  not  be  reported  in  a  paper  purporting 
to  treat  of  this  subject.  The  report  is  valuable,  however,  because 
of  the  extensive  operation  performed.  This  was  followed  by  the 
making  of  an  artificial  urethra  through  the  formation  of  an  extra- 
peritoneal  oblique  fistula  above  the  symphysis,  after  the  method 
of  W'itzcl. 

I  lottinger  gives  place  in  his  paper  to  the  report  of  a  case  of  his 
own,  which  is  undoubtedly  genuine.  He  describes  it  thoroughly 
and  beautifully.  II'-  states  whal  I  believe  to  be  the  very  essential 
thin-  to  designate  in  these  cases  when  reporting  them  as  primary 
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in  the  urethra,  viz. :  "Examination  showed  normal  conditions  of 
the  body.  The  local  examination  reveals  in  place  of  the  urethral 
orifice  a  knobby  tumor.  sclerotic,  external,  hard,  which  when 
touched  caused  pain  and  hied  easily;  size  of  chestnut  Clitoris 
and  its  surrounding  tis>iH>,  a-  well  as  the  labia  were  free  from 
it:  vagina  also  was  normal.  No  hypertrophy  of  the  inguinal 
glands.  Behind  the  tumor  the  enlarged  urethra  could  easily  be 
felt,  together  with  the  fully  distended  bladder.  To  locate  the 
urethral  orifice  was  not  so  easy,  being  situated  in  the  middle  of 
a  cirrhotic  mass  and  only  a  very  thin  catheter  could  be  passed." 
The  microscopical  diagnosis  was  made  by  Professor  Ribhert.  It 
was  pavement  epithelium  carcinoma  of  the  scirrhus  variety. 

Hottinger  makes  the  following  observations,  which  I  consider 
a  good  epitome  of  the  clinical  knowledge  at  present  obtainable 
regarding  the  later  stages  of  these  growths.  "In  cases  of  women," 
says  Hottinger,  "it  is  generally  a  tumor  which  starts  from  the 
urethral  orifice,  going  forwards  across  the  pubis,  reaching  the 
bladder  and  infiltrating  the  vagina."  The  consequences  are : 
"Ulceration,  destruction  of  the  urethral  orifice,  followed  by  nar- 
rowing of  the  urethra,  causing  retention  of  urine,  hemorrhage, 
painful  micturition  and  coition." 

Hottinger  also  states  that  three  cases  have  been  reported  by 
Fritsch.  A  reference  to  the  original  reports  of  these,  as  found 
in  the  fourth  edition  (1889)  of  a  work  on  diseases  of  women  by 
Fritsch.  will  show  that  just  five  lines  have  been  given  to  the 
report  of  the  three.  From  another  source  I  have  learned  that  one 
of  these  was  in  the  urethra  of  the  male.  In  the  last  edition  of  his 
work,  Fritsch1"'  reports  six  cases  and  gives  but  six  lines  to  the 
lot.  Manifestly  none  of  these  can  be  accurately  determined  as 
belonging  to  a  group  of  true  primary  urethral  carcinomas. 

Schramm's16  article  "which  furnishes  an  example  of  genuine 
urethral  carcinoma"  cannot  be  stated  so  positively  to  be  this 
when  the  original  report  of  the  clinical  and  pathological  findings 
are  considered.  The  patient  when  first  examined  was  already 
cachetic  and  the  growth  involved  the  upper  part  of  the  labia 
minora  on  both  sides  and  extended  along  the  urethra  to  the  neck 
of  the  bladder.  The  involvement  of  the  urethra  was  so  complete 
that  the  urine  constantly  dripped  away.  It  could  be  voided  with 
but  a  slight  degree  of  force.  The  microscope  showed  the  growth 
to  be  one  of  pavement  epithelium. 

An  excellent  report  of  an  undoubted  case  of  primary  melano- 
sarcoma  of  the  female  urethra  by  Charles  A.  L.  Reed,0  of  Cin- 
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cinnati,  is  to  be  found  in  the  transactions  of  the  American  As- 
sociation of  Obstetricians  and  Gynecologists.  The  case  is 
especially  interesting  because  it  is  the  first  and  only  one  of  primary 
melano-sarcoma  reported  in  the  literature.  This  case,  together 
with  the  one  reported  by  Vineberg17  answers  the  requirements 
demanded  by  Hottinger,  viz.,  that  an  examination  should  show 
no  other  portion  of  the  whole  body  involved  in  the  malignant 
process  except  the  urethra.  Vineberg's  case  under  the  microscope 
proved  to  be  a  flattened  cell  carcinoma.  This  author  makes  the 
same  mistake  that  I  have  referred  to  as  being  common  among 
nearly  all  who  have  attempted  to  write  on  this  subject,  of  accept- 
ing the  report  of  the  cases  in  the  literature  without  question. 
Practically  he  assumes  that  the  twenty-four  cases  mentioned  by 
Ehrendorfer  all  developed  primarily  in  the  urethra.  The  gen- 
eralizations to  be  found  in  the  paper  of  Ehrendorfer  make  it  valu- 
able in  everything  but  the  resume  which  he  gives  of  the  literature. 

Most  of  the  cases  quoted  are  from  the  paper  by  M.  Wasser- 
mann,  and  I  think  that  I  have  shown  that  but  three  of  these  will 
bear  critical  investigation  to  prove  their  primary  origin  in  the 
urethra.  The  additional  cases  reported  by  Ehrendorfer  and  which 
are  not  found  in  Wassermann's  paper  are  the  following :  Hot- 
tinger (already  reviewed)  ;  Bosse  (according  to  Ehrendorfer  this 
is  Bosse-Braun),  and  his  own,  which  he  states  is  not  an  example 
of  the  primary  urethral  form  but  rather  an  example  of  the  peri- 
urethral variety  of  the  disease  or  vulvo-urethral,  as  Ehrendorfer 
would  describe  it. 

I  am  convinced  that  it  is  only  by  being  fortunate  enough  to 
have  the  recorded  experience  of  observers  who  see  these  cases 
early  and  report  them  fully  that  anything  of  definite  and  per- 
manent value  will  come  for  their  accurate  study.  Only  in  this 
way  can  the  statement  of  Skene  be  proved  or  disproved,  that 
the  "existence  of  cancerous  disease  of  the  female  urethra  as  a 
primary  affection  is  greatly  doubted  by  many  authors." 

1  can  well  concur  in  the  advice  of  Ehrendorfer  that  every  ex- 
amination of  the  genital  organs  of  woman  should  include  a  careful 
inspection  of  the  urethra  for  any  abnormality  of  this  region,  and 
especially  SO  when  any  difficulty  with  the  normal  physiological 
function  of  the  parts  is  complained  of,  and  that  this  vigilance 
should  extend  to  the  post  mortem  and  dissecting  rooms  as  well. 

The  paper  of  Bosse,19  quoted  by  Ehrendorfer,  is  the  report  of 
a  case  of  peri-urethral  cancer  in  a  woman  57  years  of  age  and 
operated  upon  by  Braun.     In  Virchow's29  Jahresbericht  there  is 


PERCY:    PRIMARY    CARCINOMA   OF    URETHRA    IN    FEMALES.    4''/ 

an  ali-tract  of  a  case  also  by  Bossc  of  periurethral  carcinoma 
occurring  in  a  woman  _'5  years  of  age.  Whether  this  is  the  same 
case  as  the  one  referred  to  by  Ehrendorfer,  1  am  unable  to  say. 
In  both  publications  the  cases  arc  reported  in  the  same  year,  [897. 

In  the  paper  by  Vineberg,  already  referred  to,  attention  is 
called  to  seven  cases  in  addition  to  his  own.  'The  one  observed 
by  him  comes  up  to  all  of  the  requirements  previously  enumerated 
as  necessary  when  a  diagnosis  is  made  of  the  primary  development 
of  a  malignant  growth  in  the  urethra.  But  why  he  should  report 
the  cases  of  McGill,20  of  C.  ECynock,81,  of  J.  Kiddle  Goffe,22  and 
of  Sandelin80  as  examples  of  this  condition  is  difficult  to  under- 
stand. McGill  in  his  article  in  the  London  Lancet  writes  more 
especially  on  the  repair  of  extensive  vesico-vaginal  fistula  and 
the  aid  to  be  derived  in  their  closure  from  making  a  supra-pubic 
urinary  fistula.  He  evidently  had  no  idea  of  classifying  the 
pathology  of  his  patient  with  those  who  had  a  primary  growth  in 
the  urethra.  This  could  not  be  done  because  not  only  was  the 
urethra  and  vagina  of  this  patient  involved  hut  the  bladder  as 
well. 

Again  Vineberg  refers  to  the  paper  by  ECynock,  who  reports  a 
case  similar  to  those  under  discussion.  That  it  can  certainly  be 
classed  among  the  primary  malignant  growths  of  the  urethra  is 
doubtful.  Had  the  patient  been  seen  earlier  in  the  development 
of  the  tumor  it  would  perhaps  have  proven  to  be  this.  But  accord- 
ing to  the  report,  when  the  patient  was  first  seen  :  "The  floor  and 
labia  walls  were  indurated  from  cancerous  infiltration,  which  ex- 
tended nearly  to  but  did  not  appear  to  involve  the  neck  of  the 
bladder  and  internal  sphincter."  Microscopical  diagnosis — 
"Typical  epithelioma  with  abundant  cells  nests." 

Until  the  question  of  what  really  constitutes  a  case  of  primary 
cancer  of  the  urethra  in  women  is  settled,  all  cases  in  which  any 
other  part  than  the  urethra  is  found  involved  at  the  first  examina- 
ton,  should  not  be  considered. 

Again,  the  case  reported  by  Sandelin  is  referred  to  by  Vine- 
berg as  one  of  genuine  urethral  carcinoma.  It  may  have  been 
this,  but  when  the  original  article  is  reviewed  it  is  found  that  the 
author  says  that  the  "examination  showed  an  ulcerated  carcinoma 
occupying  the  whole  urethra  and  a  portion  of  the  posterior  wall." 

Dr.  Vineberg  also  mentions  a  case  by  Orthmann.  I'lifiir- 
tunately  this  case  is  very  imperfectly  reported.  There  is  no  men- 
tion of  the  use  of  the  microscope,  or  of  involvement  of  the  inguinal 
glands  or  of  the  condition  of  the  tissues  contiguous  to  the  urethra. 


47°    PERCY:    PRIMARY    CARCINOMA    OF    URETHRA    IN    FEMALES. 

Besides  this,  Orthmann  entitles  his  article  "Demonstration  of  a 
Specimen  of  a  Peri-urethral  Carcinoma."  When  the  report  of 
this  case  is  read  in  the  original  I  am  tempted  to  believe,  especially 
when  the  microscopical  description  of  the  tumor  in  situ  is  given 
that  it  could  have  been  included  with  the  primary  growths  of 
the  urethra  had  it  been  seen  earlier  and  fully  described. 

The  case  of  J.  Riddle  Goffe,  found  in  the  article  by  Vineberg, 
was  one  of  primary  epithelioma  of  the  sphincter  muscle  of  the 
bladder.  The  report  of  the  pathologist  contained  the  statement 
that  the  "microscopical  examination  demonstrates  this  tissue  to  be 
devoid  of  capsule  and  to  consist  largely  of  what  appears  to  be 
thickened  bladder  wall."  Malignant  growths  of  the  bladder  are 
rare,  but  they  do  not  compare  with  the  infrequency  of  either 
primary  or  secondary  malignant  disease  of  the  urethra. 

A  case  reported  by  Brothers23  is  also  included  by  Dr.  Vineberg 
in  his  list  of  recently  reported  neoplasms  of  the  female  urethra. 
In  this  case  there  was  considerable  hardening  of  the  tissues  about 
the  urethra  as  well  as  of  those  which  made  up  the  urethral  struc- 
tures. From  this  standpoint  the  case  again  illustrates  very  well 
one  of  the  points  I  wish  to  make  in  this  paper,  viz.,  that  when 
the  tissues  surrounding  the  urethra  are  found  abnormal,  as  if  in- 
volved in  the  pathological  process,  that  it  is  exceedingly  difficult 
to  state  the  primary  origin  of  the  growth.  From  a  clinical  opera- 
tive standpoint  this  may  make  no  difference,  but  as  a  pathological 
question  it  is  important.  In  his  article  Vineberg  says  that  he 
examined  the  specimen  from  the  Brothers'  case  and  found  that 
"it  presents  rather  the  features  of  carcinoma  of  the  anterior 
vaginal  wall  involving  the  urethra  secondarily."  In  the  next  para- 
graph he  adds:  "From  its  appearance  it  is  impossible  to  tell 
whether  it  originated  in  the  vaginal  wall  and  extended  secondarily 
to  the  urethra  or  vice  versa."  It  is  unfortunate  that  cases  like 
the  above  have  crept  into  many  of  the  articles  to  be  found  on 
cancer  of  the  urethra,  and,  as  illustrated  by  Hottinger's  paper, 
they  arc-  very  often  finally  recorded  as  primary  in  this  tube,  even 
when  the  observer  who  first  saw  them  was  doubtful  as  to  the  fact 
of  this.  Dr.  Brothers'  case  has  already  passed  into  the  literature 
as  a  primary  urethral  carcinoma,  and  in  his  article  he  adds  that 
there  are  twenty-eight  additional  cases  to  be  found  in  the  litera- 
ture. Vineberg  even  quotes  the  case  reported  by  Ehrendorfer  as 
if  it  were  primary  in  the  urethra;  vet  the  writer  makes  no  SUCh 
claim,  but  classes  it  with  the  peri-  or  vulvo-urethral  growths. 

The  article  by  C.  Jeff  Miller.'-'4  als<>  quoted  by  Vineberg,  un- 


PERCY:    PRIMARY    CARCINOMA   OX    URETHRA    IN    FEMALES.    4  7 1 

doubtcdly  adds  to  the  .statistics  a  genuine  case  of  this  rare  form 
of  malignant  growth  and  to  the  literature  an  interesting  paper 
in  reference  to  it. 

The  same  journal  in  which  the  report  of  Miller's  case  is  found 
also  contains  an  abstract  of  a  case  of  fibromyoma  of  the  urethra 
by  11.  Li.  Wctherill,-''  of  Denver.  Three  additional  cases  of  this 
kind,  together  with  a  reference  to  a  case  of  myoma  of  the  urethra, 
are  reported  in  the  work  by  Howard  Kelly"  on  operative  gyne- 
cology. I  merely  mention  these  cases  of  fibroma  and  myoma 
because  all  pathological  conditions  are  of  interest  in  the  correct 
diagnosis  of  malignancy  in  this  situation.  Kelly  also  mentions 
two  cases  of  primary  urethral  sarcoma  by  H.  Beigel:!C  and  E. 
Ehrendorfer,37  and  one  of  myxosarcoma  of  the  urethra  in  a  child 
of  three  years,  reported  by  Galabin." 

The  case  reported  by  Battle,39  mentioned  in  the  bibliography 
which  accompanies  the  article  by  Ehrendorfer,  belongs  to  the 
peri-urethral  type  of  the  disease.  The  bladder  as  well  as  the 
urethra  were  found  involved  at  the  time  of  the  first  examination. 

An  article  published  by  Cabot42  has  been  quoted  as  if  his  patient 
was  a  female.     The  growth  occurred  in  a  male. 

An  interesting  case  is  also  reported  by  Mordecai  Price.43  This 
was  one  of  primary  epithelioma  of  the  urethra  in  a  woman,  the 
subject  of  complete  laceration  of  the  perineum  of  thirty  years 
standing.  "The  perineum  had  been  torn  through  into  the  bowel 
for  a  distance  of  two  inches.  The  growth  (in  the  urethra)  was 
as  large  as  a  hulled  walnut  and  gave  great  pain  and  annoyance, 
with  a  persistent  discharge  of  pus  and  blood."  "This  condition 
had  been  produced  by  the  constant  use  of  bandages  and  cloths 
applied  to  the  parts  to  prevent  the  intestinal  discharges  from  soil- 
ing her  clothes  while  sitting  or  walking."  Dr.  Thomas  S.  K. 
.Morton  had  previously  closed  a  vesico-vaginal  fistula  for  this 
patient.  The  interference  with  the  normal  anatomy  made  the 
operation  difficult.  "The  parts  were  greatly  swollen  and  irritated 
by  the  discharge  from  both  the  bowel  and  the  malignant  growth 
at  the  mouth  of  the  urethra."  The  growth  was  fully  excised 
and  the  perineal  laceration  closed.  The  result  was  a  complete 
cure  of  both  the  laceration  and  the  malignant  condition.  From  a 
recent  personal  communication  I  learned  that  the  growth  under 
the  microscope  proved  to  be  an  epithelioma :  that  no  parts  other 
than  the  urethra  were  involved,  and  that  the  patient  died  two 
years  after  the  operation  of  acute  pneumonia  without  any  symp- 
toms of  recurrence  becoming  manifest. 
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Ebermann44  states  that  he  can  find  but  five  cases  of  primary 
urethral  carcinoma  in  the  literature.  "The  sixth  case  was  one 
I  treated  in  a  married  woman  70  years  old."  This  is  unfortunately 
all  the  information  regarding  this  patient  which  I  could  obtain. 
I  have  not  included  it  among  the  cases  enumerated  in  this  paper. 
Ebermann  believes  that  most  cancers  of  the  urethra  develop 
primarily  in  the  vagina  and  uterus,  to  involve  later  the  urethra. 
In  opposition  to  this  view  are  those  of  Skene  which  I  quote  above. 

I  believe  that  the  above  about  completes  a  review  of  every 
paper  published  and  case  reported  on  primary  malignant  disease 
of  the  urethra  since  the  one  by  Mme.  Boivin  in  1828.  In  addition 
I  have  added  two  heretofore  unpublished,  due  to  the  courtesy  of 
Drs.  A.  J.  Ochsner,  of  Chicago,  and  C.  W.  Oviatt,  of  Oshkosh, 
Wis.  I  also  add  one  which  I  personally  treated.  I  believe  that 
the  statistical  list  which  is  made  a  part  of  this  paper  contains  no 
case  of  which  there  can  be  any  doubt  either  that  it  was  primary 
in  the  urethra  or  that  it  was  malignant.  Every  case  recorded  in 
this  list — sixteen  in  all — has  been  admitted  only  after  careful  ex- 
amination of  the  original  report  has  shown  that  it  was  entitled 
to  such  a  place. 

I  wish  now  to  report  the  case  that  first  excited  my  interest  in 
primary  cancer  of  the  female  urethra. 

Mrs.  C.  P.,  aet.  38,  Sweden.  Mother  of  one  child,  a  girl  now 
fourteen  years  of  age.  This  is  the  only  history  of  pregnancy  or 
labor,  both  of  which  were  normal.  Family  history  negative. 
Personal  health  history  exceptionally  good,  marked  by  almost 
total  absence  of  illness  of  any  kind.  Menstruated  at  fourteen. 
Ts  of  normal  development  and  in  apparent  good  health  with  no 
history  or  symptoms  of  specific  disease.  A  general  physical 
examination  revealed  nothing.  Uterus  in  correct  position  and 
healthy.  No  tears  of  the  vaginal  outlet.  No  leucorrhea.  Re- 
sistance of  abdominal  walls  to  manipulation  nil.  Urine  negative 
when  drawn  with  catheter.  No  enlargement  of  inguinal,  cervical 
or  other  lymphatic  glands.  First  consulted  her  family  physician 
July  19,  1898,  because  of  dyspareunia,  but  acknowledged  that 
.it  least  two  months  previously  she  had  begun  to  suffer  frequently 
from  painful  micturition.  This  was  often  followed  by  a  per- 
sistenl  burning  sensation.  In  addition  to  these  symptoms  lan- 
cinating pains  originating  in  the  external  genitals  and  extending 
into  the  legs  were  bitterly  complained  of.  When  the  patient  first 
recognized  thai  then-  was  something  unusual  with  the  urinary 
function  she  also  noticed  that   there  was  an  occasional  discharge 
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of  blood.  This  was  Looked  upon  by  her  as  an  evidence  of  some 
irregularity  of  the  menstrual  function.  The  growth  was  diag- 
nosed as  urethral  caruncle  and  was  treated  by  applications  of  the 
solid  >tick  of  silver  nitrate.  No  influence  on  the  tumor  from  the 
treatment  was  noted  except  that  it  was  gray  in  color  from  the 
application  of  the  silver.  This  was  its  appearance  at  the  time  of 
im  first  examination,  November  jo,  [898.  At  that  time  the  base 
of  the  tumor  was  one-fourth  of  an  inch  in  diameter  and  sprang 
from  the  edge  of  the  urethra  and  its  lower  and  right  lateral  bor- 
der. There  was  also  a  slight  inflammatory  edema  (without 
hardness;  of  the  connective  tissue  adjacent  to  the  urethral  base 
of  the  tumor  on  its  right  side.  1  assumed  that  part  of  this  at 
lea>t  was  due  to  the  offensive  discharge,  which  was  very  acrid, 
compelling  the  patient  to  observe  great  care  in  not  permitting  it  to 
remain  in  contact  with  the  skin.  The  excrescence  part  of  the 
growth  was  round,  about  an  inch  in  diameter,  rather  hard  to 
the  touch  and  had  a  surface  appearance  not  unlike  that  of  the 
cauliflower.  There  was  no  spot  of  active  ulceration  and  no  bleed- 
ing at  the  time  the  patient  was  referred  to  me.  The  growth  was 
moist  as  well  as  the  part  about  it,  with  a  thin  purulent  secretion 
of  an  offensive  odor.  The  mouth  of  the  urethra  (toward  the 
left  of  the  patient)  was  overlaid  by  the  tumor.  There  was  no 
drawing  or  sagging  of  the  parts  due  to  the  weight  of  the  growth. 
By  displacing  the  tumor  to  the  right,  a  sound  could  be  easily 
passed  into  the  bladder.  Under  ether  anesthesia  the  growth  was 
twisted  free,  and  as  it  came  away  a  strip  of  the  urethra  (about 
two-thirds  of  the  diameter  and  nearly  an  inch  in  length)  remained 
attached  to  the  tumor.  With  a  knife  the  vestibule,  together  with 
what  remained  of  urethral  tissue,  was  dissected  out  down  to  the 
neck  of  the  bladder.  The  urethra  was  cut  off  within  a  fourth  of 
an  inch  of  the  bladder,  inverted  and  closed  over  with  a  layer  of 
catgut  sutures.  Over  this  another  layer  of  bladder  tissue  was 
folded,  silk  being  the  suture  material  used.  After  closing  the 
urethra  a  supra-pubic  urinary  fistula  was  established  with  the 
hope  that  permanent  closure  of  the  bladder  at  the  urethral  orifice 
would  follow.  Perfect  union  at  the  neck  of  the  bladder  did  not 
result  from  the  suturing.  Regardless  of  the  supra-pubic  opening, 
some  leakage  occurred.  The  patient  was  compelled  to  wear  a 
pad  over  the  vulva  and  sometimes  three  or  more  of  these  were 
Soiled  in  the  twenty-four  hours.  After  the  patient  was  aide  to  be 
about  she  could  completely  empty  the  bladder  by  holding  a  dish 
over  the  supra-pubic  fistula,  and  leaning  over  to  allow  the  urine 
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to  escape.  Following  this  the  patient  did  well  for  three  months, 
when  she  again  presented  herself  because  of  a  deep  inguinal  bubo 
on  the  right  side  which  was  due  to  cancer.  On  examination,  the 
right  labia  was  found  to  be  somewhat  edematous,  but  there  was 
no  other  evidence  of  recurrence  at  the  point  of  the  operation. 
Cacexia  was  evident,  however,  but  not  marked  at  this  time. 
The  inguinal  bubo  was  an  extensive  affair,  undoubtedly  reaching 
deep  into  the  pelvis.  Nothing  further  was  attempted  in  the 
way  of  treatment.  The  patient  returned  to  her  home  and  died 
nearly  ten  months  from  the  time  she  first  consulted  a  physician 
and  in  five  and  a  half  months  from  the  time  the  urethra  was 
removed. 

I  believe  that  this  growth  developed  primarily  from  the  urethra. 
When  I  first  saw  the  patient  no  other  tissues  were  involved,  so 
far  as  could  be  determined  by  careful  inspection  and,  palpation. 
More  than  this,  when  the  tumor  was  removed  by  torsion  the 
greater  part  of  the  urethral  mucous  membrane  came  with  it. 
This  indicates  the  intimate  relationship  between  the  growth  and 
the  urethra. 

Professor  William  H.  Welch,  of  Baltimore,  to  whom  the  tumor 
was  submitted  for  examination,  reported  as  follows : 

"Examination  of  microscopical  sections  from  urethral  tumor 
submitted  by  Dr.  J.  F.  Percy." 

"While  I  cannot  make  out  very  satisfactorily  from  the  sections 
the  exact  topographical  relations  of  the  tumor  to  the  urethra,  the 
character  of  the  tumor  is  apparent.  It  is  composed  of  a  con- 
nective tissue  stroma  rich  in  cells  and  of  alveoli  of  irregular  size 
and  shape,  filled  with  epithelial  cells  of  a  rather  polymorphous 
or  transitional  type,  but  on  the  order  of  flat  rather  than  cylin- 
drical cells.  There  arc  numerous  karyokinetic  figures,  many  be- 
ing irregular  and  unsymmetrical.  One  set  of  sections  shows  a 
papillomatous  or  villous  surface  of  the  tumor.  There  is  exten- 
sive necrosis  of  the  tumor  along  one  edge.  There  is  in  most  parts 
a  rich  infiltration  with  polynuclear  leucocytes.  In  places,  espe- 
cially near  the  papillomatous  parts,  the  alveoli  arc  not  completely 
filled  with  cells,  but  show  more  or  less  of  a  lumen.  Here  the 
tendency  is  toward  a  cylindrical  type  of  cell." 

"There  is  a  canal  [urethra]  running  along  one  side  of  the  tu- 
mor lined  with  cylindrical  or  transitional  epithelium,  and  this  is 
continuous  with  a  surface  covered  with  laminated  fiat  epithelium 
covering  irregular  outgrowths  of  connective  tissue." 

"Diagnosis. —  Epithelioma    of     transitional-celled     type.      The 
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type  of  epithelium  harmonizes  with  the  origin  of  the  tumor  from 
the  urethra  or  bladder." 

\\  ll.I.IA.M    i  I.    \\  ELCH. 

Diagnosis. — The    diagnosis    of    primary    carcinoma    of    the 

urethra  is  not  an  easy    problem.       The    gynecological    literature 
which   I   have  consulted  contains  nothing  on  the  importano 
distinguishing  between  a  possible  malignancy    and    .some    other 
pathological  entity.     The  failure  to  make  this  distinction  will,  1 

believe,  account  for  the  statements  of  some  recent  writers,  that 
cancer  in  this  situation  is  not  so  uncommon  as  formerly  thought. 
(  >nly  in  this  way  can  the  statement  of  my  New  York  and  Phila- 
delphia correspondents,  with  their  respective  reports  of  ten  and 
six  cases  each,  be  accounted  for.  True,  they  do  not  claim  any,  or 
at  least  all,  of  these  as  primary,  yet  when  the  rarity  of  even  sec- 
ondary carcinoma  in  this  situation  is  known,  the  enormous  in- 
dividual experience  of  these  gentlemen  is  most  unusual.  It  can 
be  explained  only  on  the  ground  of  a  mistaken  diagnosis  in  the 
larger  number  of  their  cases.  As  much  can  be  said  of  the  thirty- 
one  out  of  my  ioo  correspondents  who  gave  me  a  report  of  58 
unpublished  cases  observed  by  them.  But  the  greater  number 
of  these  were  so  imperfectly  studied  and  reported  as  to  be  use- 
less for  our  purpose. 

In  every  abnormality  of  the  female  urethra,  one  of  four  pos- 
sible conditions  should  be  thought  of  as  involving  the  correct 
diagnosis.  These  are,  in  the  order  of  their  importance — caruncle, 
syphilis,  cancer  and  lupus.  Lupus  (Esthiomene)  can  be  dismissed 
from  consideration  at  once,  because  no  case  has  been  recorded  in 
which  the  primary  focus  was  discovered,  either  in  the  urethra  or 
vulva.  There  is  but  one  case  recorded,  that  reported  by  Chiari" 
(quoted  by  Hyde),  in  which  there  was  even  a  secondary  involve- 
ment of  the  external  genital  apparatus.  This  leaves  for  our  con- 
sideration, caruncle,  syphilis  and  cancer.  Of  the  diagnosis  of 
caruncle,  little  need  be  said  before  this  Society  except  perhaps, 
that  although  benign  in  its  course,  it  often  causes  more  suffer- 
ing than  does  cancer.  The  latter  frequently  not  being  noticed 
until  well  advanced.  However,  I  do  not  w-ant  to  leave  the  im- 
pression that  the  determination  of  caruncle  does  not  involve  a^ 
great  responsibility  as  any  other  diseased  condition  liable  to  be 
found  in  this  region.  In  my  own  case  the  first  diagnosis 
caruncle,  and  its  treatment  as  such,  led  to  the  loss  of  valuable 
time — from  July  to  the  following  November.  I  cannot  find  that 
rial  effort  has  ever  been  made  to  study  the  relationship,  if 
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any,  of  cancer  to  caruncle.  There  may  have  been  such  a  con- 
nection in  the  early  history  of  my  case,  but  the  cancerous  part 
of  the  tumor  overshadowed  everything  else  when  it  came  to  the 
time  for  its  removal. 

Syphilis  offers  more  of  a  problem  in  the  correct  diagnosis  of 
a  possible  malignant  growth  in  or  about  the  urethra  than  any 
other  one  condition  that  may  appear  there. 

It  would  seem,  and  unfortunately,  that  specific  treatment  will 
not  always  aid  in  clearing  up  the  diagnosis.  I  have  been  par- 
ticularly impressed  with  this  through  statements  made  by  my 
•correspondents  who  have  honored  me  with  the  report  of  their 
experiences.  This  led  to  the  interrogation  of  the  dermatologists 
and  I  found  that  they,  too,  are  not  agreed  as  to  the  diagnosis  of 
the  lesions  found  here,  even  when  syphilis  is  suspected  as  the 
basis  of  the  trouble. 

I  will  quote  from  but  four  of  my  correspondents,  because 
their  experiences  are  typical  of  a  number  who  have  written  me. 
Drs.  E.  C.  Dudley  and  A.  I.  Bouffleur,  both  of  Chicago,  were 
among  my  one  hundred  correspondents.  They  replied  that  they 
had  met  no  cases  of  urethral  carcinoma  in  women.  That  the  cases 
observed  by  them  in  which  the  appearance  of  the  lesion  suggested 
malignancy,  had  in  every  instance  yielded  to  specific  treatment. 
Dr.  Dudley  stated  that  his  case  had  every  appearance  of  car- 
cinoma of  the  urethra,  but  a  complete  cure  followed  the  free  use 
of  iodide  of  potassium.  Bouffleur  makes  the  same  report,  say- 
ing that  the  "suspicious  ones  have  in  every  instance  proven  to 
be  specific."  So  much  for  the  cases  in  which  the  diagnosis  lay 
between  malignancy  and  syphilis,  and  in  which  specific  treatment 
made  the  diagnosis  positive. 

On  the  other  hand,  Dr.  H.  C.  Crowcll,  of  Kansas  City,  re- 
ported in  a  personal  letter  a  case  in  which  there  was  a  small  ul- 
cerating growth  on  the  vulva.  This  had  apparently  involved  the 
urethra  secondarily.  The  lesions  of  both  the  vulva  and  urethra 
were  treated  by  the  application  of  resorcin  and  pure  pepsin  "with 
remarkable  results."  The  woman  lived  over  a  year  and  died 
from  recurrence  in  the  abdomen.  The  inguinal  glands  were  also 
involved  al  the  last.  The  urethra  and  vulva  remained  cured. 
No  post-mortem  or  microscopical  examination  was  made.  Tt  is 
difficult  to  classify  this  lesion  because  of  the  results  from  the 

local  treatment,  followed  by  death  from  (apparently)  an  intra- 
abdominal recurrence  of  the  disease.  The  tumor  of  the  urethra 
which   I    found  reported  by   Mine.   I'oivin  in  1828  also  yielded  to 
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treatment  l>\  opium  suppositories  introduced  into  the  urethra. 
When  ii  had  almosl  disappeared  under  this  treatment,  the  little 
that  remained  of  the  mass  was  removed  with  curved  scissors. 
This  case  als. ,  as  stated  above  died  of  cancer  of  the  stomach. 

Another  of  mj  correspondents,  Dr.  Mitchell,*"  of  Denver,  re- 
ported a  case  in  which  "there  was  a  growth  ahout  the  posterior 
wall  of  the  urethra!  orifice  size  of  lima  bean,  which  had  the 
translucent  appearance  of  a  myxoma."  There  was  every  evi- 
dence of  syphilis  and  the  urethral  tumor  continued  to  grow  until 
vigorous  and  persistent  syphilitic  treatment  reduced  its  size,  but 
which  did  not  cause  it  to  disappear. 

The  elaborate  and  exhaustive  article  h\  Landau'"  on  "ulcus" 
rodens"  should  be  consulted  in  cases  where  the  lesions  persist  re- 
gardless of  local  treatment.  Landau  says  that  "these  swellings 
resemble  pointed  condylomata,  are  soft  to  the  feel,  bleed  very 
readily  when  touched  and  often  fill  the  urethra  as  far  back  as 
the  neck  of  the  bladder."  He  considers  the  ulceration  to  be 
syphilitic  in  character ;  but  he  looks  upon  syphilis  as  only  the 
foundation  on  which  the  ulcerative  process,  the  exact  nature  of 
which  is  unknown,  develops  itself.  "A  perfect  cure  is  never 
to  be  looked  for.  and  a  complete  cessation  of  the  destructive  pro- 
cess is  very  rare." 

Hyde.47  of  Chicago,  in  an  article  on  "The  Syphiloma  of  the 
Vulva,"  published  in  1889.  denies  that  the  lesions  described  by 
Landau  can  be  anything  but  a  manifestation  of  syphilis,  and  in- 
timates that  appropriate  treatment  for  syphilis  would  demonstrate 
this  to  be  true.  In  March.  1900,  Dr.  Hyde  informed  the  writer 
that  neither  he  nor  his  colleague,  Dr.  Montgomery,  had  ever 
seen  a  case  of  primary  cancer  of  the  urethra  in  the  female.  In 
his  letter  the  doctor  referred  to  the  article  just  quoted  and  also 
to  one  by  Dr.  Robert  W.  Taylor,  of  New  York,  on  an  allied 
subject,  and  closed  his  letter  as  follows:  "Between  these  two  yon 
will  discover  how  we  look  upon  many  of  the  cases  of  so-called 
'cancer'  and  'lupus'  ( 'Esthiomene' ).  involving  this  region  in 
genera!."  The  articles  by  Hyde,  Taylor  and  Landau  cannot  but 
be  helpful  when  cases  such  as  those  reported  by  Drs.  Mitchell 
and  Crowell  are  up  for  diagnosis.  Taylor's  article  on  "A  Hith- 
erto Undescribed  Form  of  New  Growth  of  the  Vulva"*8  is  un- 
doubtedly a  distinct  addition  to  our  knowledge  of  the  new  for- 
mations possible  of  growth  in  the  genito-urinary  region.  The 
author  states  that  this  form  of  growth  "is  different  in  all  its  fea- 
tures from  syphilitic  lesions  of  the  skin  and  mucous  membranes," 
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and  that  it  is  not  lupus  and  further,  that  "it  has  no  appearances 
in  common  with  epithelioma."  Under  the  head  of  treatment, 
Taylor  states  that,  "Though  of  simple  and  benign  nature,  this 
new  growth  is  as  rebellious  to  treatment  as  are  the  most  malig- 
nant forms."  "It,  however,  may  be  said  with  some  satisfaction 
that  it  does  not  give  rise  to  the  secondary  metastatic  growths 
which  are  such  frequent  complications  of  the  latter." 

I  cannot  find  that  more  cases  of  this  character  have  been  re- 
ported since  Taylor's  last  article  in  the  January  (1894)  number  of 
the  American  Journal  of  the  Medical  Sciences.  In  this  Taylor 
suggests  total  excision  as  a  proper  procedure,  but  does  not  state 
that  it  has  ever  been  attempted  as  a  method  of  treatment. 

Prognosis. — As  to  this,  little  need  be  said  more  than  that  my 
subject  is  cancer.  In  this  particular  region  it  is  interesting  to 
us  because  of  other  pathological  conditions  with  which  it  may  be 
confounded.  Some  of  these  are  as  rare  as  cancer,  if  not  more 
rare,  lupus  for  instance.  The  expectancy  of  life  in  primary  can- 
cer of  the  urethra  is  no  greater  (nor  less)  than  when  this  dis- 
ease invades  other  tissues  of  the  body.  From  its  insidious  de- 
velopment, an  early  diagnosis  is  frequently  missed.  Caruncle, 
as  pointed  out  before,  and  emphasized  by  Battle,  will  often  cause 
more  local  disturbance  and  bring  the  patient  earlier  to  the  phy- 
sician than  will  a  morbid  growth  of  the  seriousness  of  cancer. 

Before  closing  this  part  of  my  paper,  I  want  to  put  on  record 
a  case  in  which  the  death  of  the  woman  was  caused  by  repeated 
hemorrhages  due  to  a  "fungoid  carcinoma"  about  the  mouth  of 
the  urethra.  This  case  was  reported  to  me  in  a  letter  by  Dr. 
Henrotin  of  Chicago,  in  March,  1900.  The  patient  was  ad- 
mitted to  St.  Luke's  Hospital  in  a  dying  condition.  She  lived 
but  three  days  after  admission.  The  only  lesion  found  was  as 
above. 

My  work  as  represented  in  this  paper  has  been  merely  a  pains- 
taking search  through  the  literature  and  by  correspondence,  to 
know  whether  cancer  of  the  urethra  in  the  female  is  as  rare  as 
I  was  first  led  to  believe.  I  think  that  1  have  shown  that  it  is. 
More  than  this,  I  have  tried  to  call  attention  to  the  more  impor- 
tant pathological  conditions  which  may  be  confounded  with  can- 
cer of  the  urethra.  I  cannot  find  that  either  of  these  inquiries 
has  ever  before  been  attempted.  In  these  respects  I  trust  that 
I  may  have  rendered  some  service. 

Treatment—  Here  again  I  may  repeat  that  my  subject  is  can- 
err,  lu  the  presenl  state  of  our  knowledge  the  axiom  of  free  and 
wide  excision  still  remains  true.     The  earlier  and  the  freer,  here 
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sewhere,  the  longer  the  immunity.  Here  also  all  the  lym- 
phatics should  be  removed.  Indeed,  one  of  the  obscure  subjects 
yet  i"  be  cleared  up  about  cancer  of  the  urethra  is  the  line  of 
travel  of  the  infection  through  blood  vessel  and  lymphatic  when 
the  primar)  focus  is  in  a  given  situation.  Some  undoubted  pri- 
mary cases  seem  to  have  passed  superficially  through  the  skin 
to  involve  distant  parts.  Again,  other  cases  apparently  having 
the  same  local  situation  in  the  urethra,  have  manifested  their  con- 
tinued growth  by  secondary  involvement  only  of  the  deep  pelvic 
tissues.  The  use  of  the  cautery  a>  an  operative  aid  should,  ac- 
cording to  Ehrendorfer,  be  abandoned  because  it  does  not  con- 
trol hemorrhage,  healing  is  delayed  and  it  is  impossible  to  cover 
the  wound  with  urethral  mucous  membrane. 

The  making  of  an  artificial  vesico-vaginal  fistula  has  been  found 
necessary  in  some  otherwise  inoperable  cases. 

A  supra-pubic  urinary  fistula  has  also  served  a  useful  purpose 
after  closure  of  the  urethra,  cither  by  operation  or  when  com- 
plete blocking  has  occurred  from  the  growth.  The  method  Wit- 
zel  advocated  in  gastrectomy  is  the  one  usually  considered  most 
applicable.  I  have  also  obtained  excellent  results  in  two  cases  of 
carcinoma  of  the  base  of  the  bladder  by  pulling  the  apex  of  the 
fundus  as  high  as  possible  and  fastening  it.  The  small  opening 
left  was  maintained  by  the  passing  of  a  sound.  The  bladder  was 
emptied  every  three  or  four  hours  by  bending  over  and  allow- 
ing the  urine  to  escape  into  a  dish  held  over  the  fistulous  open- 
ing. One  of  these  cases  was  very  comfortable  for  over  a  year 
and  the  other  for  seven  months. 

Of  the  extensive  operations,  that  of  Zweifel  can  be  considered 
the  type  of  the  most  radical.  In  the  cases  where  secondary  in- 
filtration is  still  limited,  the  technic  described  by  Brothers,  offers 
the  greatest  chance  for  good  functional  results.  If  this  is  not 
obtained,  paraffine  injections  to  restore  the  lost  contour  of  the 
parts  may  be  attempted,  as  quoted  from  Gersuny™  by  Vineberg. 

Of  the  methods  other  than  the  knife  now  being  considered  by 
the  profession  in  the  treatment  of  cancer,  I  have  no  word  for 
you  to-night. 

Together  with  all  good  physicians  the  world  over.  I  can  but 
express  the  hope  that  we  may  be  at  least  near  the  solution  of 
the  successful  treatment  of  cancer,  no  matter  in  what  region  of 
the  body  it  may  he  found.  Science  is  waiting  for  a  man  to  show 
this  to  us  all.  whether  he  be  embryologist,  histolngist,  patholo- 
gist, bacteriologist  or  physicist,  he  will  be  right  royally  wel- 
comed. 
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CONSTIPATION    AS    AN    ETIOLOGICAL    FACTOR    IN 
ECLAMPSIA.1 


BY 

JOHN  ASPELL,  M.D., 
New  York. 


We  are  still  as  much  in  the  dark  as  far  as  the  etiology  of 
eclampsia  is  concerned  as  when  we  were  students  of  medicine. 
With  the  many  discoveries  that  have  been  and  are  constantly 
being  made  by  the  bacteriologist  we  have  strong  hopes  that  in  the 
near  future  we  may  count  this  long  delusive  foe  among  the  cap- 
tives. In  looking  over  the  long  list  of  supposed  etiological  factors 
in  eclampsia  we  can  easily,  for  strong  reasons,  reject  many  of  the 
theories  advanced  and  come  to  the  conclusion  that  it  is  a  specific 
poison  of  special  origin.  The  causes  that  have  been  given  such 
as  obstructive  nephritis,  increase  or  decrease  of  thyroid  circulation, 
have  been  relegated  to  the  days  of  unscientific  medicine,  because 
if  obstructive  nephritis  alone  was  a  cause,  why  would  not  eclampsia 
seizures  occur  in  nephritic  calculi  or  in  traumatic  construction  of 
the  ureter^.  Besides,  true  eclamptic  convulsions  of  the  status 
epilepticus  variety  have  occurred  in  the  early  months  of  pregnancy 
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and  have  even  been  observed  in  the  fetus  of  the  eclamptic  mother. 
The  kidneys  themselves  cannot  always  be  the  offending  organs, 
because  it  is  not  an  uncommon  experience  to  have  patients  se- 
creting large  quantities  of  albumen  with  deficient  urea  with 
edematous  extremities  who  go  along  to  full  term  without  a  mis- 
hap. So  that  there  must  be  some  cause  present  in  the  eclamptic 
subject  that  is  not  present  in  all  cases  where  kidney  disturbance 
exists.  Perhaps  if  we  stop  for  a  moment  to  look  at  the  form  of 
convulsion  that  is  present,  we  may  come  near  to  the  cause.  The 
convulsions  that  are  mild  and  of  short  duration  do  not  disturb 
the  system  very  much,  but  when  they  are  severe  and  prolonged 
the  venules  of  the  face  become  enormously  distended  and  the  con- 
vulsions increase  in  intensity  merging  into  the  status  epilepticus. 
The  only  other  convulsion  that  resembles  it  is  the  convulsion  of 
acute  alcoholism,  and  the  treatment  is  practically  the  same. 

The  pulse  is  the  predominating  factor  in  suspected  subjects. 
The  varying  degrees  of  pulse  tension  places  the  observing  ob- 
stetrician on  his  guard.  The  physician  of  the  old  school  was  not 
so  far  wrong  when  he  carried  his  box  of  carthartic  pills  with  him 
more  frequently  than  he  did  the  forceps.  Only  last  week  I  ceased 
visiting  a  patient  whom  I  have  assisted  in  delivery  on  four  oc- 
casions. She  was  bequeathed  to  me  by  an  alumnus  of  this  society, 
Dr.  Buckmaster,  when  he  left  us  to  accept  the  chair  of  Gynecology 
at  the  University  of  Virginia.  During  each  one  of  her  pregnan- 
cies the  kidneys  secreted  from  25  per  cent  to  40  per  cent  of  albu- 
men by  volume,  but  with  no  other  alarming  symptoms.  This  last 
time,  along  with  the  secretion  of  albumen,  the  specific  gravity  was 
lowered  and  the  pulse  assumed  a  degree  of  tension  that  was  not 
present  before.  The  labor  went  <>n  uninterruptedly  but  the  head- 
aches and  tension  of  the  pulse  kept  up. 

Here,  then,  was  a  pulse  to  study.  I  put  her  on  cathartics  and 
insisted  on  seeing  the  stools  each  day.  The  tension  kept  up  while 
there  was  long  standing  foreign  matter  in  the  intestines.  For 
twelve  days  she  had  strong  catharsis,  and  up  to  the  twelfth  day, 
notwithstanding  the  frequenl  evacuations,  she  passed  off  a  quan- 
tity of  dark,  scybalous  masses.  She  was  on  a  limited  fluid  diet 
all  the  while,  s«»  that  no  one  knows  till  he  investigates,  how  much 
foreign  material  the  colon  can  More  away,  nor  the  damage  accru- 
ing from  its  absorption. 

No  <>iie  will  doubt  the  close  association  between  renal  and  in- 
testinal diseases,  not  those  Intestinal  diseases  where  there  is  a 
structural  change,  organic  diseases,  hut  when-  there  is  a  chemical 
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change  occasioned  by  malassimilation  or  a  disturbance  of  diges- 
tion by  miscellaneous  indigestible  articles  of  foodstuffs.  As  an 
example,  I  need  only  refer  to  the  intestinal  diseases  of  children, 
where  an  examination  of  the  urine  will  show  a  lowered  specific 
gravity  and  the  presence  of  albumen. 

Or  again,  in  the  aduk  whose  sole  complaint  for  a  time  is  consti- 
pation, the  gradual  appearance  of  albumen  is  noted  if  the  intes- 
tinal chemical  changes  are  not  rectified.  How  this  close  associa- 
tion is  brought  about  is  as  yet  not  explained.  Whether  it  is  due 
to  disturbed  metabolism,  toxemia,  or  destructive  cell  masses  that 
are  carried  from  the  intestines  by  the  blood  and  deposited  in  the 
liver,  producing  areas  of  necrosis  and  further  finding  their  way  to 
the  kidneys,  producing  a  destruction  of  the  parenchemia,  is  more 
than  we  can  at  present  explain.  At  all  events  there  are  some 
that  believe  that  focal  necrosis  in  the  liver  in  eclampsia  cases  ap- 
pear too  often  to  be  regarded  as  other  than  pathognomonic. 
Whether  in  these  fatal  cases  the  cause  of  the  convulsions  may  be 
found  in  the  pathological  changes  in  the  liver  primarily  and  sec- 
ondarily in  the  kidney,  or  vice  versa,  is  open  to  question.  Certain 
it  is  that  pregnant  women  as  a  rule  have  a  capricious  appetite  and 
indulge  in  foodstuffs  that  they  would  never  crave  when  not 
pregnant. 

The  men  who  are  giving  their  time  and  attention  to  the  study 
of  intestinal  diseases  have  as  yet  not  made  sufficient  advances  to 
justify  positive  conclusions,  but  they  are  in  a  field  of  study  which 
will  result  in  discoveries  that  will  clear  away  many  difficulties,  and 
I  feel  sure  eclampsia  is  among  them. 

Most  of  the  cases  under  my  observation  occurred  during  the 
winter  months ;  whether  that  was  due  to  the  fact  that  skin  secre- 
tion was  less  or  due  to  the  lack  of  sufficient  open  air  exercise,  I  do 
not  know,  but  it  has  led  me  to  consider  that  perhaps  there  are 
many  factors  that  produce  the  convulsions,  that  perhaps  though 
the  symptoms  are  manifestly  those  similar  to  uremia,  the  causes 
may  not  primarily  be  nephritic,  but  rather  an  accumulation  of  the 
same  causes  that  produce  uremia  in  any  adult,  only  of  a  more 
ivated  character. 

The  following  is  a  report  of  some  of  the  cases  at  the  Maternity 
Department  of  the  Xew  York  Foundling  Hospital  one  year  ago. 

During  January  and  the  early  part  of  February  the  examina- 
tion of  the  urines  of  the  waiting-women  showed  in  about  five- 
sixths  of  the  number  the  presence  of  albumen,  ranging  between 
a    very   faint  trace  and  abundant    quantity,   with  a  lowered   sp. 
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gr. ;  in  some  cases  running  as  low  as  1004  to  1010,  and  oc- 
casionally 1001.  There  were  between  thirty  and  forty  waiting- 
women  constantly  present  in  the  institution,  and  practically  all 
primagravidae.  In  addition  to  the  albuminaria  about  one-fourth 
presented  other  toxic  symptoms :  headache,  nausea  and  vomiting, 
edema  of  legs,  and  increased  arterial  tension.  There  were  about 
eighteen  of  these  latter  cases,  and  they  were  all  placed  in  bed  for 
treatment.  In  only  one  case  were  the  symptoms  severe  enough  to 
warrant  the  induction  of  labor.  She  was  a  poorly-nourished 
primagravida,  ast.  17  years,  and  nearly  full  term.  Though  pass- 
ing between  80  and  140  ounces  of  urine  daily,  with  sp.  gr. 
ranging  between  1004-1009,  she  exhibited  marked  nervous  symp- 
toms— apathy  merging  at  times  into  marked  stupor  and  associated 
with  a  clay-brown  tongue  and  moderately  increased  arterial  ten- 
sion. Labor  was  induced  by  the  insertion  of  a  bougie  into  the 
uterus  with  strict  antiseptic  precautions.  In  this  case  labor  ter- 
minated uneventfully  thirty-two  hours  later,  she  being  delivered  of 
a  healthy,  well-nourished  child.  The  puerperium  was  normal,  the 
urine  promptly  clearing  up. 

None  of  the  other  cases  were  severe  enough  to  cause  much  ap- 
prehension. They  were  kept  in  bed  on  exclusive  milk  diet; 
encouraged  to  drink  plenty  of  water;  "Imperial"  drink  q  viii 
q.  6.  h.  and  nitroglycerine  as  indicated  to  reduce  the  tension  of 
the  pulse.  Though  it  was  possible  in  this  way  to  remove  the  toxic 
symptoms  and  the  edema,  the  trace  of  albumen  never  entirely 
disappeared.  In  only  two  or  three  cases  was  there  anything  more 
than  a  trace  of  albumen  present.  Of  all  the  patients  there  were 
eight  cases  of  eclampsia.  Three  of  these  occurred  practically 
without  warning  and  their  histories  are  detailed  elsewhere.  One 
was  a  patient  who  had  been  in  bed  for  albuminuria  for  several 
days  and  was  apparently  doing  well,  until  a  sudden  diminution 
of  the  urine  was  rapidly  followed  by  convulsions.  She  was 
the  only  death  among  the  mothers:  of  the  children  there  were 
two  still-births  and  one  premature  infant,  who  died  later.  Of  the 
still-births,  one  may  have  been  dead  some  time  prior  to  de- 
livery,  as  it  was  much  macerated,  and  the  mother  stated  she  had 
felt  no  fetal  movements  for  two  weeks  previously,  so  that  the 
death  of  the  fetus  may  have  been  the  determining  cause  of  the 
convulsions.  In  only  one  of  the  eclamptic  east's  was  the  typical 
large  amounl  of  albumen  present;  in  the  others  there  was  never 
more  than  a  trace  found  at  any  time.  The  s|>.  gr.  always  remained 
far  below  normal. 


aspell:  constipation  AS  a  factor  in  eclampsia. 

There  was  no  striking  reason  why  five-sixths  of  the  waiting- 
women  should  have  albumen  and  so  many  show  other  toxic  symp- 
toms. The  ordinary  routine  of  each  patient — diet,  baths,  exercise, 
recreation,    clothing,    etc.-  apparently    existed    as    in    previous 

months.  The  presence  of  constipation  among  the  women  was, 
however,  very  well  marked,  but  whether  these  women  were  more 
unfortunate  in  this  regard  than  the  preceding  inmates,  of  course, 
1  cannot  tell. 

Case  I. — Copied  from  Dr.  Ryder's  Monthly  Report. — In  this 
case  the  urine  had  shown  only  a  trace  of  albumen  the  week  pre- 
vious. Two  days  before  the  seizure  it  increased  3  per  cent  by 
vol.,  but  there  were  no  signs  of  immediate  impending  dan- 
ger. The  attack  came  on  slowly  with  a  convulsion  with  two 
im>re  in  rapid  succession.  Each  one  was  quickly  stopped  with 
chloroform.  The  patient  was  given  nitroglycerine  1/50  hypo., 
the  bowels  were  washed  out  and  then  irrigated  with  hot  salt  solu- 
tion. Croton  oil  M  j  was  given  by  mouth,  and  chloral  gr.  xv  and 
bromide  gr.  xl  with  mag.  sulph.  3  I  were  given  by  bowel.  The 
patient  was  made  to  sweat  freely  with  a  hot  pack.  The  vulva 
was  then  scrubbed,  the  vagina  cleaned  and  a  bougie  was  inserted 
into  the  uterus  to  the  fundus.    The  vagina  was  then  packed,  etc. 

Majendie  M  vi  was  given  hypodermatically  and  nitroglycerine 
1/50  q.  4.  h.,  hot  packs  and  rectal  irrigations  were  given  through 
the  night.  In  the  morning  a  fourth  convulsion  occurred.  This 
was  quickly  stopped  with  chloroform,  and  nitro-glycerine  1/50 
and  hot  pack  given  at  once.  The  patient  was  then  put  on  the 
table,  and  on  removal  of  the  packing  the  cervix  was  found  to  be 
dilated  four  fingers.  This  was  further  dilated  with  the  fingers  and 
the  membranes  were  ruptured  and  a  podalic  version  with  a  breech 
extraction  was  performed.  The  child  was  a  seven-and-a-half 
months'  fetus,  weighed  three  and  a  half  pounds  at  birth. 

Subsequent  History. — In  spite  of  all  treatment  a  large  amount 
of  albumen  persisted  in  the  urine,  varying  between  10  per  cent 
and  30  per  cent  by  vol.  Patient  left  the  hospital  feeling  pretty 
well,  but  anemic  and  poorly  nourished.  The  child  died  about 
ten  days  after  delivery. 

Casf.  II. — Lizzie.  25,  ret.  17  years.  Primagravida.  Last  men- 
struation May  20.  1901.  Xo  fetal  movements  felt  for  past  two 
weeks.     Fetal  heart  sounds  never  heard. 

I  >n  the  morning  of  January  3  patient  complained  of  nausea  and 
vomiting  anil  slight  headache.  Moderate  edema  feet  and  ankle. 
Placed  in  bed.  milk  diet,  calomel  purge  and  bitartrate  water  3  viii 
q.  6  h.  and  nitroglycerine  1  :  100  q.  3  h. 
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At  3:30  p.m.  same  clay  patient  suddenly  seized  with  eclamptic 
convulsion.     Chloroform  administered  to  control  attack. 

Examination  revealed  a  seven  and  one-half  month's  fundus, 
with  child  L.  O.  A.  position,  no  fetal  heart  sound  heard.  Pulse 
of  mother  rapid  and  with  marked  increase  of  tension.  Bladder 
catheterized — few  ounces  urine,  trace  albumen,  low  sp.  gr. 
She  soon  regained  consciousness  after  first  convulsion.  Croton 
oil  2d  iii  in  glycerine  was  placed  on  back  of  tongue.  Saline  in- 
jection beneath  breasts;  hot  pack;  nitroglycerine  1/100  q.  4  h. 
hypo,  and  a  single  dose  of  majendie  M  v  hypo.  A  soap-suds 
enema  given,  but  retained.  About  one  hour  after  first  seizure 
another  occurred  ;  moderately  severe.  At  7  130  another  but  severer 
convulsion ;  pulse  not  so  strong  but  tension  less  marked. 

She  was  at  this  point  removed  to  the  operating  room,  and  bougie 
inserted  with  usual  precautions ;  5  ix  urine  removed  by  catheter. 

On  removal  to  bed,  surrounded  by  hot  blankets 'and  slight  dia- 
phoresis produced,  patient  became  exceedingly  restless,  tossing 
violently  about  the  bed.  Majendie  M  viii  succeeded  markedly  in 
controlling  her.  At  10:30  no  movement  of  the  bowels  having  oc- 
curred in  spite  of  an  additional  dose  of  Croton  oil  M  ii,  a  saline 
injection  of 

Mag.  sulph.,  5"  i. 
Nux.  vom.,  Mv. 
Aquse,  5  v. 
was  administered. 

About  this  time  occurred  the  fourth  and  last  convulsion.  The 
injection  was  followed  in  a  few  hours  by  several  small  stools. 
At  11  45  a  second  bougie  inserted  alongside  the  first. 

I  taring  the  early  morning  hours  of  the  next  day  restlessness 
returned,  and  chloral  gr.  xx,  sod.  brom.  gr.  xl,  per  rectum. 

At  6:30  a.m.  cervix  admitted  two  fingers.  Patient  remained 
quiet  during  entire  day,  took  considerable  water  and  some  nour- 
ishment, perspired  profusely  and  passed  about  3  xx  urine,  still 
containing  but  a  trace  of  albumen.  Arterial  tension  much  dimin- 
ished. Cerebral  condition  fairly  normal:  no  restlessness,  no  irri- 
tability, no  stupor.     Slept  at  intervals. 

In  the  evening  cervix  admitted  three  ringers;  patient  having 
slight  pains  at  intervals.  Temperature  1020  F.,  pulse  100,  respira- 
tion 2.\.     Bougies  removed.    She  passed  a  good  night. 

r,  I. iii  urine  in  the  twenty-four  hours. 

fanuary  6. — Patient  in  good  general  condition;  no  nervous 
symptoms.     Slight  uterine  pain  at   lather  long  intervals;  cervix 
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admitted  3  -f-  fingers;  head  in  L.O.A.     Excepting  slight  rapidity 

of  pulse  patient  remained  fairly  normal  all  day. 

At  10:45,  second  Stage,  pains  began,  membranes  ruptured,  and 
thirty-five  minutes  later  was  normally  delivered  of  a  seveii-and-a- 
half  months'  macerated  fetus.  Placenta  came  away  normally; 
it  -hows  marked  fatty  degeneration,  and  in  one  portion  a  mass  of 
fibrous  tissue  the  size  of  a  walnut. 

Puerperium  was  normal  in  every  respect;  temperature  never 
rising  above  99. 2°  F.  She  passed  considerable  urine  for  several 
days.  (See  Temp  Chart.)  A  trace  of  albumen  persisted  in  the 
urine  for  about  two  weeks. 

Case  III. — Annie.  32.  set.  20  years.     Primagravida.     Full  term. 

Patient  presented  herself  in  second  stage  of  labor.  Previous  to 
this  she  failed  to  come  under  observation,  apparently  through  lack 
of  symptoms,  though  a  waiting-woman  in  the  hospital.  As  she 
was  being  lifted  to  the  operating  table  for  examination  she  was 
seized  with  eclamptic  convulsions.  After  cessation  of  convulsion, 
vulva  was  quickly  disinfected  and  patient  examined.  Cervix  was 
found  fully  dilated  and  head  in  mid-forceps  position.  Position 
of  child  was  L.O.A.  Pains  fairly  strong.  Without  warning  she 
was  again  attacked  with  an  extremely  violent  convulsion ;  chloro- 
form administered;  fetal  heart  sounds  slow.  Urine  by  catheter 
.5  iii  showed  trace  albumen.  Forceps  was  applied  and  child  rapidly 
extracted  in  good  condition.  Placenta  came  away  normally; 
uterus  contracted  firmly. 

Soon  after  removal  to  bed  another  but  less  violent  seizure  oc- 
curred. Majendie  M  viii  given  by  hypo.;  nitroglycerine  1  :  50  q. 
4.  h.  mag.  sulph.  ,-,  i  q.  i.  h.  until  effectual;  saline  infusion  under 
the  breasts  and  a  hot  pack. 

Patient  perspired  profusely  under  the  hot  pack,  and  increased 
arterial  tension  gradually  diminished. 

Urine  remained  diminished  in  quantity  for  several  days  and 
then  rose  above  the  normal.  A  trace  of  albumen  remained  for 
about  a  week.     Otherwise  puerperium  was  normal. 

5E  IV. — Mary.  7.  ?et.   18.     Primagravida.     Full  term. 

On   January    19  patient's   urine   presented   trace   albumen    and 
spec.  gr.   1010.     Examination  of  patient  showed  a  pulse  of  in- 
d  tension  and  slight  edema  feet.     Slight  headache,  bowels 
constipated;  no  nausea  or  vomiting,  no  ocular  symptoms. 

She  was  placed  in  bed.  milk  diet  exclusively,  nitroglycerine 
1/100  q.  2.  h.  and  active  catharsis,  hitartrate  water  .-,  viii  q.  6.  h. 
She    soon    began   to    pass  a   very    large  quantity    urine,  but   of 
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very  low  specific  gravity.  On  January  20  specific  gravity  1001 
and  marked  trace  albumen.  On  January  21  notes  say:  "Passing 
considerable  urine ;  no  headache ;  no  eye  symptoms ;  no  edema 
feet;  no  tension  of  pulse.    Spec.  gr.  1004,  trace  albumen." 

January  22. — On  rounds,  patient  apparently  in  good  condition  ; 
no  nervous  symptoms,  bowels  moving  freely. 

During  day  urine  suddenly  diminished  in  quantity,  and  at  3  p.m. 
she  was  seized  with  an  eclamptic  convulsion.  Chloroform  admin- 
istered. Mag.  sulph.  5  i  by  mouth  given  and  vomited ;  croton 
oil  Mz  iii  given  and  retained;  hot  pack;  saline  infusion  under 
breasts  and  chloral  gr.  xv  and  soda  bromide  gr.  xxx  by  rectum 
and  nitroglycerine  1/100  q.  4.  h. 

At  6:15  second  convulsion.  Examination  of  abdomen  and  va- 
gina revealed  a  full  term  uterus  with  child  in  L.O.A ;  an  elongated 
cervix  barely  admitting  tip  of  finger. 

At  8 130  patient  removed  to  operating  room,  genitals  disin- 
fected, and  cervix  dilated  with  finger  sufficiently  to  admit  a  small- 
sized  C.  de  Ribes  bag.  Two  more  convulsions  occurred  in  rapid 
succession,  and  chloral  gr.  xv  and  sod.  brom.  gr.  xxx  again  admin- 
istered by  rectum. 

At  11  130  p.m.  bag  expelled  and  medium  bag  inserted.  (Urine 
removed  by  catheter  at  8 :30  §  viii — trace  albumen  spec.  gr. 
1010.)  About  12  p.m.  patient  became  markedly  worse,  consid- 
erable prostration,  rapid,  tense  pulse,  and  convulsions  occurring  so 
frequently  that  the  necessity  of  continually  administering  chloro- 
form seemed  imminent.     Bowels  moved  freely. 

At  1  145  a.m.  January  23  chloral  gr.  xxx  and  sod.  brom.  gr.  xl 
injected  into  rectum.  This  seeming  to  produce  no  effect  morph. 
sulph.  gr.  l/x  given  by  "hypo."  Following  latter,  convulsions 
ceased  absolutely.  In  all  she  had  thirteen  convulsions  from  3  p.m. 
until  2:30  a.m.;  less  than  twelve  hours. 

She  was  unconscious  from  about  10  p.m.,  never  recovering  from 
the  coma  between  the  convulsions.  Several  beginning  convulsions 
were  aborted  with  chloroform. 

At  3:15  a.m.  the  medium  hag  was  pulled  through  the  cervix 
and  the  largest  hag  inserted.  This  was  pulled  through  the  cervix 
at  7:15  a.m.  Patient  was  then  removed  to  operating  table; 
examination  showed  head  t<>  he  L.O.A.  No  fetal  heart  sound 
audible.  High  forceps  applied,  and  with  fairly  Strong  traction 
succeeded  in  extracting  a  dead  full  term  and  well-nourished 
fetus.  Placenta  came  away  normally.  Mother's  condition  at 
this  time  was  extremis;  she  was  found  in  profound  coma  with 
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shallow  slow  respirations  and  verj  rapid,  feeble  pulse.  Cardiac 
stimulants  and  oxygen  wry  freely  administered.  Uterus  con- 
tracted firmly.    Removed  from  table  at  8:30. 

Following  delivery  patient  improved,  heart  action  became 
slower  and  stronger,  breathing  improved  and  coma  diminished, 
patient  opening  her  eyes  and  looking  about  the  room. 

At   1  1  155  sudden  cardiac  failure  supervened,  and  in  spite  of  all 

measures  patient  died  in  a  few  minutes.    No  autopsy. 
I   \h:  V. — About  30  years  of  age.     Primagravida. 

The  urine  showed  only  a  trace  of  albumen  with  a  spec.  gr. 
1020  at  the  repeated  analyses  up  to  the  first  week  in  January, 
when  the  spec.  gr.  began  to  diminish  but  the  quantity  remain- 
ing normal.  Slight  edema  of  the  feet  with  some  swelling  of 
the  lower  lids  became  manifest  in  the  second  week  of  January. 
She  was  within  two  weeks  of  term,  but  with  the  lowering  spec, 
gr..  headaches,  restlessness  and  increased  arterial  tension  labor 
was  induced.  Labor  was  induced  by  giving  quinia  sulph.  gr.  x 
t.  i.  d.  with  5  1  of  castor  oil  at  night.  The  following  morning  the 
cervix  was  one  finger  dilated,  with  no  contracting  pains.  Ten 
grains  more  of  quinine  was  given.  An  attempt  to  introduce  a 
bougie  was  made,  but  the  fetal  head  had  engaged,  refusing  to 
admit  the  bougie.  At  six  o'clock  I  was  called  suddenly  and  found 
that  uterine  contractions  had  set  in,  and  I  was  congratulating  my- 
self that  we  were  going  to  escape  a  convulsion.  The  os  had 
dilated,  admitting  three  fingers.  Suddenly,  without  any  warning, 
a  violent  convulsion  came  on,  and  followed  in  a  few  minutes  by 
another.  No  time  was  lost  in  doing  a  medium  forceps.  Without 
much  trouble  a  healthy  child  was  born,  weighing  seven-and-a-half 
pounds,  without  any  injury  to  the  mother.  Within  twenty  minutes 
the  placenta  came  away  completely.  Half  hour  afterwards  a 
violent  convulsion  came  on,  followed  again  in  an  hour  by  another. 
Chloroform  was  used  to  limit  the  convulsions,  hot  pack  applied, 
nitroglycerine  gr.  1/50  q.  4.  h.,  saline  infusions  and  majendie  viii 
to  insure  sleep. 

The  next  convulsion  came  on  in  just  twenty-four  hours,  still  an- 
other in  thirteen  hours,  so  that  in  all  there  were  two  anti-partum 
and  four  post-partum  convulsions. 

She  was  kept  in  bed  on  a  milk  diet  for  a  month,  and  finally 
made  a  good  recovery.  Her  eye  symptoms  were  the  last  to  leave 
her.    The  small  retinal  hemorrhages  were  absorbed  only  slowly. 

The  following  is  a  letter  from  1  >r.  Frank  Doulon  of  a  case  of 
two-and-a-half  months'  pregnancy. 
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Case  VI. — Mrs.  B.  "I  first  saw  her  on  the  evening  of  April  28. 
In  the  afternoon  of  same  day  she  had  a  severe  hemorrhage.  Had 
been  complaining  of  occasional  flowing  for  several  days  previous. 
1  found  her  with  i02l/2°  F.  and  fast  pulse.  The  cervix  was  partly 
dilated,  but  not  enough  to  allow  the  finger  to  enter  to  clean  out 
uterus. 

Being  late  in  the  evening  I  tamponed  with  fresh,  sterilized  iodo- 
form gauze.  Early  next  morning,  April  29th,  I  curetted  her. 
From  that  on  the  temperature  went  down.  On  Wednesday  it  was 
normal  and  remained  so  until  the  following  Monday,  when  it 
rose  to  1010.  It  remained  about  that  until  Friday  afternoon, 
when  it  went  to  1030,  and  I  gave  an  intra-uterine  douche, 
after  which  she  had  a  violent  chill  and  fever.  About  5  o'clock 
p.m.  she  had  a  severe  convulsion,  after  which  one  followed  on 
top  of  another.  Morphine  hypodermically  had  no  effect.  It  was 
necessary  to  use  chloroform  off  and  on  until  about  10:30  p.m.,  or 
almost  six  hours  from  first  seizure,  to  control  the  convulsions  (you 
first  saw  her  next  day,  Saturday),  her  temperature  was  1030. 
Examination  of  urine  on  Friday  showed  no  albumen ;  on  Saturday 
slight  trace.  She  continued  to  have  fever  until  she  died  on  May 
23.     Examination  of  uterus  showed  nothing  septic." 

Just  to  say  a  word  or  two  about  the  treatment.  We  are  thor- 
oughly alive  to  the  exigencies  of  the  condition  and  recognize  the 
fact  that  the  sooner  the  uterus  is  emptied  the  better  chance  the 
patient  has  for  her  life,  but  we  have  some  consideration  also  for 
the  life  of  the  child.  So  that  when  a  case  comes  to  us  wherein 
the  symptoms  are  not  urgent,  and  that  does  not  show  the  effect  of 
tension,  we  dilate  progressively  with  the  de  Ribes  bag.  But 
where  the  convulsions  are  active  and  the  patient  has  not  begun  her 
labor,  we  select  a  prominent  vein  and  let  enough  blood  escape  to 
relieve  the  arterial  tension — where  the  convulsions  are  active  and 
the  patient  in  labor,  it  is  our  custom  to  complete  the  second  stage 
and  allow  a  copious  flow  of  blood  to  escape  before  completing  the 
third  stage.  That  we  look  upon  as  the  most  natural  and  conven- 
ienl  method  of  depleting. 

I  am  indebted  to  Dr.  Frederick  J.  Hughes,  the  house  surgeon  of 
St.  Ann's  Maternity,  for  his  able  assistance  in  carrying  out  these 
ideas  and  for  the  notes  he  has  given  me  of  the  cases  occurring  at 
the  hospital. 

It  is  noticeable  thai  for  the  past  four  years  all  the  cases  of 
eclampsia  that   I  have  had  have  occurred  in  the  winter  months 

between    January    and    March,   and   all   in    patients   who   have   an 


WILL:    "HLooDLKSS      SURGERY    IN    GYNEC0D  493 

obstinate  constipated  habit.  Last  year  two  patients  at  the 
Maternity  received  boxes  of  good  things  at  the  holidays,  and  in 
twenty-four  hours  were  eclamptic  subjects.  All  the  cases  that  I 
have  reported  were  constipated  and  had  no  exercise  in  the  open  air 

for  weeks  before  the  attacks.  So  that  in  the  light  of  my  case  1  am 
inclined  to  look  to  the  liver  as  being  the  source  of  the  toxic  in- 
fluence that  produces  the  convulsions. 

I  am  sorry  we  could  not  obtain  permission  to  perform  an 
autopsy  on  the  case  that  died,  because  in  her  case  the  convulsions 
were  numerous  with  only  short  intervals,  and  the  death  was  sud- 
den. It  looked  as  if  there  would  be  evidences  of  fecal  necroses 
in  the  liver  and  possible  hemorrhage  in  the  dura. 
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A    PLEA    FOR    "BLOODLESS"    SURGERY    IN    GYNECOLOGY.1 


BY 

O.   B.   WILL,   M.D., 
Peoria,  111. 


The  object  of  this  paper  is  to  call  renewed  attention,  on 
the  suggestion  of  recent  personal  experience,  to  the  value  of  pure 
manipulation  in  the  treatment  of  some  of  the  pelvic  disorders  of 
women,  and,  incidentally,  to  the  like  utility  of  certain  other  equally 
less  devitalizing  methods  of  securing  results  usually  sought 
through  abdominal  or  other  section. 

The  term  "bloodless  surgery"  is  used  rather  as  a  convenience 
in  differentiation,  but  seems  not  unwarranted  in  that  it  has  been 
received  with  apparent  favor  in  connection  with  some  recent 
demonstrations  of  similar  import. 

Certainly  the  maneuvers  herein  considered  are  "bloodless"  in  a 
sense,  and  they  belong  to  surgery  proper  for  the  reason  that  their 
successful  application  necessitates  a  practical,  working  knowledge 
of  the  anatomy,  structural  and  relational,  of  the  parts  concerned. 
and  the  disorders  involved  include  consideration  of  the  cardinal 
surgical  features: — dislocation  and  adhesion  and  the  consequent 
needs  of  reduction  and  retention. 

A  thorough  conception  of  the  chief  principle  involved  is  so 
vital,  and  a  constant  perception  of  it  so  absolutely  necessary  to  a 
complete  and  satisfactory  issue,  that  I  must  be  pardoned  for 
'Road  before  Chicago  Gynecological  Society.  Jan.   16,   1903. 
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making  constant  reference  to  it  during  my  description  of  the  minor 
elements  of  its  application. 

It  should  be  understood  that  the  theory  involved  in  the  chief 
of  these  "bloodless"  methods  for  securing  radical  changes  in 
poise  and  function,  refers  to  something  decidedly  different  from 
the  mere  mechanical  stimulation  of  ordinary  "massage."  It  em- 
braces the  idea  of  a  virtual,  though  temporary  and  hence  not 
devitalizing,  abrogation  of  anatomical  and  functional  integrity, 
and  recognition  of  the  ability  of  the  natural  reparative  forces  sub- 
sequently to  reconstruct,  under  proper  restraint  and  direction,  in 
such  way  as  to  secure  amity  of  relationship  and  physiological  ac- 
tivity. The  method  herein  advocated  is  based  on  that  idea,  and 
therefore  has  in  view  the  capability  and  willingness  of  the  latent 
reconstructive  energies,  when  properly  aroused,  to  regain  and 
maintain  relatively  the  structural  and  functional  equilibrium  of 
parts  and  organs,  and  demands  a  reasonable  conception  not  only 
of  normal  anatomical  relationships  and  conditions,  but  likewise  of 
specific  morbid  conditions ;  although  in  the  latter  with  reference 
more  to  the  degree  and  persistence,  than  to  kind  or  quality  of 
manipulation.  While  I  shall,  therefore,  make  no  detailed  report  of 
cases  to  emphasize  the  value  of  the  methods  adopted  as  a  whole. 
nor  attempt  any  formal,  systematic  description  or  classification  of 
pathological  conditions  in  their  specific  relation  to  the  various 
therapeutic  steps,  I  shall  refer  to  instances  of  each  to  any  extent 
necessary  to  delineate  the  essential  features  of  both  the  underlying 
principle  and  its  application. 

My  personal  experience  in  this  line  of  effort  has  been  confined 
almost  exclusively  to  that  type  of  the  disorders  of  women  in- 
volving phases  of  dislocation,  adhesion  and  chronic  inflammatory 
changes,  several  of  these  seeming  to  appeal  more  strongly  in  their 
requirements,  to  the  primary  therapeutic  conception.  A  virtual 
laceration  of  tissue  unquestionably  induces  firmness  and  solidity 
of  fibre  in  subsequent  regeneration  and  rehabilitation,  and  even 
favors  redirection  of  formative  effort  under  proper  guidance. 
It  is  these  indisputable  facts  of  nutrition  and  growth  which  ex- 
plain, and  are  the  chief  source  of  many  of  the  effective  results  of 
well-directed,  strenuous  manipulation,  not  only  in  general  ortho- 
pedics but  in  other  departments  of  manual  effort  as  well. 

In  none  is  this  principle  more  applicable,  as  I  believe,  than  in 
the  field  of  gynecology.  For  this  kind  of  procedure  the  female 
pelvic  organs  present  a  relatively  amenable  location  and  structure. 
Aside  from  their  accessibility,  the  tissues  here  involved  are  mainly 
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of  a  character  fitting  them  for  ju>t  this  sort  of  manipulation  and 
transformation.  Their  comparative  independence,  and  the  various 
vicissitudes  to  which  they  arc  more  or  less  constantly  and  naturally 

subjected  by  the  processes  of  ovulation  and  pregnancy,  lends  to 
these  organs  the  advantages  as  well  as  disadvantages  of  structural 
upheaval  and  change,  and  we  find  them  SO  often  spontaneously 
submitted  to  enormous  variations  in  attitude  and  structural  meta- 
morphosis as  to  render  them  comparatively  immune  to  the  dangers 
of  rough  usage,  in  so  long  as  opportunity  follows  for  nature  to 
reassert  her  reparative  powers.  The  tissues  of  the  vagina,  sup- 
ports, and  all  the  organs  concerned  may  be  safely  handled  with 
a  degree  of  roughness  that  assures  not  only  an  abundant  supply 
of  blood  to  the  locality  upon  reaction,  but  also  such  a  degree  of 
tissue  distention  and  plastic  effusion  as  will  induce  reparative 
effort,  and  maintain  its  activity  in  a  given  zone  under  competent 
duress.  The  constantly  occurring  results  of  neglected  injuries 
prove  the  capacity  of  the  tissues  here  as  nowhere  else  to  adjust 
themselves  to  changing  circumstances,  and  go  to  show  the  enor- 
mous advantage  obtainable  through  judicious  supervision  follow- 
ing the  artificial  production  of  similar  states.  With  such 
susceptibility  and  inclination  it  is  not  surprsing  that  intelligently 
directed  disturbance  of  morbid  conditions  and  imperfect  tissue 
formations,  coupled  with  subsequent  wise  adjustment  and  reten- 
tion, so  often  result  in  the  rectification  of  many  disorders  unamen- 
able to  less  fundamental  methods  of  relief.  The  result  of  a  severe 
labor  is  often  the  restoration  of  functional  good  health  in  women, 
and  they  will  argue  for  and  recommend  its  advantages  in  many 
instances.  They  often  undergo  more  injury  during  that  process 
than  any  man  would  dare  voluntarily  to  inflict,  and  with  good 
after-care  are  the  better  for  it. 

In  the  first  place,  then,  in  pursuance  of  my  own  special  course 
of  observation  and  practice  it  may  justly  be  said,  I  think,  that 
any  considerable  operator  in  abdominal  surgery  has  discovered 
with  what  unexpected  ease  a  large  proportion  of  visceral  ad- 
ins  can  be  broken  up.  Slight  manipulation  with  the  finger 
or  fingers  alone  suffices  to  accomplish  the  only  purpose  in  view, 
or  at  least  reveal  the  only  apparent  pathological  condition  save 
that  of  misplacement  of  one  or  more  of  the  organs  involved.  If 
after  such  experience  one  will  call  to  mind  the  pre-operative  diag- 
nostic features  he  cannot  but  be  convinced  of  the  possibility  as 
well  as  desirability  of  attaining  the  same  end  by  less  destructive 
and  less  disturbing  means.     Bi-manual  examination  for  diagnostic 
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purposes  has  revealed  the  possibility  of  bringing  the  fingers  in 
ail  but  immediate  contact  not  only  with  all  the  organs  of  the  female 
pelvis,  but  likewise  with  all  the  several  aspects  of  those  organs. 
The  elasticity  of  the  abdominal  parieties  and  of  the  tissues  of  the 
different  pelvic  inlets,  under  the  relaxing  influence  of  anesthetics, 
renders  it  possible  in  just  the  desired  cases  to  come  in  such  close 
contact  with  the  organs  involved  as  not  only  to  distinguish  the 
morbid  relationship,  but  separate  with  almost  equal  facility  as 
under  section  the  points  of  attachment  of  such.  This  fact  I  have 
time  and  again  demonstrated  to  my  own  satisfaction  as  likewise 
to  that  of  onlookers,  by  observation  through  the  abdominal 
wound.  For  this  purpose  a  judicious  selection  of  cases,  as  in- 
timated above,  during  bi-manual  palpation,  is  alone  necessary  in 
most  instances.  To  those  who  protest  against  the  advisabilitv 
of  accepting  such  pre-operative  indications,  I  have  only  to  say 
that  the  cultivation  of  such  power  and  acumen  in  selection  as  that 
indicated  is  the  very  essence  of  that  surgical  judgment  upon  which 
we  must  at  all  times  depend,  and  upon  which  must  rest  for  all 
time  the  progress  and  reputation  of  our  art  in  its  practical  aspects. 
It  is  just  in  the  class  of  cases  in  which  bi-manual  palpation  re- 
veals the  limited  extent  and  immature  nature  of  existing  adhesions 
that  we  are  justified  in  adopting  the  method  herein  advocated  for 
purposes  of  separation  and  restitution.  Such  information,  coupled 
with  the  reasonable  exclusion  of  suppuration  and  such  acute  in- 
flammatory conditions  as  would  indicate  hazard  in  immediate 
tissue  disturbance,  is  a  sufficient  indication  that  complete  separa- 
tion may  be  safely  effected  by  judicious  pressure  and  counter- 
pressure  through  the  abdominal  parietes,  vagina  and  rectum.  In 
the  principal  conditions  to  which  this  feature  of  the  method  is 
applicable,  namely,  those  of  attachment  of  the  posterior  peritoneal 
pouch  only,  separation  can  be  almost  certainly  attained  by  this 
means.  With  the  one  hand  in  the  vagina  the  fundus  uteri  is 
pressed  strongly  upward  and  forward,  while  with  the  fingers  of 
that  over  the  abdomen  the  lax  wall  of  the  latter  is  insinuated  deeply 
into  the  cavity  until  brought  in  contact  with  the  anterior  surface 
of  the  uterus.  With  extremely  firm  pressure  and  a  sliding  back- 
ward movement  any  ordinarily  simple  adhesion  will  give  way. 
By  then  pushing  the  cervix  backward  and  upward  so  that  the 
Uterine  body  lies  with  its  front  surface  approximately  in  the  palm 
of  the  inner  hand,  the  outer  repeats  the  former  motion  and  the 
adherent  peritoneum  is  stripped  off.  The  ovaries  and  tubes  may 
generally  he  in  like  manner  rubbed  loose.  As  before  intimated. 
the  question  of  the  legitimacy  of  the  operation  i<  involved  in  the 
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problem  of  the  individual  case  as  a  whole,  but  where  it  is  in- 
dicated purely  as  a  measure  of  restitution,  and  uncomplicated  by 

the  need  of  any  sort  of  drainage,  it  can  often  be  as  effectively 

utilized  as  can  any  other  procedure,  not  excluding  section. 

So  much,  then,  for  that  .phase  of  the  subject.  The  far  more 
vital  one  is  that  of  the  possibility,  without  section  and  direct 
artificial  reconstruction,  of  securing  retention  of  the  organs  m 
rectified  position  whether  previously  adherent  or  not.  Can  any 
process  of  mere  manipulation  and  temporary  mechanical  sus- 
tenance succeed  in  accomplishing  such  purpose  in  the  face  of 
direct  plastic  failures?  Upon  what  basis  of  fact  can  argument  be 
advanced  in  the  affirmative?  And  so  it  becomes  of  real  inl 
that  in  the  application  of  the  theory  under  discussion  is  involved 
that  other  and  greater,  because  more  far-reaching  principle — the 
assumed  ability  of  the  forces  of  nature  formerly  referred  to,  when 
properly  aroused  and  directed,  to  form  such  associations  of  tissue 
metabolism  and  structural  change  as  discount  in  many  an  accept- 
able and  trustworthy  sense  the  art  of  direct  reconstruction  in 
obtaining  organic  and  functional  balance.  Observation  shows 
that  it  often  requires  but  slight  variation  in  structural  condition, 
organic  pose  or  attachments,  when  properly  distributed,  to  secure 
healthful  adjustment  of  the  normal-sized  pelvic  organs,  and  that 
reduction  to  normal  dimensions  and  weight  is  one  of  the  acknowl- 
edged results  of  well  conducted  manipulation  of  even  moderate 
degree.  By  that  herein  advocated  there  is  induced  primarily  a 
derangement  of  existing  activities,  both  morbid  and  normal,  with 
consequent  awakening  of  new  formative  effort  under  the  guidance 
of  skilled  hands  and  brain,  and  resulting  rearrangement  in  har- 
mony with  functional  reqirements. 

To  demonstrate  in  a  more  concrete  and  practical  way,  the  uterus 
is  usually  the  organ  first  considered.  [ts  positional  relationship  is 
the  first  factor  taken  into  account.  Then  follows  the  determina- 
tion of  condition  of  its  associate  ovaries  and  tubes. .  If  there  are 
no  contra-indications  of  the  kind  heretofore  specified,  existing  ad- 
hesions are  broken  up  in  the  manner  indicated.  Whether  such 
have  existed  or  not,  misplacements  are  corrected  by  manual  effort. 
If  uterine  hypertrophy,  or  inflammation,  or  other  degenerative 
change  exists  within  a  degree  amenable  to  the  proposed  manipula- 
tion, the  first  step  is  to  thoroughly  divulse  the  cervix  so  as  to  ad- 
mit the  index  finger.  The  end  of  the  latter  is  used  as  a  fulcrum 
upon  which  to  bend  the  uterus  and  favor  the  correction  of  exist- 
ing flexion.  By  it  too  the  endometrium  is  subjected  to  the  r  - 
32 
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sary  friction,  and  exuberant  manifestations  interrupted.  In  this 
connection  it  is  interesting  to  note  the  growing  tendency  to  the 
use  of  the  finger  instead  of  the  much  abused  curette,  in  most  cases 
requiring  analagous  action.  The  finger  is  likewise  used  as  a  di- 
rector and  for  counter-pressure.  The  uterus  is  forcibly  dilated, 
twisted,  compressed  and  crushed  to  an  extent  indicating  complete 
subservience  of  its  circulatory  and  nutritional  forces,  and  such  as 
insures  an  alteration  of  the  formative  direction  of  structural  en- 
ergy and  a  possible  change  in  the  structural  centre  of  gravity. 
All  the  ligamentous  tissues  are  likewise  picked  out  and  brought  as 
nearly  as  possible  within  the  focus  of  severe  manual  attrition. 
The  vaginal  structures  and  the  general  peritoneal  involvement  are 
necessarily  brought  within  the  domain  of  these  movements,  and 
participate  in  the  tentative  injuries  inflicted — the  sum  total  of 
which  is  that,  from  being  a  flabby,  atonic  collection  of  tissue  for- 
mations, the  pelvic  organs  generally  take  on  a  lively,  sensitive 
character,  a  condition  of  passive  congestion  is  superseded  by  that 
of  an  active  character,  and  strength  and  erectility  follow  the  re- 
sulting accumulation  of  organizing  elements  and  circulatory 
energy.  Severe  bruising  favors  effusion  and  interstitial  solidity, 
under  favorable  after-conditions,  and  that  equilibrium  of  pressure 
which  is  nowadays  recognized  as  the  force  which  maintains  the 
pelvic  organs  in  their  normal  position,  instead  of  any  system  of 
direct  suspension. 

Uterine  misplacements  continue  yet  as  through  all  the  centuries 
that  have  passed,  the  opprobrium  of  medicine.  Surgery  and  med- 
icine have  both  broken  their  lances  in  vain  against  that  arch- 
enemy of  woman-kind.  The  most  elaborate  devisements  of  strat- 
egy have  been  resorted  to  and  come  to  grief,  but  at  last,  perhaps, 
history  is  about  to  repeat  itself  in  resort  to  pebble  and  sling,  and 
these  in  the  hands  of  the  giant  of  regular  medicine  accomplish  the 
object  through  the  simple  means  of  enticing  nature  to  perfect  her 
own  resources.  There  is  a  sect  amongst  us  now,  whose  self- 
designated  title  it  were  scientific  sacrilege  to  mention,  and  yet  who 
arc  doing  a  work  in  this  line  productive  of  results  astonishing  to 
the  unthinking,  and  we  should  not  fail  to  read  the  handwriting 
on  the  wall.  When  hemorrhoids  of  severe  type  are  effectually  re- 
<1  by  manual  dilatation  and  contusion  of  the  veins,  uterine 
hemorrhage  of  differing  types  controlled  by  digital  friction,  intes- 
tinal  peristalsis  re-established  by  severe  kneading,  and  chronic 
cystitis  as  well  as  other  pelvic  inflammations  resolved  by  bi-manual 
exertion,  it  is  time  to  recognize  the  value,  under  intelligent  guid- 
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ance,  of  purely  manual  mechanics  in  the  furtherance  of  our  art. 
All  these  things  have  been  and  are  being  done  by  what  we  term 
empirical  efforts,  while  we  continue  stupidly  to  worship  at  the 
shrine  of  grim  habit. 

It  is  not  enough,  however,  for  the  surgeon  to  perfunctorily  ad- 
vise or  recommend,  lie  should  leave  no  manipulation  of  the  s6rt 
to  untrained  assistants  or  other  incompetents.  It  demands  the 
most  profound  knowledge  and  skill  of  which  he  is  personally 
capable  in  order  to  success.  He  must  be  in  the  van  of  progress. 
The  progressive  medical  man  of  to-day  is  utilizing  more  and  more 
the  products  of  the  body  itself  for  the  relief  of  its  own  ills,  and 
the  surgeon  should  be  no  less  active  in  compelling  nature  to  a 
greater  exercise  of  her  own  resources. 

The  natural  corollary  of  the  method  thus  far  advocated  is 
provisional  retention  in  position  of  the  organs  involved.  This 
can  be  accomplished  satisfactorily  by  the  simple  means  of  pessaries 
and  vaginal  tamponade.  When  properly  applied  they  answer 
every  purpose.  They  are  rightly  applied  only  when  they  steadily 
and  unrelentingly  maintain  the  uterus  and  its  associate  organs 
in  their  proper  position  during  the  period  of  reconstruction  and 
adjustment  following  the  manipulations.  The  Hodge  pessary  I 
have  found  a  valuable  adjunct,  as  likewise  the  intra-uterine  stem 
when  made  to  project  sufficiently  beyond  the  os  externum  to  re- 
ceive the  upward  pressure  of  the  vaginal  pack.  This  last  men- 
tioned is  the  most  useful  of  all,  and  should  be  kept  steadily  in 
place,  with  necessary  changes  for  cleanliness,  for  at  least  ten  to 
fourteen  days.  Existing  pain  may  be  controlled  by  the  use  of 
anodynes.  Nothing  short  of  the  firmest  fixation  will  suffice  to 
secure  the  needed  result  of  stability  in  reformative  action  and 
position.  The  manner  of  tamponing  is  of  importance,  in  order 
to  secure  the  greatest  elevation  of  the  organs  consistent  with  nor- 
mal requirements.  Instead  of  packing  the  vagina  full  of  wool  or 
gauze  so  as  to  create  enormous  distention  in  all  directions,  the  in- 
troduction of  one  or  other  of  these  substances  should  be  made  in 
laps  or  folds  of  a  long  strip,  pressed  during  introduction  against 
the  posterior  wall  of  the  passage,  beginning  high  up  in  its  vault. 
An  excellent  way  is  to  thread  the  folds  of  gauze  on  a  stiff  wire,  the 
upper  end  of  which  represents  a  ring  to  be  thrown  about  the 
uterine  cervix.  The  lower,  sharp  end  is  readily  covered  finallv  by 
thick  layers  of  gauze  over  it.  This  mode  of  tamponing  is  much 
more  effective  than  any  other  for  the  purposes  in  hand.  The  pack- 
ing in  this  way  keeps  the  uterus  and  adnexa  in  almost   faultless 


500  will:  "bloodless     surgery  in  gynecology. 

position,  while  it  does  not  distressingly  distend  the  vagina  nor 
oppress  the  bladder,  and  gives  all  the  mechanical  stimulation  de- 
sired for  the  former.  A  sore  vagina  temporarily  is  no  disadvan- 
tage, but  usually  results  in  a  thicker,  more  erectile  and  supporting 
structure.  In  fact,  a  distention  not  too  great  nor  too  long  con- 
tinued is  itself  a  distinct  advantage  in  most  instances,  inviting  as 
it  does  subsequent  bulk  and  radiation  of  pressure.  The  vagina 
naturally  participates  in  the  regenerative  structural  changes  which 
follow  severe  handling,  and  we  find  its  skeletal  connective  sub- 
stance improved  in  tone  and  usefulness. 

But  there  are  other  conditions  than  misplacements  which  are 
remediably  amenable  to  this  method  of  exciting  readjustment 
and  reorganization.  Chronic  inflammation,  neuralgias,  and  other 
kinds  of  morbid  changes  in  the  ovaries  and  other  structures  may 
be  favorably  affected  and  more  effectually  subdued  by  resort  to 
compression,  stretching  and  friction  sufficient  in  degree  to  pro- 
duce radical  changes  in  structure  and  renewed  nervous  and  vas- 
cular activity.  Tissues  which  have  lain  for  long  in  a  complacent 
mood,  so  to  speak,  are  given  to  abnormal  formative  action,  but 
when  aroused  by  opposition  readily  assert  their  birthright  of 
legitimate  parentage  and  take  on  healthy  action.  We  should  not, 
therefore,  ignore  the  demands  of  justice  and  cut  the  gordian  en- 
tanglement by  surreptitious  removal  of  the  offending  part,  with- 
out giving  it  opportunity  for  reform.  How  often  do  we  hear  the 
abdominal  surgeon  say  that  he  found  no  pathology  to  account  for 
the  suffering  complained  of,  but  removal  of  the  healthy  appendix, 
or  breaking  up  of  minor  adhesions,  or  flushing  the  abdominal  cav- 
ity, sufficient  at  all  events  to  remove  the  symptoms.  He  may  not 
stop  to  reason  that  the  mechanical  traumatism  and  its  consequent 
metabolic  changes  were  probably  the  curative  factors,  and  that  the 
result  could  just  as  well  have  been  secured  without  section.  Also 
might  he  reason  that  in  the  cases  not  symptomatically  cured  the 
end  might  be  accomplished  by  such  a  process  of  wholesale  nerve- 
stretching  as  is  included  in  the  manipulative  maneuvers  herein 
recited.  As  a  matter  of  fact,  the  writer  has  taken  a  number  of 
such  occurring  in  his  own  practice  and  that  of  others  and  accom- 
plished more  by  making  the  pelvis  a  veritable  hotbed  of  reaction- 
ary reparative  effort  than  by  any  other  means. 

The  functional  adjustments  on  tin-  part  of  nature  under  the 
strain  of  steady,  unrelenting  guidance  have  been  phenomenally 
encouraging,  and  indicate  most  forcibly  the  fact  that  reconstruc- 
tion under  such  terms  lias  a  supreme  advantage  over  that  which 
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aims  to  concern  only  isolated  tissues,  under  conditions  which  do 
not  involve  a  sufficient  area  of  vital  disturbance.  Instead  of  such 
disturbance  being  a  source  of  weakness,  it  is  a  source  of  strength, 

when  free  from  the  elements  of  infection. 

Inflammatory  conditions  and  excessive  tenderness  are  not  by 
any  means  contra-indications  for  the  application  of  the  method  of 
profound  manipulation.  Ofttimes,  indeed,  they  are  real  indica- 
tions of  its  advantage  in  a  curative  way.  The  same  results  which 
govern  its  application  under  other  conditions  likewise  indicate 
the  usefulness  of  the  method  in  producing  radical  formative 
changes  in  these  states  of  abnormal  development  and  sense-aber- 
ration. The  intimate  structural  and  nutritional  changes  induced 
alter  the  character  of  innervation  as  well  as  circulation,  and  seem 
to  restore  co-ordinate  impulses. 

There  is  another  phase  of  "bloodless"  curative  effort  to  which 
I  should  like  to  refer  at  greater  length,  but  time  forbids.  Suffice 
it  merely  to  say,  therefore,  that  reference  is  made  to  the  matter 
of  treating  pelvic  accumulations  by  means  of  cautery  drainage, 
and  the  use  of  the  hypodermic  syringe  or  aspirator  for  introduc- 
ing into  the  pelvic  cavity  medicinal  solutions  such  as  iodoform 
emulsion  and  formalin  under  conditions  of  localized  peritonitis. 
Such  conditions,  for  example,  as  the  apparently  non-infective 
types  of  localized  inflammation  seemingly  due  to  leakage  from  the 
ovaries  under  abnormal  states  of  the  dynamics  of  ovulation,  in 
which  the  introduction  of  the  former  agent  above  mentioned  is 
almost  a  specific,  and  infective  types  in  which  the  latter  seems  des- 
tined to  play  an  equally  important  role. 

In  conclusion,  I  may  be  permitted  to  say  that  I  am  speaking 
from  a  no  mean  degree  of  experience  when  I  say  that  in  a  large 
proportion  of  cases  of  pelvic  disorder  complete  health  may  be  at- 
tained by  resort  to  the  methods  herein  advocated.  All  that  is 
necessary  is  to  study  and  practice  them  under  an  intelligent  con- 
ception of  their  philosophy/  "Bloodless  Surgery"  may  not  be 
their  most  appropriate  designation,  but  the  term  will  answer  well 
enough  for  present  purposes  and  serve  to  call  needed  attention  to 
the  demands  of  a  principle  that  has  at  least  earned  its  right  to 
o  nixidcration. 
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T.  GAILLARD  THOMAS,  M.D.,  LL.D. 
Born  November  2ist,  1831.    Died  February  28th,  1903. 

In  1852  a  youth  of  twenty  landed  in  New  York  from  the 
Charleston  steamer.  He  had  little  money,  few  acquaintances  and 
no  friends;  but  he  was  armed  with  an  M.  D.  diploma  from  the 
Charleston,  S.  C,  Medical  College,  and  his  heart  and  head  were 
full  of  enthusiasm  for  his  profession,  and  a  determination  to  ac- 
complish great  things  in  the  future.  Bellevue  Hspital  was  the 
pest  house  of  that  day ;  an  epidemic  of  typhus  fever  was  then  rag- 
ing, and  the  condition  of  things  was  deplorable.  There  were  no 
professional  nurses,  and  the  number  of  doctors  had  been  gravely 
depleted  by  death  and  resignations ;  few  were  willing  to  accept  a 
position  which  meant  almost  certain  death.  However,  the  subject 
of  this  memoir  found  in  this  very  condition  of  affairs  his  oppor- 
tunity. Being  entirely  devoid  of  fear,  he  made  an  application  for 
a  position  on  the  force  of  doctors,  which  was  promptly  accepted, 
and  he  at  once  began  a  career  which,  without  a  break,  was  a  con- 
tinuous series  of  successes  to  the  time  of  his  death. 

Dr.  T.  Gaillard  Thomas  was  born  on  Edisto  Island,  S.  C,  No- 
vember 21,  1 83 1.  He  was  a  lineal  descendant  of  the  Rev.  Samuel 
Thomas,  who  in  1794  was  sent  by  the  Church  of  England  as  a 
missionary  to  establish  the  Episcopal  Church  in  South  Carolina. 
His  father  was  the  Rev.  Edward  Thomas,  a  clergyman  of  the 
Episcopal  Church.  Through  his  mother  he  was  descended  from 
Joachim  Gaillard,  a  Huguenot,  who  went  to  South  Carolina  after 
the  revocation  of  the  Edict  of  Nantes. 

Dr.  Thomas  was  educated  in  the  Charleston,  S.  C,  College, 
which  institution  he  left  in  the  senior  year  to  enter  the  Medical 
College  of  the  State  of  South  Carolina,  where  lie  was  graduated 
in  1852. 

After  completing  his  interneship  at  Bellevue  Hospital  (which 
began,  as  stated  above,  during  the  epidemic  of  typhus  fever)  and 
Ward's  Island,  N.  Y.  Hospital,  he  wenl  to  Europe,  going  over 
On  a  Bailing  ship  and  returning  <>n  a  large  emigrant  vessel  a-  its 
surgeon.    He  remained  in  Europe  nearly  two  years,  visiting  and 
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serving  as  interne  in  the  different  hospitals,  giving  especial  atten- 
tion to  '  Obstetrics  in  the  Rotunda  Hospital  at  Du1)lin. 

Upon  his  return  to  New   York,  for  that  day  unusually  well 

equipped  for  the  battle  of  life,  he  established  with  Dr.  Donoghue, 
a  quiz  class  in  connection  with  the  University  of  New  York, 
which  was  very  successful,  and  attracted  much  attention.  Later 
he  formed  a  partnership  with  Dr.  J.  F.  Metcalf,  who  was  then 
the  leading  general  practitioner  of  the  city.  This  association  con- 
tinued for  fifteen  years.  From  that  time  his  success  was  assured, 
and  he  rapidly  rose  to  distinction  and  fame.  Though  his  general 
practice  was  very  large,  he  early  recognized  the  fact  that  the  emi- 
nence he  wished  to  reach  could  be  better  attained  through  a  spe- 
cialty, and  to  this  end  he  devoted  himself  especially  to  obstetrics. 
He  was  Professor  of  Obstetrics  in  the  University  Medical  Col- 
lege for  eight  years,  succeeding  Dr.  Bedford  in  1855.  In  1863  he 
was  appointed  Professor  of  Obstetrics,  Diseases  of  Women  and 
Children,  at  the  College  of  Physicians  and  Surgeons,  and  held  that 
chair  for  many  years,  or  until  the  chair  of  Diseases  of  Women 
was  established,  when  he  was  elected  to  fill  it.  His  former  chair 
was  divided,  the  Professorship  of  Obstetrics  going  to  Dr.  J.  H. 
McLean,  and  the  Professorship  of  Diseases  of  Children  to  Dr.  A. 
Jacobi.  In  1872  he  was  elected  Attending  Surgeon  to  the 
Women's  Hospital,  when  he  practically  gave  up  general  practice 
to  devote  himself  to  gynecology.  As  an  obstetrician,  his  name  is 
identified  with  the  operation  of  laparo  clytrotomy  as  a  substitute 
for  the  very  grave  operation  of  Cesarean  Section.  But  he  soon 
became  so  well  known  as  a  gynecologist  that  his  reputation  as  an 
obstetrician  was  completely  overshadowed. 

As  a  gynecological  operator,  he  was  bold  without  being  reck- 
less, inventive  in  his  methods,  quick  in  his  movements,  and  re- 
sourceful in  his  means  of  meeting  complications.  As  a  laparoto- 
mist  he  was  especially  distinguished,  and  for  that  day  his  results 
were  remarkable.  As  a  diagnostician  he  was  the  peer  of  any.  As 
a  teacher  he  had  no  superior.  As  an  orator,  he  was  the  first  in 
the  profession,  and  as  an  author,  was  of  world-wide  renown.  One 
of  the  most  cultured  physicians  in  New  York  City  remarked  to  me 
on  the  day  of  Dr.  Thomas's  funeral  that  he  considered  the  doctor 
the  greatest  medical  orator  he  had  ever  listened  to. 

To  many  of  the  doctor's  old  friends  and  admirers  it  will  he  news 
to  learn  that  his  first  lecture  was  a  failure :  but  then  it  was  his  first 
and  last  failure.  He  recognized  the  cause  of  his  lack  of  success, 
and  took  advantage  of  the  knowledge  to  make  of  himself  what  his 
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friend  called  him — the  greatest  medical  orator  of  his  time.  He 
knew  to  be  a  successful  lecturer  he  must  not  only  be  able  to  state 
medical  theories  and  facts,  but  that  he  must  present  them  in  a 
refined  and  cultured  manner.  To  this  end,  he  studied  English  lit- 
erature, the  methods  of  the  best  masters,  took  lessons  in  elocution, 
and  at  first  often  delivered  his  lecture  before  his  mirror  in  the 
privacy  of  his  own  room.  The  result  was  apparent.  His  lecture 
room  was  always  crowded ;  the  students  of  the  other  college 
flocked  to  hear  him,  and  many  a  physician  with  an  established 
position  in  his  profession  neglected  his  practice  to  join  the  stu- 
dents in  listening  to  and  doing  honor  to  this  medical  orator. 

As  a  writer  Dr.  Thomas  was  fluent  and  easy — at  the  same  time 
exact.  The  first  edition  of  his  work  on  diseases  of  women  estab- 
lished at  once  his  position  as  the  best  gynecological  writer  of  the 
day.  It  was  translated  into  German,  French,  Italian,  Spanish 
and  even  Chinese.  It  ran  through  six  editions,  and  was  used  as 
a  textbook  all  over  the  world.  Once,  when  visiting  a  medical  book 
store  in  Berlin,  he  asked  to  see  what  works  they  had  on  gynecol- 
ogy. The  proprietor  handed  him  a  book  which  he  said  was  the 
best  they  had,  and,  in  fact,  the  best  published.  The  doctor  found 
in  his  hand  his  own  work. 

Dr.  Thomas,  while  not  carried  away  by  every  new  idea,  kept 
thoroughly  abreast  of  the  times — accepting  only  what  appealed 
to  his  judgment,  after  investigation.     He  often  quoted  the  lines : 
Be  not  the  first  by  whom  the  new  is  tried, 
Nor  yet  the  last  to  lay  the  old  aside. 

Though  acutely  sensitive  to  public  opinion,  he  never  allowed 
himself  to  be  swayed  by  it  when  firmly  convinced  that  his  atti- 
tude was  the  correct  one. 

In  his  talks  with  his  younger  associates  he  often  said  that  to 
succeed  as  surgeons  they  must  make  it  a  rule  to  do  always  their 
very  best  for  their  patients,  endeavoring  by  study,  observation, 
etc.,  to  make  it  the  best  that  was  in  them  ;  having  done  this,  their 
duty  was  done,  and  they  must  not  worry,  nor  would  they  be  de- 
serving of  any  blame.  In  other  words,  be  sure  to  the  best  of  their 
ability  that  they  were  right,  and  then  go  ahead. 

Dr.  Thomas  was  a  born  leader  of  men  ;  in  any  walk  of  life  he 
would  have  filled  front  rank.  Of  a  strong  but  pleasing  personal- 
ity and  affable  manner,  he  was  enthusiastic,  capable  of  an  unlim- 
ited amount  of  work,  energetic,  persevering  and  untiring.  A 
brave  man  physically  and  morally— having  the  courage  of  his 
convictions,  even  though  they  might  lead  him  out  of  the  popular 
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path;  never  shirking  his  responsibilities,  and  often,  indeed,  shoul- 
dering these  of  his  weaker  brethren.  A  Strong  man,  and  feeling 
his  strength,  he  could  ill  brook  opposition.  In  his  earnestness 
and  fixedness  of  purpose,  he  rode  over  all  obstacles. 

Jn  his  domestic  relations  he  was  peculiarly  tender — a  devoted 
husband,  and  a  most  affectionate  and  indulgent  father.  He  was 
married  in  1862  to  Miss  Mary  W'illard,  of  Troy,  N.  Y.,  who,  with 
two  sons,  J.   Metcalf  and  T.  Gaillard,  Jr.,  survive  him. 

Jn  politics  a  Democrat,  he  nevertheless  supported  McKinley 
and  Roosevelt — B  nanism  and  the  depreciation  of  the  currency 
being  antagonistic  to  his  ideas  of  honesty. 

A  Southerner  by  birth,  during  the  Civil  War  his  feelings  of 
sympathy  led  him  to  offer  his  services  to  the  Confederacy,  al- 
though opposed  to  secession,  and  foreseeing  that  the  Southern 
cause  was  hopeless.  He  left  New  York  for  this  purpose,  but  hap- 
pily, on  his  arrival  at  Charleston  he  found  his  services  were  not 
needed,  and  he  returned  to  New  York,  only  to  find  that  owing  to 
his  espousal  of  the  Southern  cause,  he  was  expelled  from  the  New- 
York  Academy  of  Medicine.  Later,  when  the  bitterness  of  feeling 
had  died  down,  he  was  reinstated. 

In  1872  he  was  appointed  Attending  Surgeon  of  the  Women's 
Hospital  in  the  State  of  New  York,  where  he  devoted  himself 
exclusively  to  his  specialty  until  1887,  when  he  resigned.  He 
continued  to  operate  in  private  practice  until  1900.  On  Novem- 
ber 2 1  st,  1 90 1.  his  70th  birthday,  the  profession  of  New.  York- 
City  gave  him  a  dinner  excelling  any  ever  given  an  M.  D.  in  this 
country.  At  various  times  he  served  on  the  Medical  Boards  at 
Bellevue,  Roosevelt,  St.  Luke's,  Nursery  and  Children's,  The 
Strangers  and  St.  Mary  (Brooklyn)  Hospitals.  He  was  a  con- 
sultant of  the  Presbyterian,  French,  the  New  York  Lying-in,  Skin 
and  Cancer  and  Memorial  Hospitals,  and  the  New  York  Infant 
Asylum.  He  was  at  the  time  of  his  death  President  of  the  Med- 
ical Boards  of  the  Women's  Hospital  in  the  State  of  New  York, 
the  Nursery  and  Children's  Hospital  and  the  New  York  Infant 
Asylum. 

Dr.  Thomas  was  a  member  of  the  New  York  City  Medical 
Society,  New  York  Pathological  Society,  New  York  Academy 
of  Medicine,  New  York  Obstetrical  Society.  New  York  State 
Medical  Association,  American  Gynecological  Society  and 
American  Medical  Association.  He  was  a  corresponding  fellow 
of  the  (  (bstetrical  Societies  of  Philadelphia,  Louisville  and  Bos- 
ton, and  an  honorary  fellow  of  the  British  Gynecological  Society. 
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Socially,  Dr.  Thomas  was  strongly  identified  with  the  cottage 
life  at  Southampton,  L.  I.,  being  one  of  the  first  to  build  a  cottage 
there  as  a  summer  home.  He  was  instrumental  in  organizing  the 
Village  Improvement  Association  and  other  associations  looking 
to  the  growth  of  the  Summer  colony  and  the  welfare  of  the  place. 
He  was  one  of  the  original  members  of  the  Meadow  Club,  the 
Golf  Club  and  the  Southampton  Club. 

In  New  York  he  was  very  prominent  in  The  Riding  Club  from 
the  time  of  its  inception,  and  maintained  his  interest  in  the  organ- 
ization to  the  end  of  his  life.  He  was  also  a  member  of  a  number 
of  other  city  clubs. 

Dr.  Thomas  s  story  is  the  story  of  a  complete,  well-rounded  life 
— a  life  lived  well  and  nobly;  terminating,  as  he  desired,  while  his 
interest  and  enthusiasm  were  yet  alive.  P.  F.  Chambers. 

Requiescat  in  pace. 


On  motion,  the  following  resolution  was  adopted  by  the  Med- 
ical Board  of  the  Woman's  Hospital  of  the  State  of  New 
York  at  its  meeting  held  on  the  fifth  of  March,  1903 ;  and  it 
was  voted  that  a  copy  of  the  same  be  sent  to  the  Board  of  Gov- 
ernors, and  that  it  be  published  in  the  Medical  Record  and  the 
American  Journal  of  Obstetrics,  and  that  a  copy  suitably  en- 
grossed be  forwarded  to  the  family  of  Dr.  Thomas : 

Resolved :  That  we  record  with  feelings  of  the  deepest  sorrow 
the  death  of  our  associate,  Dr.  T.  Gaillard  Thomas,  President  of 
the  Medical  Board  and  a  Consulting  Surgeon  to  the  Woman's 
Hospital,  which  took  place  at  Thomasville,  Ga.,  on  February 
28,  1903. 

Dr.  Thomas  devoted  the  best  years  of  his  professional  life, 
from  1872  to  1887  to  the  service  of  this  Hospital  as  an  Attending 
Surgeon.  During  all  these  years  his  ability  as  a  diagnostician  and 
his  brilliancy  as  an  operator  were  the  admiration  of  his  col- 
leagues. The  results  of  his  scientific  work  added'largely  to  the 
reputation  of  the  Hospital  and  greatly  broadened  the  sphere  of  its 
usefulness.  He  merited,  and  easily  won,  the  confidence  of  his 
patients;  they  trusted  him  as  friend,  as  well  as  surgeon.  His  As- 
sistants and  the  members  of  the  House  Stall"  found  him  always 
mosl  kind  and  considerate;  he  would  oftentimes  spare  them,  but 
never  himself,  when  unusually  laborious  work  was  to  be  done, 
lb-  was  honorable,  unselfish,  a  noble  man,  whose  precept  and 
whose  example  alike  inspired  many  a  young  colleague  to  strive 
after  the  highest  ideals  that  can  be  set  before  a  physician. 

Full  <>f  year-  and  <>f  the  honors  that  had  been  conferred  upon 
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him,  happy  in  the  affection  of  his  friends,  his  lifework  compl 

at  peace  with  God  and  with  his  fellowmen,  he  has  gone  to  his 

reward. 

Henry  D.  Nicoll.  Bache  McE.  Km  mi 

Clement  Cleveland.  P.  F.  Chambers. 

MEDICAL  BOARD  OF  THE   NEW    YORK   IX1AXT   ASYLUM. 

At  a  meeting  of  a  committee  appointed  by  the  Medical  Board 
of  the  New  York  Infant  Asylum  held  March  30th,  1903,  the 
following  resolutions  were  adopted  : 

Whereas,  The  late  Dr.  T.  Gaillard  Thomas,  for  several  years, 
and  at  the  time  of  his  death,  was  Consulting  Obstetrician  to  the 
Xew  York  Infant  Asylum  and  President  of  the  Medical  Board, 
an  office  in  which  he  exhibited  wise  counsel  and  charming 
geniality,  and 

Whereas,  Dr.  Thomas  was  a  man  of  great  eminence,  well  known 
to  the  medical  profession  throughout  the  world,  by  virtue  of  whose 
character  and  renown  much  honor  was  reflected  upon  this  Insti- 
tution, therefore 

Be  it  resolved,  That  the  Medical  Board  of  the  New  York  Infant 
Asylum  record  the  death  of  Dr.  Thomas  with  a  sense  of  deepest 
regret  and  inexpressible  loss,  and  further 

Be  it  resolved,  That  a  copy  of  these  minutes  be  sent  to  the  be- 
reaved family,  and  to  the  principal  medical  journals,  and  inscribed 
in  the  records  of  the  New'  York  Infant  Asylum. 
Signed : 

J.  M  [lton  Mabbott,  M.D.. 
George  Tucker  Harrison,  M.D., 

Committee. 
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Meeting  of  January  16,  1903. 
The  President,  Charles  S.  Bacon,  M.D.,  in  the  Chair. 

CARCIXOMA    OF   THE   UTERUS    WITH    SECONDARY  DEPOSITS   IN    BOTH 
TUBES  AND   RIGHT  OVARY. 

Dr.  Reuben  Peterson,  of  Ann  Arbor,  Mich. — I  have  several 
specimens.  The  first  is  from  a  woman,  47  years  of  age.  who  en- 
tered the  hospital  December  9th  last.  She  had  been  married 
twenty-eight  years  and  has  had  four  children.  Since  last  July 
this  patient  presented  symptoms  of  malignant  disease;  she  had  a 
foul  discharge  and  had  passed  what  she  described  as  "pieces  of 
flesh."  When  I  examined  her  under  anesthesia  I  found  closely 
connected  with  the  uterus  on  the  left  side  a  large  tumor  reaching 
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nearly  to  the  umbilicus.  The  woman  was  very  fleshy,  weighing 
about  250  pounds,  so  that  I  was  unable  to  determine  whether  it 
was  cystic  or  solid.  I  found  the  appendages  adherent  and  decided 
to  do  an  abdominal  section,  although  I  had  intended  originally  to 
take  out  the  tumor  through  the  vagina.  I  removed  the  uterus  and 
found  the  tumor  was  a  broad  ligament  cyst.  The  specimen  is  a 
beautiful  illustration  of  a  squamous  cell  carcinoma,  starting  in  the 
cervix,  with  secondary  involvement  of  both  tubes.  On  the  right 
side  is  a  pus  tube  and  the  ovary  on  that  side  is  also  involved  in 
the  secondary  growth.  Clinically,  it  is  interesting  because,  in  or- 
der to  remove  this  extensive  growth,  I  had  to  use  the  Trendelen- 
burg position.  I  am  always  loath  to  do  this  with  fleshy  patients, 
because  I  have  had  trouble  before.  This  patient  also  had  an  um- 
bilical omental  hernia,  and  in  pulling  on  the  omentum,  dissecting 
it  away  from  the  hernial  sac,  the  respiration  became  labored.  I 
lowered  the  table  and  the  pulse  became  feeble.  I  had  her  taken 
off  the  table  as  fast  as  possible  and  stimulated  her.  She  died  three 
hours  after  the  operation  with  marked  cyanosis  and  symptoms  of 
pulmonary  embolism.  We  could  not  obtain  a  post-mortem  exam- 
ination, so  had  to  depend  on  the  s)  mptoms  for  a  diagnosis. 

EXTRAUTERINE   GESTATION    OF    SIX    YEARS*    STANDING. 

The  second  specimen  was  removed  from  a  woman,  33  years  of 
age,  who  has  been  married  seventeen  years.  She  entered  the  hos- 
pital December  8th.  She  gave  a  history  of  having  had  four  dis- 
tinct attacks  of  pelvic  inflammation,  and  I  considered  it  nothing 
more  than  an  ordinary  case  of  bilateral  pyosalpinx.  I  did  a  lapar- 
otomy and  found,  when  dissecting  out  the  mass  on  the  left  side, 
that  I  had  to  deal  with  an  old  extrauterine  gestation.  This  sac 
contains  the  fetal  bones.  I  questioned  the  patient  afterward  and 
learned  that  six  years  previously  she  had  been  very  sick  during 
one  of  these  attacks,  which  she  had  ascribed  to  pelvic  peritonitis 
At  that  time  she  had  skipped  her  menstrual  period ;  she  had  a 
double  phlebitis  and  evidently  it  was  at  this  time  the  extrauterine 
fetation  occurred. 

The  interesting  point  about  the  case  is  the  relation  of  the  sac  to 
the  rectum.  It  was  densely  adherent  to  its  lower  part  and  evi- 
dently from  necrosis  would  have  ruptured  through  and  the  bones 
would  have  passed  out  through  the  rectum. 

I  I'll  SELIOMA  OF  THE  VULVA. 

I  brought  this  specimen  because  it  is  somewhat  along  the  line 
of  Dr.  Percy's  paper.  The  specimen  was  removed  from  a  woman, 
54  years  of  age,  who  bad  beer,  married  thirty-three  years,  and  bad 
had  four  children.  Six  months  before  her  entrance  to  the  hos- 
pital she  experienced  an  itching  about  the  left  labium  ma  jus,  and 
she  said  that  two  months  later  an  abscess  formed  and  her  physi- 
cian opened  it.  It  did  not  heal  and  another  physician  sent  her  to 
the  hospital. 
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Upon  examination  I  found  malignant  disease  involving  the  up- 
per part  of  the  labium  ma  jus,  the  labia  minora  and  the  clitoris.  It 
had  ulcerated,  but  did  not  seem  to  be  attached  to  the  pubic  bone, 
and  I  was  unable  to  find  any  enlarged  inguinal  glands.  I  removed 
it  by  an  extensive  incision,  taking  away  nearly  the  entire  vulva 
1  began  the  incision  high  up,  then  cut  around  the  urethra,  left  a 
small  portion  of  mucous  membrane  there  because  it  was  not  in- 
volved and  brought  the  parts  together,  the  line  of  union  being 
almost  Y-shaped.  The  mistake  1  made  was  in  not  removing  the 
inguinal  glands.  I  postponed  this  for  another  operation  which 
the  woman  later  refused  to  permit.  The  wound  healed  by  primary 
union  and  she  left  the  hospital.  Two  months  afterward  she  be- 
gan to  have  trouble  in  the  inguinal  region  and  two  months  later 
re-admitted  to  the  hospital.  There  was  no  question  in  re- 
gard to  the  diagnosis  of  secondary  involvement  of  the  left  inguinal 
glands. 

I  made  an  extensive  dissection  of  the  inguinal  region  and  went 
outside  as  far  as  I  could,  but  although  the  wound  healed  by  firs: 
intention,  it  only  stayed  the  progress  of  the  disease  temporarily. 
The  X-ray  was  tried,  but  failed  to  do  any  good,  and  the  woman 
died  a  few  months  later. 

EXHIBITION  OF  PLASTER  CASTS. 

I  show  you  some  casts  that  I  have  been  making  ever  since  I 
became  connected  with  the  University  of  Michigan.  We  make 
casts  of  all  abdominal  and  other  growths  which  show  externally. 
For  instance,  the  cast  I  now  show  you  was  taken  not  because  the 
case  was  very  unusual,  but  because  it  is  a  record  of  the  case  such 
as  no  verbal  description  can  furnish.  In  the  same  way  casts  are 
made  of  abdominal  tumors  and  are  used  for  teaching  purposes  as 
well  as  records.  In  speaking  about  differential  diagnosis  to  my 
class,  if  a  student,  for  instance,  has  the  idea  that  an  ovarian  cvst  is 
always  in  the  median  line,  I  simply  show  these  casts  and  demon- 
strate to  him  how  an  ovarian  cyst  starts  on  one  side  and  finally 
reaches  the  median  line. 

HORSESHOE  TUHE. 

I  have  one  more  specimen,  the  most  interesting  of  all.  The 
woman  from  whom  it  was  removed  is  2~  years  of  age  and  has  been 
married  ten  years.  I  saw  her  last  March  for  the  first  time.  She 
had  complained  of  tenderness  and  pain  in  the  lower  abdomen 
five  weeks  before  she  was  referred  to  me.  Examination  showed 
an  irregular  mass  extending  as  high  as  the  umbilicus.  Below  I 
could  obtain  fluctuation  and  the  uterus  was  carried  upward.  Here. 
again,  we  had  to  deal  with  a  fleshy  woman,  and,  T  thought,  with 
a  fibroid  plus  an  ovarian  cyst,  and  operated  with  that  idea  in  view. 
I  found  that  I  had  entirely  mistaken  the  nature  of  the  growth. 
On  opening  the  abdomen.  I  came  upon  a  blue-walled  tumor,  ex- 
tending very  deep  into  the  pelvis  on  the  right  side  and  upward  as 
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high  as  the  umbilicus  on  the  left.  It  was  a  cystic  growth  and 
there  were  only  a  few  adhesions.  I  introduced  a  small  trocar  and 
withdrew  nearly  one  thousand  cubic  centimeters  of  fluid  of  the 
consistency  of  pea  soup.  It  was  not,  however,  until  I  began  to 
enucleate  the  tumor  that  I  realized  what  it  was  and  found  it  was 
two  tubes  joined  together  at  their  fimbriated  extremities.  I  have 
had  the  specimen  hardened  in  formalin,  then  cut  open,  and  it  is 
not  unlike  a  horseshoe  kidney.  There  is  a  free  opening  between 
the  tubes.  The  contents  turned  out  not  to  be  pus,  but  a  cloudy  fluid 
made  up  of  cell  debris.  Undoubtedly  we  had  to  deal  with  a  double 
hydrosalpinx,  which  had  united  and  then  the  partition  had  come 
away,  leaving  a  free  communication  between  the  two  tubes.  I  re- 
moved both  ovaries  at  the  same  time. 

Dr.  Emil  Ries  read  a  paper  on 

THE    CONDITION    OF    THE    PELVIC    LYMPHATICS    IN    CARCINOMA    OF 

THE  UTERUS. 

Since  1895  I  have  removed  the  pelvic  lymphatics  with  the 
carcinomatous  cervix.  The  glands  in  all  cases  have  been  ex- 
amined as  carefully  as  possible.  From  the  ten  cases  of  carcinoma 
of  the  cervix  upon  which  I  have  operated,  some  twenty  thousand 
sections  have  been  made,  and  I  have  looked  at  every  one  of  them 
myself.  From  the  large  number  of  sections  made,  it  has  been 
proven  that  carcinoma  of  the  uterus  invades  the  pelvic  lymphatics 
just  as  early  and  with  just  as  much  certainty  as  carcinoma  of  other 
organs  invades  the  regional  lymphatics. 

We  find  carcinoma  in  these  glands  to  a  variable  extent  and  in 
varying  stages,  the  growth  in  the  gland  faithfully  representing  the 
original  carcinoma  in  structure,  arrangement,  and  progress.  I 
have  specimens  which  show  four  different  stages  of  invasion  of 
the  lymphatic  glands.  The  first  shows  a  small  carcinomatous 
mass  in  the  afferent  lymphatics,  outside  the  gland  tissue  proper, 
which  is  so  distinctly  shaped  and  constituted  like  the  original  car- 
cinoma that  there  can  be  no  doubt  as  to  its  nature.  Serial  sections 
show  that  these  carcinomatous  masses  in  the  afferent  lymphatics 
do  not  form  a  direct  continuation  of  the  original  carcinoma  in  the 
cervix,  but  that  particles  of  carcinoma  arc  carried  away  from  the 
original  seat  of  the  tumor  with  the  lymph  current  to  the  new  loca- 
tion. This  discontinuity  of  growth  shows  that  it  is  always  unsafe 
to  cut  between  the  regionary  lymphatics  and  the  original  carcino- 
ma, because  we  may  escape  carcinomatous  areas  by  so  doing. 

The  nexl  stage  of  invasion  shows  the  hilus  of  the  gland  per- 
meated by  the  carcinomatous  masses,  the  lymphatic  tissue  itself 
not  vet  invaded;  but  only  the  connective  tissue  of  the  hilus.  In 
the  next  stage  a  few  follicles,  especially  their  germinal  centers,  are 
invader],  or  a  few  of  the  medullary  cords.  Carcinoma  is  found  in 
the  center  of  them.  These  carcinomatous  masses  in  the  follicles 
compress  the  surrounding  lymphatic  tissue;   they   form  cavities 


THE    CHICAGO   GYNECOLOGICAL   SOCIETY.  5  I  I 

inside  the  Collides  or  inside  the  medullary  cords.  The  carcinoma 
may  involve  the  entire  gland.  In  these  glands,  then,  the  carci- 
noma may  undergo  the  same  degeneration  as  in  the  original  gland, 
forming  central  cavities  of  large  or  small  size  which  are  filled  with 
extravasated  blood  or  with  the  products  of  degeneration  of  the 
carcinoma.  The  cysts  inside  the  carcinomatous  masses  may  be- 
come confluent,  so  that  the  gland  may  form  a  hollow  mass  of  car- 
cinoma which  may  easily  burst  during  attempts  at  its  removal. 

The  carcinomatous  gland  is  by  no  means  always  enlarged,  nor 
is  an  enlarged  gland  always  carcinomatous.  The  specimens  con- 
taining carcinoma  in  the  hilus  of  the  gland  are  not  at  all  from 
enlarged  glands,  certainly  not  so  large  as  to  be  felt  by  a  bimanual 
examination  before  operation,  not  even  large  enough  to  be  palpated 
through  the  peritoneum  during  operation  without  being  dissected 
out  carefully. 

Carcinoma  of  the  glands  is  frequently  associated  with  other  con- 
ditions. I  have  observed  epithelial  ducts  in  the  lymphatic  gland. 
Usually  they  are  small,  situated  in  the  capsule  of  the  gland,  follow- 
ing the  trabecular  of  the  gland.  When  the  epithelial  ducts  become 
larger  and  more  extensive,  they  may  extend  into  the  tissue  of  the 
lymphatic  gland,  but  always  following  the  trabecular,  not  like  a 
malignant  growth.  These  epithelial  ducts  are  composed  of  low 
or  high  columnar  cells,  with  a  nucleus  in  the  middle  of  the  cell, 
sometimes  with  bristles  at  the  top  of  the  cell.  The  epithelial  ducts 
are  surrounded  by  connective  tissue.  The  contents  of  the  ducts 
are  either  a  few  degenerated  cells  or  some  leucocytes.  The  ducts 
-traight  or  ramify.  The  epithelium  is  always  in  one  layer 
only. 

My  first  case,  in  which  epithelial  ducts  have  first  been  observed, 
was  a  stratified  epithelial  carcinoma  of  the  cervix,  so  there  is  no 
doubt  but  what  the  epithelial  ducts  have  nothing  to  do  with  the 
original  carcinoma.  The  patient  from  whom  the  specimen  was 
removed  is  alive,  six  years  since  the  operation.  This  makes  it 
improbable  that  I  could  have  overlooked  a  second  primary  car- 
cinoma in  her  body.  The  many  sections  of  the  uterus  which  were 
examined  did  not  contain  any  carcinoma,  except  squamous  epithe- 
lial carcinoma  of  the  cervix.  In  four  cases  out  of  the  ten  ex- 
amined, I  found  epithelial  ducts  which  did  not  harmonize  with 
the  original  carcinoma.  Double  primary  carcinomas  of  different 
types,  one  squamous,  for  instance,  and  the  other  adeno-carcinoma, 
in  the  same  patient  are  extremely  rare.  If  I  had  found  four 
double  primary  carcinomas  among  ten  patients,  it  would  be  un- 
heard-of. 

To  explain  these  epithelial  ducts  it  might  be  possible  that  some 
of  the  cells  of  the  normal  tissue  surrounding  the  carcinoma  were 
carried  along  into  the  lymphatic  glands  and  continued  their  growth 
there,  forming  epithelial  ducts,  non-malignant.  As  the  cervical 
epithelium  is  different  from  that  in  the  epithelial  ducts  in  the 
lymphatics,  this  explanation  was  dropped. 

The  first  case  in  which  I  found  epithelial  ducts  contained  car- 
cinoma of  the  cervix,  adeno-myoma  of  both  uterine  horns,  and  an 
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extremely  small  adenoma  of  the  sacro-uterine  ligament.  The 
structure  of  the  adeno-myoma  of  both  uterine  horns  is  very  much 
like  that  of  the  epithelial  ducts  in  the  lymphatics.  The  connection 
between  the  posterior  pelvic  wall  and  the  Wolffian  body  from 
which  adeno-myomas  originate  is  so  close  that  it  is  quite  possible 
that  remnants  of  the  Wolffian  body  may  have  become  embedded  in 
the  lymphatics  located  on  the  posterior  pelvic  wall.  This  expla- 
nation has  been  accepted  by  other  observers. 

In  cases  in  which  glands  are  removed  by  this  operation,  which 
may  or  may  not  contain  carcinoma,  a  condition  of  large  cell  hyper- 
plasia has  been  observed.  Among  the  thickly  crowded  leucocytes 
are  large  clear  cells,  with  large  distinct  nuclei,  sometimes  closely 
resembling  carcinoma  cells.  I  do  not  believe  these  cases  are  car- 
cinomatous. The  large  cell  hyperplasia  can  be  found  in  tubercu- 
losis and  other  cases.  I  believe  it  represents  a  condition  of  growth 
and  activity  with  which  we  are  not  sufficiently  familiar.  In  nu- 
merous glands,  whether  carcinomatous  or  not,  I  have  found  in  the 
trabeculae  hyaline  degeneration  containing  calcareous  deposits. 
This  hyaline  degeneration  may  be  limited  or  extensive.  It  inter- 
feres with  the  circulation  in  the  gland.  It  is  formed  in  old  as 
well  as  in  young  women.  It  is  associated  with  carcinoma  in  the 
same  gland,  or  not.  It  is  found  unassociated  with  carcinoma  any- 
where. The  glands  which  present  this  calcareous  deposit  in  hy- 
aline degeneration  frequently  show  fat  tissue  infiltrating  the 
lymphatic  glands.  The  fact  that  this  fat  infiltration  of  the  gland 
is  found  together  with  carcinomatous,  tuberculous  or  other  inflam- 
matory processes  in  the  lymphatic  glands,  does  not  by  any  means 
prove  that  this  fat  infiltration  is  a  regeneration  of  the  gland. 
Bayer  removed  experimentally  in  animals  the  whole  axillary  fat, 
as  completely  as  possible,  with  the  glands,  allowed  the  animals  to 
live,  and  then  examined  the  axillae  again  after  some  months,  and 
found  newly-formed  glands.  But  the  same  condition  can  be  ob- 
served everywhere  in  the  connective  tissue,  wherever  there  are 
lymphatics  and  fat,  where  there  is  no  destruction  of  glands  going 
on,  either  by  carcinoma,  tuberculosis  or  any  inflammation.  In  his 
researches  on  the  hemo-lymph  glands,  Warthin  has  found  the 
same  condition.  We  are  led  to  believe  that  in  the  lymphatic  sys- 
tem a  constant  fluctuation  is  taking  place ;  that  as  glands  lose  their 
function,  new  glands  are  formed,  and  they  may  form  anywhere  in 
the  connective  tissue. 

The  characteristic  feature  of  hemo-lymph  ulands  is  that  their 
sinuses  contain  red  blood  corpuscles  mixed  with  the  leucocytes. 
Tlx-  hemo-lymph  glands,  with  their  direct  communication  with  the 
blood  current,  offer  an  entirely  new  explanation  of  the  different 
ways  in  which  carcinoma  of  the  uterus,  or  elsewhere,  may  form 
metastases.  It  has  been  assumed  that  carcinoma  proceeds  along 
the  lymphatics.  If  it  proceed-  to  a  lymph  gland,  which  is  in  con- 
n  with  the  blood  current,  there  is  nothing  to  prevent  it  from 
invading  the  whole  circulation. 
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BALL   PESSARY. 

Dr.  Emu.  Ries.-  I  desire  to  show  a  ball  pessary  which  was  used 
by  a  woman,  50  wars  of  age,  for  prolapse  of  the  uterus  for  four 
wars.  It  was  introduced  by  a  midwife.  It  was  the  only  pessary 
that  held  the  uterus  in  position.  (This  ball  was  approximately 
eight  inches  in  circumference.)  The  remarkable  point  is  that  the 
woman  carried  it  for  four  years  without  any  ulceration  of  the 
vagina.  Of  course,  the  vagina  became  enormously  relaxed.  The 
woman  could  remove  the  ball  by  pressing  hard.  She  washed  it 
from  time  to  time,  then  re-introduced  it. 

Dr.  J.  F.  Percy,  of  Galesburg,  111.,  read  a  paper  entitled 

PRIMARY   CANCER  OF  THE   URETHRA   IX    THE  FEMALE  J  REPORT  OF  A 
CASE,  TOGETHER  WITH  A  CRITICAL  REVIEW  OF  THE  LITERA- 
TURE REGARDING  THIS  RARE  FORM   OF  CANCER. 
SEE   PAPER.      PAGE  437. 

Dr.  Lester  E.  Frankenthal. — About  three  days  ago  I  re- 
ceived a  letter  from  Dr.  William  Barnes,  of  Decatur,  111.,  in  which 
he  gives  the  report  of  an  interesting  case. 

"January  27,  1903. 

"Mrs.  K..  a  woman,  42  years  of  age,  had  always  been  well  up 
to  about  a  year  ago,  when  she  first  noticed  a  slight  growth  at  the 
mouth  of  the  urethra ;  this  gradually  increased  in  size.  Whether 
it  was  an  open  ulcer  in  the  beginning  or  started  in  the  peri-urethral 
tissue  and  later  broke  down,  she  cannot  tell.  It  gave  her  more  or 
less  discomfort,  but  no  severe  pain.  She  did  not  consult  a  physi- 
cian until  December  22,  1902,  when  she  found  herself  unable  to 
pass  her  water.  I  saw  her  the  next  morning,  in  consultation 
found  the  urethra  surrounded  by  a  hard  mass  about  the  size  and 
shape  of  a  butternut,  extending  almost  to  the  neck  of  the  bladder 
The  orifice  of  the  urethra  was  imbedded  in  an  ulcerated  surface 
about  as  large  as  a  quarter.  There  was  a  mass  of  enlarged  glands 
in  either  groin,  freely  movable.  Immediate  operation  was  ad- 
vised; she,  however,  wished  to  wait  until  after  Christmas,  so  it 
was  put  off  until  December  28th.  Glands  in  the  groin  first  re- 
moved, wounds  closed  with  catgut  and  sealed  with  collodion.  An 
incision  was  then  made  around  the  mass,  the  growth  was  first  sep- 
arated on  its  upper  side  from  the  pubes,  dissection  being  carried 
well  up  beyond  the  growth,  which  was  then  removed  en  masse  by 
a  transverse  incision  across  the  urethra,  close  to  the  neck  of  the 
bladder.  The  skin  of  the  labia  being  loose  and  redundant,  it  was 
found  possible  to  draw  them  in  above  and  at  the  sides  and  attach 
them  to  the  mucous  membrane  of  the  urethra.  The  mucous  mem- 
brane of  the  vagina  was  drawn  up  and  attached  in  a  similar  way 
below  so  that  the  raw  surfaces  were  entirely  covered.  A  self- 
retaining  catheter  was  inserted  and  the  vulva  packed  loosely  with 
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gauze  so  as  to  keep  the  flaps  closely  applied  to  the  under  surface 
of  the  pubes. 

"The  patient  was  discharged  from  the  hospital  in  three  weeks, 
the  wounds  in  the  vulva  and  vagina  being  entirely  healed  by  first 
intention.  The  wounds  in  the  groin  had  also  healed  except  a  slight 
raw  surface  at  outer  edge,  where  there  had  been  a  slight  infection. 
She  is  now  able  to  retain  her  water  three  or  four  hours  without 
leakage  and  is  feeling  strong  and  well." 

I  have  not  made  any  microscopic  sections  of  the  specimen,  but 
think  it  is  either  periurethral  or  urethral  carcinoma.  At  least  one 
inch  of  the  urethra  proper  appears  to  be  involved  in  the  carcinom- 
atous ulceration.  It  is  probably  a  primary  carcinoma  of  the 
urethra. 

I  would  like  to  ask  why  Dr.  Percy  made  a  suprapublic  incision 
in  his  case.  I  do  not  see  any  particular  advantage  in  it.  If  the 
patient  is  to  live  I  should  imagine  an  operation  could  be  done  for 
the  formation  of  a  new  urethra.  Recently  a  very  clever  operation 
was  done  abroad,  which  consisted  of  dissecting  off  the  bladder 
from  the  vagina,  drawing  out  an  elliptical  piece  similar  to  a  tongue 
from  the  center  of  the  bladder  and  suturing  the  two  lateral  sides 
as  they  are  formed  by  drawing  out  the  elliptical  piece  and  doing  a 
secondary  operation  for  the  complete  formation  of  the  urethra. 
The  case  was  very  successful. 

Dr.  M.  L.  Harris. — Owing  to  the  rarity  of  primary  carcinoma 
of  the  urethra,  each  individual's  experience  must  be  limited.  I 
have  personally  seen  and  operated  upon  but  one  case  of  primary 
carcinoma  of  the  female  urethra  and  have  had  the  opportunity  of 
seeing  one  case  of  primary  carcinoma  of  the  male  urethra. 

The  most  important  point  in  diagnosis  is  the  tendency  of  the 
carcinoma  to  infiltrate  the  deeper  tissues.  This  is  not  observed  in 
cases  of  caruncle  of  the  urethra,  which  perhaps  most  frequently 
comes  into  consideration  in  the  differential  diagnosis.  This  is  also 
of  a  polypoid  nature.  In  the  case  I  saw  a  lady,  67  years  of  age, 
who  had  had  her  trouble  probably  a  year  and  a  half.  There  was 
marked  infiltration  of  the  peri-urethral  tissues.  The  case  was  un- 
doubtedly one  of  primary  carcinoma  of  the  urethra  and  it  involved 
nearly  its  entire  extent.  In  this  case  I  removed  the  entire  urethra 
and  a  portion  of  the  neck  of  the  bladder.  I  performed  Witzel's 
suprapublic  operation  because  we  had  to  remove  so  much  of  the 
neck  of  the  bladder  that  we  could  not  hope  for  any  sphincteric 
action  of  any  control  and  because  this  operation  affords  good 
suprapubic  drainage.  Leakage  occurred  about  six  days  after  the 
operation,  but  during  the  cicatricial  contraction  this  leakage  was 
reduced  to  the  passage  of  a  drop  or  two.  The  patient  was  fairly 
well  and  the  suprapublic  opening  answered  the  purpose  very  nicely. 
The  operation  was  done  in  July.  iqoi.  In  February,  1002,  an- 
other operator  attempted  to  close  the  leak  and  the  patient  died 
from  infection.  The  doctor  who  operated  the  second  time  informed 
me  thai  there  had  been  no  recurrence  up  to  that  time,  which  was 
seven  months. 
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Dr.  Frankenthal.-    Did  you  remove  the  glands? 

Dr.  Harris. — There  were  no  glands  to  be  felt,  consequently 
there  was  no  operation  made  on  the  inguinal  glands,  and  as  there 
was  uci  recurrence  at  the  end  of  seven  months,  it  is  highly  prob- 
able that  the  glands  were  not  involved. 

With  reference  to  glandular  involvement  and  the  rapidity  with 
which  it  can  take  place,  I  have  recently  seen  a  case  of  epithelioma 
just  at  the  inner  edge  of  the  labium  minus  which  was  quite  small 
at  the  time  it  was  removed,  yet  three  months  after  the  operation 
there  was  quite  extensive  glandular  infection  or  involvement,  so 
much  so,  that  I  deemed  it  inadvisable  to  operate. 

1  >R  K mile  Ries. — Dr.  Percy's  case  of  carcinoma  of  the  urethra 
is  typical.  In  all  these  cases  the  glands  should  be  removed;  other- 
wise  there  is  no  certainty  of  a  cure.  Even  with  removal  of  the 
glands,  it  is  hard  to  say  whether  every  focus  of  the  disease  has 
been  taken  away.  In  carcinoma  of  the  urethra  the  external  and 
internal  inguinal  and  the  obturator  glands  may  become  implicated 
if  the  infection  experiments  prove  anything. 

I  believe  Dr.  Percy  stated  that  the  patient  who  had  cancer 
around  the  anus  is  now  well.  Looking  at  the  specimen,  I  should 
say  it  is  not  carcinoma.  I  hope  Dr.  Percy  will  show  us  slides  of 
this  case  at  some  future  time.  The  type  of  growth  is  that  of  a 
venereal  wart.  An  almost  pedunculated  tumor  of  that  size,  which 
does  not  slough,  which  shows  a  distinct  villous  appearance  as  this 
does,  does  not  look  like  a  malignant  tumor,  because  it  is  typical 
for  a  malignant  growth  to  degenerate.  It  would  be  remarkable  if 
a  carcinoma  spread  as  rapidly  as  this  tumor  did.  If  primary  in 
the  urethra,  it  certainly  should  rather  be  expected  to  spread  along 
the  vulva,  the  introitus,  than  to  simply  drop  off  and  become  im- 
planted about  the  anus.  There  are  two  distinct  tumors  around 
the  anus  and  they  look  very  much  like  venereal  warts.  We  shall 
have  to  trust  entirely  to  the  microscopic  sections. 

The  most  interesting  case  of  the  three  is  the  one  reported  by 
Dr.  Frankenthal.  The  prostatic  glands  in  the  female  are  found 
al<  mg  the  urethra,  as  Aschofr  has  proved  conclusively.  This  tumor 
leaves  the  urethral  mucous  membrane  so  entirely  intact,  from 
what  I  can  see  in  the  gross  specimen  and  has  developed  so  entirely 
outside  of  the  urethra  in  a  distinct  nodule,  that  it  seems  we  have 
to  deal  with  a  carcinoma  originating  in  a  degenerative  rudimentary 
prostate.  I  shall  await  the  microscopical  investigation  of  this 
case  with  much  interest. 

Dr.  Percy's  paper  has  proved  that  investigations  by  circular 
letters  do  not  prove  anything.  Tf  a  man  has  an  interesting  case 
he  wishes  to  publish  he  will  not  give  it  in  detail  in  a  letter  to  a 
professional  friend,  because  he  has  not  the  time  to  devote  to  it. 
If  he  has  such  a  case  he  will  work  it  up  himself  and  publish  it.  Of 
course,  every  effort  to  ascertain  the  frequency  of  carcinoma  of  the 
urethra  is  justifiable,  and  Dr.  Percy  deserves  praise  for  his  at- 
tempts and  for  investigation  of  the  literature.  To  weed  out  every- 
thing uncertain  is  a  gain  to  science.     Tt  is  much  better  to  know 


;  I  TRANSACTIONS    OF 

1 

that  something  is  not  true  than  to  have  a  lot  of  theory  and  of  sup- 
position. 

Dr.  Percy  (closing  the  discussion).— In  answer  to  Dr.  Frank- 
enthal's  question  as  to  why  I  closed  the  bladder  below.  Before  I 
operated  on  this  case  I  looked  up  the  literature,  and  the  only  thing 
I  could  find  at  the  time  was  the  report  of  Zweifel's  work  in  1894. 
He  removed  not  only  both  labia  and  a  part  of  the  vagina,  together 
with  part  of  the  base  of  the  bladder,  but  also  the  urethra  and 
clitoris,  and  did  a  symphyseotomy,  dissected  out  all  glands,  etc.  Al- 
though I  did  not  see  the  necessity  for  doing  that  in  my  case,  I  had 
a  feeling  that  the  infection  was  spreading  backward  toward  the 
bladder  along  the  urethra.  I  gave  the  bladder  but  little  thought 
while  operating.  My  chief  idea  was  to  get  if  possible  every  part 
of  the  urethra  which  was  involved.  AYhen  I  reached  the  bladder 
the  only  thing  was  to  cut  off  what  was  left  of  the  urethra,  invert 
it  and  then  do  a  suprapubic  operation.  I  might  have  prolonged 
the  woman's  life  had  I  cleaned  out  not  only  the  inguinal  glands, 
but  those  in  the  pelvis  as  well. 

As  to  the  pathology  of  the  specimen  of  carcinoma  of  the  anus 
and  urethra  which  I  have  exhibited,  I  think  that  you  understand 
that  it  is  not  from  the  case  that  is  the  subject  of  my  paper ;  I  merely 
bring  it  as  a  good  specimen  of  peri-urethral  carcinoma.  I  regret 
that  I  cannot  present  the  microscopic  slides  on  which  the  patho- 
logical report  of  Professor  Welsh  is  based. 

Dr.  Ries  refers  to  the  possibility  of  the  gross  specimen  which  I. 
present  being  merely  a  syphilitic  wart  of  the  urethra  and  anus. 
The  question  of  venereal  warts  entered  my  mind  at  the  time  the 
woman  presented  herself  for  treatment.  She  was  placed  upon  a 
course  of  mixed  treatment,  both  iodides  and  mercury,  and  sections 
of  the  specimen  were  sent  to  the  Presbyterian  Hospital,  of  Chicago. 
A  report  came  back  that  it  was  epithelioma.  My  experience  with 
venereal  warts  has  been  that  if  they  are  dealt  with  surgically  with- 
out specific  treatment  they  will  recur.  The  history  this  woman 
gave  was  that  she  felt  a  sudden  desire  to  evacuate  the  bowel  while 
walking  along  the  street  and  that  this  was  soon  followed  by  a 
sensation  as  if  something  had  come  from  the  anus.  Upon  exam- 
ination she  found  the  growth  that  I  present  here  protruding  from 
the  anus.  The  sudden  extrusion  of  growths  from  the  urethra  has 
happened  in  a  number  1  i  cases  reported  in  the  literature.  They 
have  been  manifest  by  a  blocking  of  the  urethra  for  a  little  time, 
with  a  certain  amount  of  pain,  then  the  protrusion  of  the  urethral 
growth. 

One  word  in  reference  to  getting-  information  by  circular  letters. 
I  do  not  think  I  )r.  Ries  differentiates  in  this  matter  quite  closely 
enough.  There  arc  men  who  answer  letters  and  there  are  others 
who  writ  Dr.  Pie-  is  one  of  the  former;  he  not  only  an- 

d  my  letter,  but  he  referred  me  to  some  literature  on  the  sub- 
ject. The  experience  I  had  in  looking  up  this  subject  was  one  of 
pleasure,  because  the  men  to  whom  I  wrote  in  various  parts  of  the 
country  were  really  interested.     Dr.  Keen,  of  Philadelphia,  for 
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instance,  gave  me  a  great  deal  of  help,  as  did  the  late  Dr.  longer 
and  Dr.  Hyde,  of  this  city.  Von  Winckel,  of  San  Francisco,  and 
others,  many  of  them  members  of  this  society,  but  whose  names  1 

Cannot  recall,  answered  my  letter.      It  we  strike  the  right  men  we 

will  obtain  much  information. 
Dr.  Reuben  Peterson,  of  Ann  Arbor,  Mich.,  reported  a 

CASE  OF  INVERSION   OF  THE  UTERUS  OF  SIXTEEN    MONTHS'  STAND- 
ING; REPLACEMENT  BY  ANTERIOR  COLPOTOMY  AND  ANTERIOR 
UTEROTOMY,    WITH    RECOVERY. 

Tbe  patient  was  an  American,  aged  ->( ».  and  married  tbree  years. 
Her  family  and  personal  bistories  were  negative.  Her  menstrua- 
tion first  appeared  at  tbe  age  of  12,  and  up  to  tbe  time  of  her 
present  trouble  was  entirely  normal.  Her  first  confinement  oc- 
curred about  fifteen  months  before  her  entrance  to  the  hospital. 
It  was  rather  an  easy  labor  and  was  terminated  by  forceps,  the  in- 
struments being  applied  only  about  five  minutes.  The  patient  did 
not  remember  about  the  delivery  of  the  placenta  and  felt  nothing 
give  way.  She  llowed  very  profusely  and  was  given,  presumably, 
ergot.  The  flowing  ceased  soon  after  the  completion  of  labor  and 
there  was  no  further  hemorrhage  until  the  seventeenth  day,  at 
which  time  she  had  been  up  and  about  the  room  for  a  week.  Two 
weeks  later  she  consulted  her  physician,  who  told  her  there  was 
something  wrong  with  the  uterus.  He  made  a  number  of  unsuc- 
cessful attempts  "to  fix  it." 

Dr.  Peterson  saw  the  patient  soon  after  this.  Vaginal  examina- 
tion disclosed  a  typical  inverted  uterus,  with  rather  a  small  fundus, 
situated  about  one  and  a  half  inches  within  the  introitus.  High  up 
in  the  vagina  could  be  felt  the  cervical  lips,  forming  a  complete 
collar  or  rim  at  the  extremity  of  the  uterus. 

The  inverted  uterus  was  grasped  with  the  volsella  and  pulled 
forcibly  outward  and  downward.  Another  volsella  caught  the 
anterior  vaginal  mucosa  in  the  median  line  just  above  the  anterior 
lip  of  the  cup  and  pulled  it  sharply  upward.  Through  the  vaginal 
mucosa  thus  made  tense  a  horizontal  incision  was  made  some  two 
and  a  half  inches  in  length.  To  avoid  opening  the  bladder,  the 
incision  was  made  as  close  to  the  cervix  as  possible.  The  vesico- 
uterine peritoneum  was  opened,  and  the  cervix  exposed.  A  vol- 
sella was  placed  on  the  anterior  lip  to  either  side  of  the  median 
line,  and  the  cervix  incised  between.  This  incision  was  carried 
upwards  in  the  anterior  median  line  of  the  uterus  to  within  one- 
third  inch  of  the  fundus.  The  inversion  was  now  easily  reduced, 
the  fundus  going  upwards  and  each  half  of  the  divided  cervix 
being  carried  through  half  the  arc  of  a  circle  and  finally  meeting, 
so  that  the  two  halves  formed  a  complete  cervix  directed  down- 
wards, not  upwards,  lie  now  adopted  the  suggestion  of  Taylor, 
and  removed  a  wedge-shaped  piece  of  the  bulging  uterine  wall  on 
either  side  of  the  incision.  This  was  done  to  enable  the  retracted 
edges  to  come   together.      The   uterine    incision    was   next    closed 
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by  a  continuous  catgut  suture.  The  needle  was  passed  from  the 
peritoneal  surface  down  to,  but  not  through,  the  uterine  mucosa. 
There  was  some  gaping-  in  one  or  two  places,  in  spite  of  the  ut- 
most care  to  bring  together  the  peritoneal  edges.  An  unsuccess- 
ful attempt  was  made  to  close  in  the  spaces  by  interrupted  sutures, 
but  the  stitches  tore  through  the  uterine  wall  when  much  tension 
was  placed  upon  them.  A  catgut  suture  was  passed  around  each 
round  ligament  close  to  the  uterus,  and  each  end  passed  through 
the  anterior  vaginal  wall  and  tied,  after  the  fundus  was  returned 
w  ithin  the  pelvic  cavity.  This  brought  the  defectively  sutured 
line  of  incision  up  against  the  bladder  peritoneum,  at  the  same 
time  giving  support  to  a  fundus  which  had  been  prolapsed  for 
months.  A  small  strip  of  gauze  was  placed  to  the  left  of  the 
median  line  between  bladder  and  uterus,  and  another  small  gauze 
drain  was  left  in  the  uterine  cavity.  The  lateral  vaginal  in- 
cisions were  brought  together  about  the  cervix  after  the  perito- 
neum was  sutured  to  the  uterus,  except  about  the  opening,  where 
the  gauze  drain  protruded. 

The  author  had  had  no  experience  with  posterior  colpotomy 
in  replacement  of  an  inverted  uterus,  but  this  method  seemed  to 
be  much  inferior  to  the  anterior  incision. 

The  most  interesting  feature  of  the  case  was  the  sudden  rise 
of  temperature  and  pulse  within  twenty-four  hours  after  the  com- 
pletion of  the  operation.  Was  this  due  to  a  sudden  absorption  of 
necrotic  material  from  the  replaced  uterine  mucosa?  Or  was  it 
due  to  leakage  into  the  pelvic  cavity  through  the  imperfectly 
sutured  uterine  incision?  The  author  thought  the  first  supposi- 
tion correct.  The  symptoms  were  typical  of  sapremia,  and  the 
condition  of  the  patient  was  at  no  time  dangerous.  It  was  too 
soon  for  septicemic  symptoms  to  develop  from  a  leakage  through 
the  uterine  incision.  If  the  rise  in  temperature  was  due  to  ab- 
sorption from  leakage,  improved  technique  in  the  form  of  removal 
of  a  larger  wedge-shaped  piece  would  remedy  this  defect. 

Vaginal  fixation  of  the  round  ligaments,  he  believed,  is  an  im- 
provement over  the  ordinary  technique  of  the  operation.  It  pro- 
longs the  operation  only  a  few  minutes,  and  effectively  holds  up- 
wards and  forwards  the  relaxed  fundus,  and  acts  as  a  splint  to 
the  uterine  incision  by  holding  the  latter  against  the  bladder 
peritoneum. 

Dr.  T.  J.  Wat  kins. — I  have  seen  four  or  five  cases  of  in- 
ion  of  the  uterus.  T  assisted  Dr.  Frankenthal  in  one  case 
where  we  attempted  the  Thomas  method  of  dilating  through  an 
abdominal  incision,  but  were  unable  to  reduce  the  displacement, 
which  necessitated  another  operation.  I  saw  an  interesting  case 
some  time  ago  with  the  late  Dr.  Dorland.  There  was  nothing  to 
be  found  at  the  upper  part  of  the  vagina  save  a  small  hard 
An  exploratory  vagina]  section  was  made  and  we  found 
that  there  was  nothing  there  but  a  small  portion  of  cervix.  This 
patient  gave  a  history  of  having  had  a  polypus  removed  by  an 
elastic  ligature  some  years  ago.     It  bad  not  been  a  case  of  polypus. 
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but  one  of  inversion  of  the  uterus.  The  uterus  had  been  ampu- 
tated by  the  elastic  ligature,  and  in  its  application  not  only  the 
body  oi  the  uterus  was  included,  but  both  tubes  and  ovaries.  The 
patient  had  made  a  comfortable  recovery  after  the  use  of  the 
elastic  ligature  operation.  J  believe  the  method  Dr.  Petei 
pursued  in  this  case  is  the  ideal  treatment  for  inversion  of  the 
uterus.  Possibly  the  technique  might  be  simplified  by  making 
an  incision  directly  into  the  uterus  and  then  splitting  up  towards 
the  cervix.  After  the  uterus  is  restored  to  its  normal  position, 
the  technique  might  be  simplified  by  suturing  tin-  uterus  into  the 
vaginal  incision. 

Dr.  De  Lee. — The  point  of  interest  in  the  case  of  Dr.  Peterson 
is  the  absence  of  reported  symptoms  at  the  time  of  labor.  I  would 
like  to  ask  whether  the  doctor  thinks  this  inversion  was  slow,  and 
not  sudden. 

Dr.  Frankenthal. — I  would  like  to  ask  how  much  of  the 
bladder  did  the  doctor  find  inverted. 

Dr.  Peterson  (closing-  the  discussion). — There  was  nothing 
drawn  into  the  funnel.  As  to  the  remarks  of  Doctor  Watkins,  I 
considered  the  suggestion  of  splitting  directly  through  the  fun- 
dus, and  then  going  upwards,  but  it  would  seem  to  me  the  other 
technique  was  better  because  it  exposed  the  cervix  first,  so  I 
adopted  that. 

In  reference  to  the  remarks  of  Dr.  De  Lee,  I  questioned  the 
woman  carefully  in  regard  to  the  nature  of  the  inversion,  and 
there  were  no  symptoms  at  the  time  of  labor  except  an  excessive 
hemorrhage.  But  this  hemorrhage  soon  ceased  and  there  was 
very  little  flow  from  directly  after  labor  until  the  seventeenth 
daw  when  the  patient  went  to  the  doctor's  office,  and  he  told  her 
there  was  something  the  matter  and  tried  to  remedy  the  difficulty. 
I  am  glad  to  hear  Dr.  Watkins'  experience  with  the  Thomas 
operation.  I  have  not  had  time  to  look  up  the  literature,  but  that 
operation  is  not  as  good  to  my  way  of  thinking  as  the  one 
adopted  in  this  case,  because  it  is  difficult  to  dilate  the  ring.  It 
is  held  firmly,  and  I  should  think  that  the  process  of  dilatation 
might  bruise  the  uterus  much  more  than  simply  cutting  it.  I  can- 
n>  >t  understand  the  position  of  Hirst  in  this  matter.  He  has 
some  illustrations  in  the  American  Journal  of  Obstetrics,  and 
expresses  surprise  that  nobody  has  thought  of  his  operation  be- 
fore. His  case  must  have  differed  from  mine  as  anybody  will 
find  who  tries  to  reinvert  a  uterus  after  splitting  the  cervix  and 
going  somewhat  up  on  the  uterine  wall.  It  is  by  no  means  the 
easy  matter  which  he  makes  it  appear  in  his  article. 

The  particular  point  I  wanted  to  bring  out  in  my  paper  was 
to  condemn  the  various  method^  of  taxis  for  chronic  inversion  of 
the  uterus  and  to  advocate  the  cutting  operation  as  the  most  ra- 
tional and  the  least  dangerous. 

Rudolph  Wieser  Holmes, 

Editor  of  the  Society. 
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Meeting  of  January  2j,  1903. 
The  President,  Bache  McE.  Emmet,  M.D.,  in  the  Chair. 

OVARIAN   CYST. 

Dr.  Baciie  McE.  Emmet. — I  wish  to  mention  a  feature  of  a 
case  that  I  operated  upon  last  Wednesday  morning.  I  had  utilized 
the  case  for  demonstration  of  the  characteristics  of  the  growth  of 
an  ovarian  cyst;  the  confined  fluid,  the  shape  of  the  belly,  the 
growth  of  the  mass,  the  emaciation  of  the  patient,  the  tympanitic 
sound  of  the  intestines  crowded  up  against  the  diaphragm,  the 
whole  lower  mass  dull  on  percussion,  the  flanks  without  any  bulg- 
ing. I  incised  in  the  usual  way,  expecting  to  expose  the  cyst,  but 
found,  upon  opening  the  peritoneum,  that  the  abdominal  enlarge- 
ment was  due  to  ascitic  fluid.  There  was  present  an  ovarian  cyst 
— a  multilocular  mass  as  large  as  my  two  fists  on  the  right,  with 
many  adhesions  and  a  number  of  papillomatous  growths  from  the 
left  side,  about  the  broad  ligament  and  the  parietal  peritoneum. 
These  ranged  in  size  from  that  of  a  pea  to  that  of  a  pink ;  and  were 
of  that  exuberant  type.  It  was  of  no  purpose  to  try  to  remove  any 
of  the  diseased  mass — it  would  make  a  prolonged  operation,  with- 
out promising  a  corresponding  benefit,  so  I  closed  the  cavity  after 
throwing  in  a  large  quantity  of  saline  solution  to  wash  out  some 
broken-down  material  and  to  replace  some  of  the  ascitic  fluid.  The 
patient  will  doubtless  recover  from  this  exploratory  operation,  buc 
there  can  be  very  little  hope  for  her  future. 

Dr.  Tames  E.  YYkst. — I  had  the  pleasure  of  being  the  first  to 
examine  the  patient.  It  seemed  such  a  beautifully  diagnostic  case 
— a  quantity  of  fluid  in  a  sac.  with  point  down  in  the  pelvis.  There 
was  the  peculiar  rise  and  fall  of  the  fluid,  apparently  contained  in 
a  sac.  I  believed  there  musl  be  a  cyst  wall.  The  intestines  floated 
down,  in  the  peritoneal  cavity.  The  fluid  certainly  was  free  in  the 
peritoneal  cavity,  but  was  apparently  confined  to  certain  parts. 

PRESENTATION    OF    SPECIMENS. 

Id.:.  Km  mii.      I  have  here  a  specimen  which  is  interesting  from 

a  dia  poinl  of  view.     It  was  removed  about  three  weeks 

The  patimt  lia^  now  returned  to  her  family.    It  represents 
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a  cysl  of  the  broad  ligament  so  closely  related  to  the  ovary  that 
the  question  of  origin  must  be  determined  by  the  microscope. 
Upon  opening  the  abdomen,  it  was  found  that  the  cyst  lay  in  the 

anterior  peritoneal  Space,  yet  the  ovarj    from  whose  extremity   it 

appeared  to  originate  lay  behind  the  broad  Ligament  with  a  re- 
troverted  uterus.  The  ovary  itself  was  of  the  size  of  an  adult's 
thumb,  both  in  thickness  and  in  length,  and  this  cyst  was,  as  it 
were,  thrown  over  the  top  of  the  broad  ligament.  I  removed  only 
the  portion  of  the  ovary  connected  with  the  growth.  There  re- 
mains a  doubt  as  to  whether  this  sprang  from  the  ovary,  or  from 
the  fetal  remains  in  the  broad  ligament.  I  shall  hold  it  intact  and 
submit  it  to  a  pathologist.  If  it  prove  to  be  multilocular  cyst  that 
would  bespeak  its  being  of  ovarian  origin. 

Dr.  West. — I  consider  Dr.  Emmet's  specimen  extremely  in- 
teresting. It  is  believed  that  the  tumor  developed  in  the  broad 
ligament  and  that  the  tube  is  behind  it,  yet  it  apparently  has 
sprung  from  the  ovary,  of  which 'it  is  distincttly  a  part.  It  has 
developed  between  the  folds  of  the  broad  ligament  rather  than  up 
in  the  abdominal  cavity.  The  operator  says  he  left  a  considerable 
portion  of  the  ovary.  That  brings  up  a  field  of  discussion  as  to 
the  advisability  of  leaving  a  part  of  an  ovary  from  which  cysts 
have  developed.  I  have  done  that  in  four  or  five  instances,  and 
in  two  the  tumors  recurred  in  the  remaining  portion  of  ovary.  1 
have  been  compelled  to  operate  a  second  time. 

I  see  in  this  specimen  small  cysts  of  about  the  size  of  a  pea. 
The  patient  may  have  trouble  of  the  same  kind  in  the  part  of  the 
ovary  left.  1  have  reached  the  conclusion  that  if  I  can  leave  one 
healthy  ovary  and  tube  I  will  remove  all  of  that  ovary  which  con- 
tains the  cysts.  If.  however,  the  other  ovary  is  so  diseased  that 
it  has  to  be  removed  in  part  or  in  toto,  I  shall  attempt,  in  a  young 
woman,  to  remove  the  part  where  the  cysts  are  located,  and  let 
her  take  her  chances  of  a  secondary  operation. 

Dr.  Emmet. — If  I  find  an  ovary  positively  diseased,  forming 
cysts  rapidly  and  abundantly.  I  hesitate  very  much  about  leaving 
it.  and  I  fail  there  to  enter  the  ranks,  so  rapidly  growing,  of 
strong  conservatism,  so  right  on  proper  lines.  This  was  simply 
a  very  large  ovary  lengthened  out  in  links,  that  did  not  appear 
to  have  been  diseased,  otherwise  with  such  a  cyst,  I  would  have 
made  a  total  ablation. 

Dr.  John  Aspell. — I  wish  to  present  a  stone  taken  from  the 
bladder  of  a  girl  five  years  of  age.  I  present  it  simply  to  show- 
that  in  a  child  as  young  as  that,  the  bladder  is  an  abdominal 
organ  and  we  can  go  through  above  the  pubes  and  easily  reach 
the  bladder.  I  did  suprapubic  cystotomy.  The  little  girl  had  com- 
plained of  pains  for  one  year. 

Dr.  J.  Dougal  Bissell. — I  am  inclined  to  think  some  foreign 
substance  was  introduced  into  the  bladder. 

Dr.  Herman  Grad. — In  reference  to  foreign  bodies  in  various 

ns   I   wish  to  relate  the  following  ease:     I   was  called  to  a 

patient  .about  two  years  ago,  the  report  being  that  the  patient  had 

a  severe  chill.     I  had  never  seen  her  before.     When  I  arrived  the 
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temperature  was  106.  She  was  just  over  her  chill.  She  said  she 
bad  these  chills  every  time  she  was  about  to  be  unwell.  She  had 
never  flowed  as  she  should ;  but  always  had  a  thick  yellow  dis- 
charge. Upon  examination  I  found  an  atresia  of  the  vagina  about 
one  inch  from  the  vulva.  Through  a  speculum  I  found  a  little 
opening  through  the  septum  of  the  atresia  which  admitted  a  fine 
silver  probe.  On  withdrawing  the  probe,  a  drop  of  pus  came 
in  view.  The  menstrual  fluid  had  evidently  decomposed  behind 
the  atresia.  On  cutting  down  it  was  found  that  the  cavity  in  the 
vagina  behind  the  atresia  would  hold  two  or  three  ounces  of  fluid. 
In  the  uterine  canal  itself,  I  found  two  glass  beads.  They  evi- 
dently had  set  up  enough  inflammatory  re-action  to  cause  the 
atresia.  The  menstrual  fluid  became  decomposed,  setting  up  vio- 
lent temperature  and  chills.  The  patient  was  twenty-nine  years 
old  and  had  had  disturbances  as  long  as  she  could  remember. 

Dr.  Bissell. — I  once  removed  from  a  child's  vagina  a  wasp's 
egg.  It  looked  like  a  capsule,  \\*as  dark,  gelatinous  in  appearance, 
and  as  long  as  the  end  of  my  finger.  The  child  had  a  leucorrheal 
discharge  which  could  not  be  accounted  for  until  I  made  an  ex- 
amination and  found  the  egg.  I  have  met,  on  two  or  three  occa- 
sions, corn  and  beans  which  the  children  acknowledged  having 
put  in  the  vagina.  I  once  saw  a  case  where  a  child  had  passed  a 
needle  through  the  urethra  into  her  bladder. 

The  attending  surgeons  decided  that  it  would  not  be  wise  to 
open  the  bladder.  In  the  course  of  a  few  days,  the  needle  was 
found  protruding,  and  it  was  pulled  out  through  the  vagina  by 
the  child  herself. 

Dr.  Aspell  read  a  paper  on 

ECLAMPSIA. 
SEE  ORIGINAL  ARTICLE.       PAGE  483. 

Dr.  George  T.  Harrison. — Many  of  the  cases  related  are  ex- 
tremely interesting — one  almost  unique.  I  think  the  generaliza- 
tion is  rather  too  hasty,  and  that  the  writer  lays  too  much  stress 
upon  constipation  as  an  etiological  factor.  None  of  the  present 
theories  in  regard  to  the  etiology  is  satisfactory.  When  it  first  was 
discovered  that  albuminuria  preceded  convulsions,  it  was  natural 
to  suppose  and  at  first  physicians  did  believe  the  cause  to  be 
uremia.  That  theory  has  long  since  been  abandoned.  We  know 
now  that  pathological  changes  in  the  kidneys  are  too  slight  to  fur- 
nish any  basis  for  the  view  that  change  in  the  structure  of  the 
kidneys  is  the  cause  of  eclampsia,  and  i  think  most  investigators 
consider  such  changes  of  secondary  importance.  They  now  be- 
lieve  there  is  some  virus  circulating  in  the  blood  that  produces  a 
disturbance  of  the  intestines,  liver,  skin  and  kidneys.  What  the 
virus  is,  it  is  hard  to  discover,  and  there  is  no  theory  that  accounts 
for  all  the  conditions. 

The  theory,  that  the  virus  is  due  to  the  metabolic  products, 
formed  of  the  fluids  carried  in  the  placenta  and  furnished  to  the 
parental  organism,  is  disproven  by  the  case  Dr.  Aspell  relates  of 
eclampsia  occurring  early  in  pregnancy. 
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Most  of  these  cases  occur  in  the  fifth  month — then  the  excre- 
tory products  from  the  ictus  can  he  carried  into  the  maternal  or- 
ganism.     That  is  conjecture,  not   an  established,   demonstrated 

fact. 

Dr.  West. — I  was  particularly  interested  in  case  4,  in  which 
the  patient  came  under  observation  five  days  before  the  eclamptic 
attack.  It  was  noticed  that  she  had  edematous  legs,  headache  and 
certain  nervous  symptoms.  She  was  given  medicine  calculated  to 
promote  action  of  the  bowels. 

On  the  third  day  there  was  a  rather  free  flow  of  urine,  a  little 
below  normal  in  specific  gravity,  very  slight  traces  of  albumin. 
Cathartics  were  used  in  considerable  quantity  until  on  the  fourth 
day  she  had  a  thorough  evacuation  of  the  bowels.  The  kidneys 
were  doing  well,  the  bowels  well,  yet  eclampsia  occurred.  This 
shows  that  the  attack  came  on,  although  everything  possible  had 
been  done. 

In  1896  at  the  meeting  of  the  American  Gynecological  Society 
in  Baltimore,  fifty-four  cases  of  eclampsia  were  reported,  where 
the  treatment  consisted  in  the  administration  of  veratrum  viride. 
In  the  cases  I  have  been  connected  with,  I  have  used  nitroglycerin, 
croton  oil,  morphine,  chloroform,  and  had  the  bowels  evacuated 
as  soon  as  possible.     Most  of  the  cases  terminated  fatally. 

Dr.  Harrison. — Veratrum  viride  has  been  praised  not  only 
by  Dr.  Reamy,  but  more  recently  by  an  Italian  physician.  Dr. 
Mangiagalli.  He  used  it  in  eighteen  cases,  seventeen  of  which 
recovered.  He  insisted  that  it  was  a  wonderful  remedy.  In  my 
hands  it  has  not  yielded  those  results. 

Dr.  Grad. — The  paper  of  Dr.  Aspell  was  interesting  to  me  be- 
cause I  was  recently  brought  into  contact  with  a  difficult  case. 
Attention  should  be  called  to  the  fact  that  the  claim  now  made  is 
that  not  much  reliance  can  be  placed  on  the  presence  or  absence 
of  albumin  in  regard  to  prognosticating  eclampsia.  The  per- 
centage of  urea  in  the  urine  is  far  better  as  a  criterion  than  the 
albumin.  In  my  case  convulsions  came  on  very  suddenly,  with 
marked  symptoms.  The  patient  complained  for  three  days  of 
very  severe  headaches — so  much  so  that  she  was  compelled  to  stay 
in  bed  continuously,  yet  repeated  examinations  of  the  urine  showed 
no  albumin.  She  passed  a  fair  quantitv  of  urine.  At  about  eleven 
o'clock  one  night  she  was  taken  \vith  an  attack,  and  when  I  ar- 
rived I  found  her  face  drawn  to  one  side.  She  could  not  move 
the  left  leg  and  arm.  Subsequent  examination  showed  that  she 
had  had  a  paralytic  stroke  at  the  same  time.  After  the  convul- 
sion the  urine  was  found  loaded  with  albumin.  This  cleared  up 
in  two  weeks,  and  the  patient  has  slowly  made  a  good  recovery, 
but  with  slight  paralysis  of  the  arm. 

Dr.  BlSSELL. — It  is  my  belief  that  eclampsia  may  arise  from 
many  causes  and  one  of  the  factors  probably  is  constipation. 
Eclampsia  is  undoubtedly  due  to  some  poison.  We  may  or  may 
not  find  albumin  in  the  urine,  but  in  the  average  case,  we  do  find 
it.  I  would  like  to  go  over,  hastily,  my  experience  of  fifteen  years 
with  this  distressing  disease. 
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The  first  case  was  in  private  practice.  I  met  the  patient  in 
eclampsia  and  gave  large  doses  of  bromide  and  chloral.  She  had 
several  convulsions  through  the  night  and  on  the  next  day,  but 
they  gradually  ceased.  I  gave  20  grains  of  chloral,  40  of  bromide, 
by  mouth,  repeated  several  times  during  twelve  hours.  Up  to 
that  time  she  had  had  no  medical  care  whatever.  I  watched  her 
bowels,  and  relieved  whatever  nervous  symptoms  arose.  I  at- 
tended to  her  general  condition  for  over  a  month,  when  she  gave 
birth  to  a  healthy  child.  It  was  a  normal  birth ;  and  she  had  no 
convulsions  during  or  after  the  birth.  I  do  not  recall  how  much 
albumin  was  found  in  the  urine. 

In  the  hospital  service,  four  or  five  cases  appeared.  The  symp- 
toms differed  in  each.  One  case  was  livid  when  brought  in.  I 
had  no  time  to  examine  the  urine.  We  bled  her  and  the  relief  was 
almost  instantaneous.  She  had  no  more  convulsions  for  forty- 
eight  hours,  at  the  end  of  which  time  they  returned  and  we  bled 
her  again  and  with  the  same  satisfactory  result.  After  extracting 
the  child  she  had  no  more  convulsions.  The  child  lived.  The 
urine  contained  albumin. 

The  other  cases  were  all  given  large  doses  of  bromide  and 
chloral.  We  depended  on  these  drugs,  given  chiefly  by  rectum, 
the  doses  of  chloral  being  as  high  as  40  grains. 

In  the  past  two  years,  I  have  had  but  two  cases  in  private  prac- 
tice. When  called  to  the  first  patient's  house  I  found  her  suffering 
with  intense  headache  and  nausea.  She  was  between  six  and 
seven  months  pregnant.  She  had  taken  a  large  quantity  of  soda 
water  in  the  afternoon  and  attributed  her  symptoms  to  indigestion. 
I  drew  the  urine  and  found  it  full  of  albumin.  She  had  not  been 
tinder  the  care  of  a  physician  previously.  When  I  returned  to 
her  within  two  hours  she  was  in  convulsions,  and  remained  coma- 
tose until  she  died  the  next  morning.  There  was  no  edema.  The 
extraction  of  child  was  not  allowed  until  too  late. 

The  second  patient  was  brought  from  the  country,  where  she 
had  been  attended  by  a  family  physician.  She  was  in  an  edema- 
tous condition  with  severe  eye  symptoms.  The  urine  was  full  of 
albumin  and  T  advised  operation  immediately.  Before  I  operated, 
hemorrhage  began  in  the  retina.  I  removed  a  macerated  child 
which  had  been  dead  in  utero  tor  some  time.  In  this  case  it  is 
possible  that  the  child  was  the  source  of  poisoning. 

I  believe  if  these  cases  arc  taken  in  hand  by  the  .physician  early 
and  the  habits  and  diet  regulated,  the  functions  of  the  kidneys  and 
skin  attended  to,  the  chances  of  convulsions  arc  greatly  lessened 
and  tlir  probability  of  recovery  is  good. 

Dr.  SWEENY. — Some  years  ago  at  the  Lying-in  Hospital  I  had 
an  opportunity  of  seeing  several  methods  of  treatment  practiced 
on  cases  of  eclampsia.  Dr.  Edgar  was  a  great  believer  in  nitro- 
glycerin. Dr.  Flint  in  vcratruni  veride  given  in  five  minim  doses 
until  the  pulse  was  60  to  70.  He  thought  no  eclampsia  could 
occur  then.      Dr.    Marker   used   hot   blankets    and    threw     large 
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amounts  of  not  saline  solutions  into  the  colon.    Manual  dilatation 
and  rapid  delivery  were  practiced. 

Dr.  HARRISON. — 1  think  the  most  important  point  is  prophy- 
laxis. When  there  are  symptoms  indicative  of  disturbance  of  the 
functions  of  the  kidneys,  if  1  cannot  control  them  at  once,  my  rule 
is  invariably  to  interruot  pregnancy,  and  I  have  never  regretted 
doing  so.  I  lost  one  patient  by  not  obeying  that  rule.  A  lady 
came  to  me  much  alarmed  about  herself.  When  she  gave  birth 
to  her  first  child,  she  had  violent  eclampsia.  She  was  attended  by 
Dr.  Fordyce  Barker.  She  recovered,  but  had  a  narrow  escape. 
She  had  a  perfect  horror  of  child-bearing,  so  much  so,  that  when 
she  became  pregnant  again  she  went  to  an  illegitimate  practitioner 
and  had  an  abortion.  I  implored  her  never  to  resort  to  that 
method;  if  she  had  any  regard  for  her  well-being  she  would  better 
bear  the  ills  she  had  than  fly  to  those  she  knew  not  of.  She  was 
frightened  and  concluded  that  she  would  not  tamper  with  that 
method  of  getting  rid  of  her  troubles.  When  she  became  pregnant 
afterwards  I  insisted  that  she  must  go  to  the  full  term,  though  she 
presented  some  symptoms  of  disturbance  of  the  function  of  the 
kidneys.  I  did  everything  I  could  to  restore  her  to  a  healthy 
condition.  In  spite  of  all  my  efforts,  she  had  an  eclamptic  attack. 
I  delivered  her,  but  she  died  .  Holding  the  views  I  do  now,  I 
would  not  hesitate  five  minutes.  I  should  have  brought  on  a 
premature  labor.  At  five  or  six  months,  I  should  have  inter- 
rupted pregnancy,  if  the  patient  exhibited  symptoms  of  disturb- 
ance of  the  kidney  that  did  not  yield  to  treatment.  We  have  no 
right  to  let  the  mother  run  the  risk  of  giving  birth  to  a  child  at  full 
term  with  this  sword  of  Damocles  held  over  her  all  the  time. 

Dr.  Emmet,  in  reply  to  Dr.  Harrison. — Many  cases  have  al- 
buminuria in  pregnancy,  yet  it  passes  off  without  any  untoward 
manifestations,  and  the  headache  frequently  comes  from  toxemia 
of  various  kinds.  Such  a  condition  is  often  relieved  by  a  change 
of  position  of  the  uterus;  it  is  very  probably  caused  by  pressure 
upon  the  ureters.  I  thought  possibly  you  would  make  a  limitation 
of  your  statement.  We  might  be  held  culpable  if,  though  failing 
in  our  attempts  at  prophylaxis,  we  still  produced  abortion  un- 
necessarily. 

Dr.  Harrison*. — The  only  limitation  I  should  make  would  he 
this  :  that  the  symptoms  disappear.  Suppose  we  regulate  all  the 
functions  as  far  as  we  can.  and  in  spite  of  all  our  care,  we  find 
that  the  patient  is  getting  worse  instead  of  better.  Prophylaxis 
demands  that  we  interfere  under  such  circumstances. 

Dr.  Bisskll. — If  the  symptoms  continue  alarming  and  the 
conditions  persist,  it  is  our  duty  to  empty  the  uterus.  By  this  we 
could  often  prevent  eclampsia.  In  one  of  the  cases  I  have  just 
referred  to  I  was  enabled  to  carry  the  pregnancy  on  for  another 
month  and  deliver  a  living  child. 

I  agree  with  Dr.  Harrison'-  view  as  to  regulating,  t<>  the  best 
of  our  ability,  the  functioning  of  all  the  organs.     If  we  find  albu- 
minuria, headache,  extreme  nervousness  and  eye  symptoms 
sisting,  making  it  appear  that  we  are  going  to  have  a  serious  ter- 
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mination,  then  I  believe  in  emptying"  the  uterus  before  convulsions 
occur.  We  may  not  have  an  opportunity  if  we  wait — the  patient 
may  die  on  our  nands. 

Dr.  Harrison. — Of  course  you  understand  that  I  assume  that 
a  man,  for  his  own  protection,  would  not  interrupt  pregnancy 
without  consultation  with  one  of  his  colleagues. 

Dr.  Leroy  Broun. — I  have  had  a  patient  for  the  last  four 
months  whose  urine  has  a  specific  gravity  of  1001,  rarely  over 
1012,  no  matter  what  the  diet.  The  urea  is  120-160  grains,  rarely 
as  high  as  200,  occasionally  220,  but  it  drops  back.  I  examine 
the  urine  weekly.  The  patient  was  perfectly  well;  did  not  have 
a  symptom  except  intestinal  indigestion,  which  was  constant.  This 
was  relieved  by  ordinary  treatment.  I  was  surprised  that  she  had 
no  symptoms  when  there  was  so  low  a  daily  excretion  of  urea. 
She  had  a  normal  labor,  giving  birth  to  a  twelve-pound  girl.  I 
simply  cite  the  case  to  ask  if  other  members  of  the  Society  find 
that  the  secretion  of  urea  runs  so  abnormally  low.  Is  it  a  common 
occurrence  in  pregnancy?    I  have  not  found  it  so. 

Dr.  Aspell. — I  have  found  it  so,  but  it  is  not  common.  In 
cases  of  eclampsia,  there  have  been  7J/2  grains  to  the  ounce ;  some 
less,  some  more.     It  does  not  depend  entirely  upon  the  diet. 

Dr.  Emmet. — The  weight  of  the  individual  and  the  nutrition 
have  something  to  do  with  it. 

Dr.  Broun. — It  is  accepted  by  a  great  many  obstetricians  that 
the  amount  of  urine  excreted  is  a  better  criterion  than  albumin, 
since  urea  is,  in  a  measure,  an  indication  of  the  process  of  excre- 
tion. If  the  excretion  of  urea  be  small,  the  other  poisons  are  also 
retained,  presumably.  In  my  case,  though  the  amount  of  urea 
thrown  off  was  small,  the  patient  had  an  absolutely  normal  labor. 

Dr.  Aspell. — I  remember  listening  to  Dr.  Harrison's  excellent 
paper  last  year.  I  was  impressed  with  the  fact  that  very  litttlc 
was  known  as  far  as  etiology  is  concerned.  I  have  studied  my 
cases  for  four  years  and  have  had  a  good  opportunity,  being  in 
charge  of  a  number  of  waiting  women.  I  have  come  to  the  con- 
clusion that  constipation  is  a  more  marked  factor  than  any  other. 
This  year  I  forced  these  women  to  take  plenty  of  outdoor  exer- 
cise. Formerly  they  would  not  show  themselves,  but  sit  indoors 
making  clothes.  They  can  go  into  a  large  open  air  court  now. 
where  nobody  can  see  them.  In  addition  to  this  outdoor  ex- 
ercise, I  keep  the  bowels  regulated.  Inspection  has  been  made 
of  the  character  of  the  stools  and  reported  on  the  daily  record. 
Judging  from  that,  I  am  inclined  to  think  the  bowels  are  the  prime 
factor.  I  think  they  have  more  influence  than  uremia.  It  has 
been  demonstrated  that  in  all  cases  of  eclampsia  there  are  areas 
of  necrosis  in  the  liver.  There  is  marked  destruction  in  the  liver, 
very  little  trouble  in  the  kidney,  and  I  think  that  a  special  poison 
-  from  the  intestines,  carried  by  the  blood  and  deposited  in 
the  liver  itself. 

In  regard  to  veratrum  veride;  1  have  used  the  fluid  extract  in 
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liberal  doses,  but  I  was  disappointed;  the  results  were  not  nearly 
bo  good  as  in  ordinary  depletion  by  opening  the  vein. 

In  regard  to  urea — I  had  a  good  bacteriologist  make  a  careful 
analysis  in  each  case,  but  no  conclusion  was  reached.  In  his 
blood  examinations  he  has  never  been  able  to  deteel  am  char- 
acteristic change  in  the  blood  that  might  lead  him  to  possible 
proof.  The  opthalmologist  examines  the  eyes  in  every  -uspected 
case.  In  all  our  cases,  we  had  only  one  with  retinal  hemorrhages. 
She  might  have  had  trouble  with  the  kidney,  thus  accounting  for 
the  eclampsia;  the  others  had  not. 

Edema  of  the  extremities,  we  do  not  look  upon  as  formidable. 
A  well  pronounced  case:  She  passed  85  per  cent,  of  albumin  by 
volume.  The  urine  was  practically  solid — small  in  amount.  She 
was  absolutely  blind.  It  was  impossible  for  her  to  close  her  lips. 
The  legs  and  arms  were  abducted  on  account  of  the  great  edema. 
We  had  to  puncture  the  labia  to  accommodate  the  child's  head. 
The  child  weighed  4^  or  5  pounds,  eighth  month. 

A  West  Indian  young  woman  of  twenty-three,  in  town  only 
one  day  from  the  steamer,  secreting  50  to  60  per  cent,  of  albumin 
per  volume,  came  to  the  hospital.  She  had  retinal  hemorrhage, 
specks  before  the  eyes,  edema  up  to  the  shoulders.  I  kept  her 
under  observation.  She  aborted  at  four  and  a  half  months;  the 
edema  at  once  subsided. 

In  the  first  case  the  patient  perspired  so  freely  that  in  twelve 
hours  the  mattress  was  saturated.  On  the  second  day  the  albu- 
min was  only  5  to  10  per  cent. 

I  have  never  found  a  case  with  marked  edema  or  with  urine 
of  high  specific  gravity  and  a  large  percentage  of  albu- 
min, that  developed  eclampsia.  I  do  not  believe  that  because  a 
woman  has  had  eclampsia  with  one  pregnancy  she  will  in  another. 
I  think  with  Dr.  Bissell,  that  we  will,  by  regulating  the  character 
of  the  stools,  etc.,  be  able  to  ward  off  the  attacks  of  eclampsia.  I 
speak  from  my  own  experience. 

We  found  in  all  ot  the  cases  of  marked  edema,  marked  albu- 
minuria. We  allowed  them  to  go  on  as  long  as  they  would.  They 
probably  reach  the  eighth  month  and  then  deliver  themselves. 

Dr.  Emmet. — It  is  a  question  whether  we  find  more  likelihood 
of  toxemia  in  patients  markedly  constipated  than  in  those  in  whom 
the  material  is  held  in  a  sluggish  bowel,  soft,  with  toxins  ready  to 
be  absorbed.  Some  people  are  very  constipated,  yet  in  them  the 
dry  masses  do  not  cause  toxemia  at  all.  I  believe  it  is  worse  when 
poisons  are  there  all  the  time  in  a  condition  to  be  taken  up;  if  the 
bowels  are  not  kept  moving  these  poisons  are  absorbed. 

If  the  theory  of  metabolism  is  correct  it  seems  to  me  logical 
that  the  poisonous  substances  that  emanate  from  the  fetus  and  then 
are  conveyed  to  the  mother  must  have  been  first  of  all  carried  in 
the  circulation  of  the  mother  to  that  of  the  fetus  and  then  r 

d  back  to  the  mother.  \\  nat  would  cause  these  blood  changes 
is  at  present  only  speculation  and  will  remain  speculation  till  the 
bacteriologist  comes  to  our  assistance. 
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TRANSACTIONS  OF 
THE  CINCINNATI  OBSTETRICAL  SOCIETY. 


Meeting  of  January  ij,  ipoj. 
The  President,  J.  Carpenter,  M.D.,  in  the  Chair. 
Dr.  E.  Gustav  Zinke  reported 

TWO    CASES    OF    SECONDARY    BILATERAL    SALPINGO-OOPHORECTOM  Y 

FOR    TUBO-OVARIAN    ABSCESSES    AND    ONE    CASE    OF 

CESAREAN    SECTION. 

I.  Mrs.  B.,  aet.  40,  German  descent,  housewife,  good  family 
and  personal  history,  was  seen  the  first  time  June,  1898.  She  then 
had  been  in  bed  for  several  weeks  because  of  pain  in  the  back  and 
both  groins,  fever,  painful  and  profuse  menstruation.  No  chil- 
dren. One  miscarriage,  at  the  second  month  of  gestation,  four- 
teen years  ago. 

Physical  examination  revealed  distinctly  enlarged  and  very  sen- 
sitive tubes  and  ovaries  with  marked  fixation  and  enlargement  of 
the  uterus.  Temperature  fluctuated  between  100  and  102;  pulse 
between  90  and  100. 

Diagnosis — Bilateral  tubo-ovarian  abscess. 

Treatment,  suggested  and  urged :  Salpingo-oophorectomy.  Pa- 
tient refused  because  another  surgeon,  consulted  a  few  days  later, 
cautioned  her  not  to  submit  to  the  operation. 

Writer  was  called  again  to  see  the  patient  three  months  later 
(September,  1898).  Examination  then  showed  a  fluctuating  and 
painful  tumor  arising,  seemingly,  from  the  left  side  of  the  pelvic 
cavity  and  extending  about  4^5  inches  above  the  symphysis  and 
inches  to  the  right  of  the  median  line.  Another  fluctuating 
and  tender  mass  filled,  almost  completely,  the  pelvic  cavity.  The 
uterus  was  crowded  upward  and  forward,  the  os  resting  against 
the  pubic  joint.  Temperature  103,  pulse  112.  Diagnosis  the  same 
as  before.  Advised  now  simply  evacuation  of  the  pus  through 
the  vagina,  if  sufficient ;  through  the  abdomen  in  addition,  if  neces- 
sary. I  also  stated  to  the  husband  that  subsequent  removal  of 
the  appendages  and,  possibly,  the  uterus  may  have  to  be  done  in 
r  to  accomplish  a  perfect  and  permanent  cure. 

The  patient  was  removed  to  the  German  Hospital  and  operated 
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upon  September  io,  [898.  The  posterior  cul-de-sac  was  opened 
first  ami  about  one  quart  of  pus  evacuated.  The  tumor,  to  be 
felt  above  the  symphysis,  diminished  but  little  in  size.  \'>y  bi- 
manual examination  1  the  finger  of  one  hand  in  the  pus  cavity  just 
opened  i  I  distinctly  felt  the  uterus  between  my  finger  and  the 
fluctuating  mass  move.  Because  of  this  condition,  the  abdomen 
was  incised  to  the  median  line  immediately  above  the  sympl  . 
the  edge  of  the  wound  stitched  to  the  presenting  tumor,  which 
was  then  opened  and  the  pus  1  about  one  pint)  evacuated.  Both 
abscess  cavities  were  then  tilled  with  iodoform  gauze. 

The-  subsequent  treatment  consisted  in  removing  the  gauze  at 
intervals  of  twenty-four  hours,  irrigating  the  cavities  and  re- 
packing the  same  The  first  packing  was  not  disturbed  for  three 
days.  The  patient  made  a  very  satisfactory  recovery  within  six 
weeks. 

For  four  years  this  patient  enjoyed  life  and  apparently  good 
health.  Menstruation  was  very  regular  but  always  painful.  This 
was  her  only  complaint. 

She  called  me  again  October,  1902.  Found  her  in  bed  com- 
plaining of  pain  in  the  right  side  of  the  pelvis.  Temperature  101, 
pulse  95.  Very  nervous  and  apprehensive.  Digital  investigation 
of  the  internal  genitalia  proved  the  presence  of  a  painful,  slightly 
pulsating,  and  distinctly  fluctuating  tumor  the  size  of  a  small  fist, 
located  to  the  right  of  the  uterus.  The  latter  was  pushed  to  the 
left  on  account  of  it. 

Both,  because  of  the  previous  history  of  the  case  and  the  rise  of 
temperature,  I  concluded  this  was  another  abscess.  A  proposal  to 
open  it  again  through  the  vagina  was  at  once  accepted.  She  was 
again  atken  to  the  hospital  and  the  "abscess"  opened,  through  the 
old  scar  in  the  vagina,  October  20th.  Instead  of  evacuating  pus, 
about  a  teacupful  of  clear  fluid  escaped.  I  had  punctured  an 
ovarian  cyst. 

The  temperature  promptly  subsided  and  the  patient  did  very 
well  for  the  next  five  days.  Then  the  pain  returned  and  the  tem- 
perature slowly  went  up  again.  October  26th,  upon  digital  ex- 
amination, distended,  tender  tubes  and  ovaries  were  found.  Oc- 
tober 27th  to  30th,  pain  not  so  severe ;  temperature  subsiding.  No- 
vember 10th,  temperature  normal  .  Both  tubes  and  ovaries  were 
readily  felt  through  the  vagina.  The  whole  internal  genital  ap- 
paratus was  quite  fixed  and  firmly  bound  together  by  adhesions: 
but  less  tender  than  before. 

November  12th.  Bilateral  salpingo-oophorectomy.  Adhesions 
very  firm  and  extensive.  Removal  ot  the  appendages  very  diffi- 
cult. Operation  much  prolonged  on  account  of  the  adhesions. 
Patient,  however,  reacted  well  and.  a  stitch-hole  abscess  excepted, 
made  a  good  though  tedious  recovery.  The  specimen  removed 
and  presented  here  to-night  leaves  no  doubt  as  to  the  diagnosis 
anu  excessive  adhesions. 

The  case  is  reported  for  the  purpose  of  showing  the  advisability 
ot  evacuating  the  pus  first,  in  i  this  kind,  either  per  va- 

ginam  or  through  the  abdominal  wall  or  both,  as  in  this  case. 
34 
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Had  this  patient  consented  to  an  operation  when  1  first  saw  her, 
no  doubt  the  extirpation  of  both  tubes  and  ovaries  could  have  been 
done  with  ease  and  without  serious  danger  to  life,  because  they 
were  then  still  small  and  not  firmly  adherent.  When  1  saw  her 
the  second  time,  the  picture  had  changed.  The  left  tube,  high  up 
and  extending  across  the  median  line  to  the  right,  contained  at 
least  one  pint  of  pus;  the  right,  forced  into  the  bottom  of  the 
pelvic  cavity,  contained  one  quart  of  pus.  Complete  removal  of 
both  pus-sacs,  at  that  time,  would  (in  all  probability),  have  ter- 
minated the  patient's  life  oy  way  of  septic  peritonitis.  The  error 
in  diagnosis  when  she  returned  to  the  hospital,  October,  1902,  I 
think  is  pardonable  and  could  hardly  have  been  avoided.  The 
wisdom  of  the  extirpation  of  both  tubes  and  ovaries  a  few'  weeks 
after  perforating  the  ovarian  cyst,  cannot  be  doubted  and  is  cer- 
tainly justified  by  the  good  result  obtained. 

Mrs.  S..  aet.  22;  German  descent;  one  child  six  years  ago;  men- 
struation regular  but  very  painful  before,  during  and,  for  some 
time,  after  the  flow ;  very  anemic  and  much  emaciated.  Tempera- 
ture 103,  pulse  no.  She  complains  of  constant  pain  in  the  back, 
both  groins  and  along  the  thighs.  Duration  of  present  condition, 
several  months.  The  trouble  began  after  her  confinement  six 
years  ago.  Labor,  prolonged  and  difficult,  was  followed  by  a 
very  slow  "getting  up."  Father  died  aet.  54.  of  influenza ;  mother 
set.  29,  of  tuberculosis. 

Physical  examination,  June  24,  1902,  revealed  a  large  tender 
and  semi-fluctuant  mass,  filling  up  the  whole  pelvic  cavity.  The 
uterus  was  crowded  forward  against  the  symphysis  and  so  low 
down  that  the  external  os  presented  at  the  vulva.  The  tumor  ex- 
tended about  two  inches  above  Poupart's  ligament  on  both  sides 
and  could  be  readily  outlined  upon  bimanual  palpation.  Every- 
thing was  firmly  fixed. 

June  26th.  An  incision  was  made  immediately  behind  the 
cervix  and  fully  one  quart  of  pus  evacuated. 

(  hi  account  of  the  patient's  extremely  exhausted  condition,  the 
gauze  packing  was  not  touched  for  five  days,  when,  little  by  little, 
some  was  removed  each  succeeding  day.  After  that  the  cavity 
was  irrigated,  in  the  beginning  with  a  i-per-cent  solution  of  creo- 
lin.  later  with  sterilized  salt  water  only. 

She  was  discharged,  very  much  improved  in  health  and 
strength,  July  17th  or  twenty-two  days  after  opening  the  abscess. 
'  rterus,  tubes  and  ovaries  were  enlarged  and  could,  at  this  time, 
be  distinctly  outlined.  There  was  no  change  in  the  position  of 
the  uterus;  it   remained   low  down  and   against   the  symphysis. 

Because  of  the  warm  weather,  and  still  marked  feebleness  of 
the  patient,  salpingo-oophorectomv  was  postponed  till  Fall.  She 
returned  to  the  hospital  I  October  8th.  showing  little  improvemenl 
and  again  complaining  of  the  same  pain.  Temperature  102,  pulse 
roo. 

\ L'.'iin  a  painful  fluctuating  mass  vvas  found  behind  the  uterus 
and  believed  to  he  the  same  abscess  opened  in  Time.  There  was 
Mill  a  slighl  discharge  when  the  patient  was  dismissed  July  17th. 
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It  is  believed  that  the  vaginal  incision  closed  before  the  healing 
of  the  cavity  was  complete  and  the  reaccumulation  of  pus  was  the 
result. 

<  Ictober  loth  the  pus  was  again  evacuated  by  entering  the  ab- 
Bcess  through  the  old  incision.  The  cavit)  was  again  treated  bj 
packing  and  repacking  with  gauze  after  irrigation  of  the  - 

The  patient  improved  rapidly  after  this  and  seemed  perfectl) 
well  November  20th.  But  the  uterus  and  its  adnexa  werje  still  in 
the  same  position  and  condition  as  when  the  patient  was  sent 
home  in  July.     It  was  deemed  best  to  make  a  radical  operation. 

November  25th,  both  tithes  and  ovaries  were  removed  and  all 
adhesions  separated,  especially  those  that  bound  the  uterus  in  its 
low  and  anterior  position.     Patient  made  a  prompt  recovery  and 
went  to  her  home.  January   1,  1903,  once  more  a  well  woman. 
DESCRIPTION    OF    BOTH     SPECIMENS. 

No.  1  is  from  Mrs.  B  : — L,  the  left ;  R.  the  right  tube  and  ovary. 
Both  tubes  showed  marked  enlargement,  distended  with  pus.  The 
left  tube  shows,  about  midway  between  the  fimbriated  and  uterine 
extremity,  a  marked  protuberance;  this  is  the  part  by  which  it 
was  adherent  to  the  abdominal  wall  and  through  which  the  pus 
was  let  out  four  years  ago.  The  ovary  is  well  shown  on  this  sid  . 
The  right  tube  and  ovary  were  found  low  down  in  the  cul-de-sac 
of  Douglas.  In  opening  the  abscess  the  ovary  was  struck  first, 
then  the  tube.     Both  ovaries  show  cirrhotic  changes. 

No.  2  is  from  Mrs.  S.  The  macroscopic  appearance  of  this 
specimen  has  been  destroyed  because  of  the  microscopic  examina- 
tion that  was  made  by  Dr.  Rowe.  The  tubes  were  not  implicated 
to  the  same  extent  as  in  the  other  specimen.  Dr.  Rowe  reports 
as  follow  s : 

<  ^varies  are  enlarged  and  show  numerous  -mall  cysts  filled  with 
a  colloid  material.  These  cysts  are  from  %-%  inch  in  diameter. 
Small  abscesses  are  also  found  in  the  ovaries.     These  vary  from 

inch  in  diameter.  The  abscesses  are  not  numerous,  pos- 
sibly three  or  four  in  number.  In  one  of  these  the  pus  was  hard- 
ened in  situ  and  section  examined.  Section  showed  the  micro- 
scopic appearance  of  pus — leucocytes.  The  ovarian  tissue  is  cir- 
rhotic and  shows  in  places  considerable  infiltration  with  small 
round  cells.  Graafian  follicles  are  very  scarce — hut  a  few  small 
ones  were  observed  near  the  surface. 

The  tubes  show  infiltration  of  the  mucosa  with  small  round  cells 
and  s.»me  purulent  exudate  into  the  lumen. 
\  CESAREAN   SECTION. 

Mrs.  S.,  set.  33:  of  good  build  and  well  nourished;  married  fif- 
teen years;  seven  children,  of  whom  four  are  living;  one  died  aet. 
six  months  and  two  were  bom  dead. 

History  of  labor-:  First  confinement,  thirteen  years  ago,  at 
term.    Labor  very  slow.    Child  still-horn.    Midwife  in  attendance. 

Second  confinement,  twelve  years  ago,  at  term.     Labor  very 
protracted    and    painful.      Targe   caput    succedaneum.      Midwife 
sent  for  physician.     Delivery  instrumental.     Child  horn  asphyxi- 
suscitated  and  living  to-day. 
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Third  confinement^  ten  and  one-half  years  ago,  premature 
(eighth  month),  spontaneous,  easy  birth.  Child  very  small;  still 
living,  but  "delicate"  and  "nervous."     Midwife  in  attendance. 

Fourth  confinement,  nine  years  ago,  at  term.  Instrumental  de- 
livery. Hydrocephalic  head.  Child  died  aet.  six  months,  of 
cholera  infantum. 

Fifth  confinement,  eight  years  ago.  Labor  tedious  and  difficult. 
No  instruments.     Child  living  and  well. 

Sixth  confinement,  five  years  ago.  Labor  natural  but  slow  and 
very  painful.     No  instruments.     Child  living  and  well. 

Seventh  confinement,  two  years  ago.  Four  doctors  present. 
Embryotomy ;  operation  lasting  three  hours. 

Several  months  after  the  last  labor  (December,  1899),  patient 
began  to  have  severe  pain  in  the  back  and  soon  thereafter  an  of- 
fensive, sanguinous  discharge  from  the  vagina.  The  physicians 
called  in  removed  "a  tumor  and  a  portion  of  the  neck  of  the 
womb."    The  discharge  ceased  and  patient  felt  fairly  well. 

The  writer  saw  patient  the  first  time  October,  1901.  Pregnant 
six  months.  General  health  fair.  Uterus  in  median  line,  of  nor- 
mal shape,  freely  movable,  not  tender;  fetal  movements  vigorous, 
heart's  impulse  strong  and  regular.  Presentation  vertex.  Posi- 
tion L.  O.  A.  Breasts  well  developed.  Appetite  good.  Bowels 
regular.  The  promontory  of  the  sacrum  could  not  be  reached 
with  the  index  finger.  The  vaginal  vault  tapered  into  a  tight  ring, 
not  admitting  the  tip  of  the  examining  digit.  There  was  no  trace 
of  a  cervix  to  be  felt.  The  external  measurements  of  the  pelvis 
were  as  follows :  Distance  between  ant.  sup.  spine — 24  cm. ; 
between  the  iliac  crests — 27  cm. ;  between  the  trochanters  28  cm. ; 
ext.  conjugate — 19  cm. 

Diagnosis:  Pregnancy  of  six  months  duration.  Slight  justo- 
minor  pelvis.  Cervix  absent.  Ring  of  cicatricial  tissue  high  up 
in  the  vaginal  roof. 

The  cervix  had,  probably,  been  torn  and  was  partly  lost  in  the 
early  labors.  Cicatrices  were,  probably,  present  at  the  last  labor 
and,  for  this  reason,  dilation  was  incomplete  and  the  child  had 
to  be  mutilated  in  order  to  effect  delivery.  What  there  was  left 
r.f  the  lacerated  cervix  sloughed  away  within  a  few  months  after 
this  event,  creating  the  condition  above  described. 

Patient  was  kept  under  observation  and  sent  to  the  German 

Hospital  January  21,   1902.  two  weeks  prior  to  the  date  of  ex- 

ed  delivery.     Cesarean  section  was  contemplated,  if  dilation 

of  the  os  did  not  occur.     Both  patient  and  her  husband  consented. 

Labor  began  aboul  noon  January  27th.  Pains  regular  and 
gradually  growing  stronger.  Membranes  ruptured  spontaneously 
the  next  morning.  But,  ;^  the  patient's  condition  was  in  every 
way  satisfactory  and  1  extremely  anxious  to  have  as  much  dila- 
tion as  possible,  T  concluded  to  wait.  Patient  continued  1"  do 
well  till  aboul  3  P.  M..  when  she  complained  of  chilliness,  of  a 
frequenl  desire  to  urinate  and  of  a  muco-sanguinous  discharge 
from  the  vagina.  The  hard  ring  (which  T  took  to  be  the  junction 
of  the  vagina  with  the  internal  os  ) ,  admitted  the  finger  tip.  but 


illi:   CINCINNATI    OBSTETRK   KL   SOCIETY.  53$ 

not  enough  to  palpate  the  presenting  head.  At  this  juncture  Dr. 
Bonifield  was  called  in  consultation  and  concurred  in  the  diag- 
nosis and  the  performance  of  Cesarean  section  as  the  best  and 

safest  operative  expedient  to  save  both  mother  and  child. 

At  five  o'clock  all  preparations  for  Cesarean  section  were  com- 
plete ami  the  patient  ready  for  the  operation,  which  was  begun 
ten  minutes  later. 

The  Saenger  method  of  performing  hysterotomy  was  strictly 
followed  with  this  exception  :  catgut  was  used  for  suture  material. 
The  tourniquet  was  not  applied.  The  uterine  incision,  limited  to 
the  upper  and  central  zone  of  the  uterus,  was  made  directly  in 
the  median  line,  and  closed  by  nine  deep  and  twelve  superficial 
sutures.  Uterine  cavity  was  not  douched.  The  abdominal  wound 
was  closed  by  the  "three-row"  suture  (peritoneal,  aponeurotic 
and  cutaneous). 

Duration  of  operation  thirty-five  minutes.  Child,  female,  lived 
and  weighed  eight  pounds.  Patient  rallied  from  operation  with- 
out the  least  shock  and,  with  the  exception  of  a  stitch-hole  ab- 
scess in  the  abdominal  wound,  made  an  excellent  recovery.  Pa- 
tient visited  my  office  with  her  baby,  now  one  year  old,  two  weeks 
ago. 

Dr.  Rufus  B.  Hall  reported  two  cases  of 

RUPTURED  TUBAL  PREGNANCY. 

and  showed  specimens. 

Case  I. — Mrs.  S.,  set.  twenty-eight,  mother  of  two  children, 
the  younger  three  years  old,  was  seen  in  consultation  in  Chilli- 
cothe,  Ohio.  Xcvember  15,  1902,  with  the  following  history- 
She  had  been  conscious  of  some  pelvic  discomfort  for  a  year 
or  more.  She  had  never  suffered  any  serious  disease.  Menstrua- 
tion had  been  irregular,  sometimes  coming  two  or  three  days  too 
early  and  the  flow  lasting  a  day  or  two  longer  than  usual.  Other- 
wise she  enjoyed  good  health.  She  had  missed  her  period  about 
three  weeks  when,  at  8  p.  m.,  November  13th,  she  had  a  severe 
pain  in  the  abdomen  and  in  a  few  minutes  went  into  collapse.  She 
rallied  from  this,  however,  in  a  few  hours  under  hypodermics  of 
morphine  and  stimulants  administered  by  her  physician,  Dr.  Lash. 
At  8  a.  m.  on  the  morning  of  the  14th  she  had  a  second  attack  of 
pain  and  the  collapse  was  profound.  She  rallied  slowly.  The 
pulse  was  feeble  and  rapid  through  the  day  but  in  the  evening  it 
had  entirely  disappeared  at  the  wrist.  She  was  given  normal  salt 
solution  under  the  breast  and  hypodermics  of  strychnia.  I  was 
asked  to  see  her  in  consultation,  which  I  did  on  the  morning  of 
November  15th.  At  that  time  she  had  no  radial  pulse,  the  heart's 
action  was  very  rapid  and  very  feeble  at  about   140  to  150  per 

minute.     She  was  very  pale,   showing  the  great   loss  of  1>1 1. 

Under  large  doses  of  strychnia  introduced  hypodermically  and 
the  normal  salt  solution  under  the  breasts,  by  two  o'clock, 
November  15th,  the  radial  pulse  could  again  be  fell  but  not 
counted  through  the  minute  for  the  intermissions.  I  advised 
against    an    immediate    operation    I  her    physical    condi- 
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tion  was  such  that  it  was  probable  she  would  have  died  at  once 
if  an  anesthetic  had  been  attempted.  I  also  reasoned  that  she  was 
not  more  than  three  or  four  weeks  pregnant  and  my  experience 
convinced  me  that  these  patients  who  are  not  further  advanced  in 
pregnancy  rarely  die  from  hemorrhage  at  the  first  attack.  I  ad- 
vised that  the  patient  be  kept  quiet  and  be  subjected  to  an  opera- 
tion as  soon  as  her  physical  condition  would  justify  an  anesthetic. 
I  reasoned  that  the  hemorrhage  had  probably  stopped  several 
hours  before  my  visit  and  would  not  repeat  for  a  week  or  two. 
Her  condition  gradually  improved  until  November  22(1,  when  an 
abdominal  section  was  made  and  three  or  four  pints  of  blood  clot 
and  the  ruptured  tube  were  removed.  The  patient  made  a  prompt 
recovery.  You  will  observe  that  there  is  a  small  rent,  half  an  inch 
in  length,  on  top  of  the  tube  about  in  the  middle  third — the  open- 
ing is  blocked  by  the  exuding  membrane. 

The  point  that  I  wish  to  emphasize  is  the  fact  mat  an  operation 
was  advised  against  at  the  time  of  my  visit  because  of  the  greal 
loss  of  blood,  the  profound  shock  and  the  absence  of  the  radial 
pulse  which  was  absent  for  more  than  twenty  hours.  I  believe 
these  patients  should  not  be  operated  on  if  the  condition  is  such 
from  the  loss  of  blood  that  an  anesthetic  would  likely  prove  fatal. 
On  the  contrary,  they  should  be  given  time  to  rally,  especially  if 
it  is  probable,  as  it  was  in  this  case,  that  the  hemorrhage  has 
ceased  several  hours  before  seeing  the  patient.  If  I  could  have 
seen  the  case  before  the  great  loss  of  blood  had  taken  place  and 
the  condition  had  justified  an  anesthetic  1  would  have  advised 
an  immediate  operation. 

Case  2. — Mrs.  S.,  a:t.  thirty-five,  married  fifteen  years,  no 
children  and  no  miscarriages,  patient  of  Dr.  Roush  of  Painters- 
ville,  Ohio,  and  Dr.  McClellan  of  Xenia.  She  had  missed  her 
period  for  three  or  four  weeks  and  on  the  evening  of  December 
ioth  was  seized  with  severe  pain  and  collapse.  Dr.  McClellan  was 
asked  to  see  her  in  consultation,  which  he  did  on  the  nth  and 
made  a  diagnosis  of  ruptured  tubal  pregnancy.  1  was  asked  to 
come  and  operate  her,  which  I  did  at  her  home  on  December  12. 
When  1  visited  the  patient  there  was  great  prostration,  marked 
pallor  and  a  rapid  pulse  of  136,  very  feeble.  Every  preparation 
had  been  made  for  an  immediate  operation.  The  patient  was  given 
ether  and  placed  upon  the  table  and  a  section  was  made.  There 
was  about  three  pints  of  blood  clot  in  the  pelvis  and  abdomen. 

ding  bad  stopped,  but  when  the  tube  was  brought  into  the  in- 
cision and  the  blood  clol  squeezed  out  free  bleeding  look  place, 
which  could  be  easily  controlled  by  grasping  the  tube.     The  tube 

tied  off  and  removed.  The  tube  here  presented,  like  the  pre- 
ceding "tie.  i-  softened  on  the  rear  surface — but  the  rent  is  in  the 

rnal  third  of  the  tube.  The  patient  made  a  prompt  and  unin- 
terrupted recovery.     This  patient   was  operated  immediately  be- 

■  her  condition  was  such  that  die  could  take  an  anesthetic 
without  anv  undue  risk  and  was  the  gainer  by  it. 
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C.  I  -.  B(  in  m  ield,  M.  I  >..  reported 

V  CES  \ki   w   SEC!  ION. 

(  >n  the  night  of  October  25,  1902,  I  was  summoned  to  sec  Mrs. 
T.  D..  in  consultation  with  J  >rs.  Richards  and  Schoolfield.  I 
reached  the  bedside  about  2  a.  m.  and  found  the  patient  had  been 

in  labor  six  or  eight  hours.  She  was  thirty-two  years  old,  mother 
of  two  children,  the  youngest  of  which  was  fourteen  month-  of 
age.  She  had  been  delivered  of  this  child  in  New  York  and  while 
the  labor  was  tedious,  lasting  twenty-six  hours,  on  account  of 
early  rupture  of  the  membranes,  the  use  of  instruments  was  not 
necessary  and  the  physician  in  attendance  made  no  mention  of 
anything  abnormal  to  the  patient  or  her  family. 

When  Dr.  Richards  was  called  at  the  beginning  of  labor  he 
found  a  large  fibroid  filling  the  hollow  of  the  sacrum  and  ob- 
structing the  pelvic  inlet  to  such  an  extent  that  he  believed  de- 
livery per  vias  naturales  to  be  impossible.  He  asked  Dr.  C.  B. 
Schoolfield.  to  see  her  in  consultation,  who  verified  the  diagnosis 
and  expressed  the  same  opinion  as  to  the  possibility  of  delivery. 
1  was  a-ked  to  see  the  case  for  the  purpose  of  doing  a  Cesarean 
section  if  my  opinion  coincided  with  theirs.  We  placed  the  pa- 
tient under  an  anesthetic  to  make  a  more  careful  examination  and 
ascertain  if  it  were  possible  to  lift  the  tumor  up  out  of  the  pelvis. 
We  found  this  could  not  be  done  and  recommended  that  the  pa- 
tient be  sent  at  once  to  the  hospital  and  operated  upon  as  soon 
as  she  could  be  made  ready.  The  patient  objected  to  going  to  the 
hospital  and  after  much  time  spent  in  persuasion  Dr.  Richards 
and  his  two  consultants  declared  that  unless  she  would  go  to  the 
hospital  and  submit  to  the  necessary  surgery  they  could  not  take 
charge  of  the  case.  This  had  the  desired  effect  and  she  was  re- 
moved to  Speer's  Hospital,  first  having  been  given  a  full  dose  of 
morphine  hypodermically  to  stop  labor  pains.  By  the  time  every- 
thing was  in  readiness  it  was  so  near  dawn  that  we  decided  to 
wait  for  daylight  to  operate.  The  operation  was  performed  about 
7  a.  m.,  the  patient  having  been  in  labor  about  twelve  hours,  the 
pains  having  been  strong  and  the  os  having  been  pretty  well  di- 
lated, but  the  head  not  even  having  begun  to  enter  the  pelvis. 
The  usual  free  incision  was  made  in  the  abdominal  wall,  warm 
gauze  sponges  were  packed  around  the  uterus.  Free  in- 
cision was  made  in  the  anterior  wall  of  the  uterus  and  the 
child  lifted  out.  The  placenta  and  membranes  were  delivered 
without  difficulty  and  the  uterine  incision  closed  as  rapidly  as 
possible  with  interrupted  sutures  of  catgut  including  all  of  the 
wall  of  the  uterus  except  the  mucous  membrane.  \  second  row 
of  sutures  of  the  same  material  was  inserted,  including  only  the 
peritoneum.  The  abdominal  incision  was  closed  in  my  usual  way. 
their  sutures  of  catgut  in  thi'  deeper  structures,  and  silk  worm  gut 
in  the  skin.  The  patient  did  admirably  well.  The  child  was 
made  to  breathe  with  little  difficulty  and  both  it  and  the  mother 
are  very  well  at  the  present  time. 

\<>  effort  was  made  to  remove  the  fibroid  tumor  because  it 
d  that  it  could  not  be  done  by  any  other  procedure  than  a 
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pan-hysterectomy — this  I  regarded  as  an  exceedingly  dangerous 
operation  under  the  circumstances  and  thought  it  wise  to  wait  and 
see  what  effect  involution  might  have  on  the  tumor,  hoping  a 
myomectomy  might  then  be  possible.  I  regret  to  say  that  I  have 
not  had  an  opportunity  to  examine  the  patient  recently. 

CASE  OF  SARCOMA  OF  BROAD  LIGAMENT  ARISING  FROM   PERIOSTEUM 
OF  SECOND  SACRAL  VERTEBRA. 

Miss  E.  N.,  aged  thirty-seven,  came  into  my  service  at  the  Cin- 
cinnati Hospital  on  September  6,  1901. 

There  was  nothing  unusual  in  her  family  history,  menstruation 
having  begun  at  fourteen  years  of  age;  had  been  regular  and 
normal  until  two  years  ago.  After  that  time  the  flow  had  recurred 
for  the  most  part  at  regular  intervals,  but  was  at  times  excessive. 
Occasionally  she  menstruated  twice  each  month. 

About  two  years  ago  she  noticed  some  enlargement  of  the 
abdomen,  to  which  she  called  her  mother's  attention ;  but  nothing 
was  thought  or  said  about  the  matter  until  last  February,  when 
the  enlargement  began  to  increase  very  rapidly,  and  continued 
to  do  so  until  the  time  of  her  admission  to  the  hospital. 

During  the  past  few  months  she  had  suffered  from  almost  con- 
stant pain  in  the  lower  abdomen,  and  had  become  very  nervous, 
and  in  a  condition  of  general  distress.  Her  appetite  was  fair, 
bowels  constipated.  There  was  considerable  swelling  in  the  right 
foot  and  leg. 

Upon  physical  examination  this  patient  presented  a  hard, 
smooth,  doubtfully  fluctuant  tumor,  occupying  almost  the  entire 
lower  abdominal  cavity  up  to  the  level  of  the  umbilicus.  It  was 
absolutely  immovable,  and  its  greatest  prominence  was  to  the 
right  of  the  median  line.  Digital  examination,  per  vaginam, 
came  upon  a  fluctuating  tumor  extending  down  to  within  one  inch 
of  the  posterior  commissure.  The  finger  could  follow  the  vagina 
behind  the  pubes,  and  toward  the  left ;  but  the  uterus  could  not 
be  felt,  the  tumor  entirely  filling  the  pelvis,  and  lifting  the  uterus 
beyond  reach.  Careful  palpation  over  the  abdomen  disclosed  a 
mass  in  the  left  iliac  region,  reaching  to  the  level  of  the  spine  of 
the  ileum,  which,  being  about  the  size  and  shape  of  a  normal 
uterus,  was  believed  to  be  that  organ. 

Extending  from  the  upper  part  of  this  mass,  over  the  smooth 
contour  of  the  tumor,  was  a  movable  band  under  the  abdominal 
wall,  going  up  to  the  righl  of  the  umbilicus.  This  was  believed 
to  be  the  right  ovary  and  tube. 

The  small  needle,  however,  introduced  into  the  abdominal 
tumor,  did  not  obtain  any  fluid. 

Diagnosis  of  the  tumor  of  tin-  right  broad  ligament  was  made, 
and  from  the  history  of  its  origin  as  well  as  from  its  physical 
signs,  a  suspicion  of  malignant  disease  was  entertained. 

Accordingly,  on  September  uth.  the  patient  was  prepared  for 
laparotomy,  and  also  for  vaginal  section.  It  being  thought  that 
possibly  by  collapse  of  the   tumor   produced   by   vaginal   section, 
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we  might  make  out  more  clearly  the  character  of  the  abdominal 
mass,  and  determine  what  further  procedure  would  be  v. 

Upon  vagina]  section  a  quart  of  straw  colored  fluid  was  evacu- 
ated, and  the  introduction  of  the  finger  into  the  opening  made, 
came  upon  a  semi-solid  mass  which  hied  rather  profusely. 

The  tumor  in  the  abdomen  was  not  materially  collapsed.  It  was 
decided  to  open  the  abdomen.  When  this  was  done,  a  tumor, 
upon  whose  crest  the  right  tube  and  ovarj  wen'  found,  and  whose 
upper  surface  was  a  purplish  hue,  and  numerous  large  vessels 
could  be  seen  in  even  direction.  In  introducing"  e'anze  sponges 
to  hold  the  intestines  away  in  order  to  introduce  the  hand  behind 
the  mass  to  determine  positively  its  attachments,  such  hemorrhage 
was  produced  as  made  it  absolutely  necessary  to  proceed  with 
the  enucleation. 

An  incision  was  made  over  the  top  of  the  mass,  and  its  ed^es 
grasped  by  large  forceps  in  the  hands  of  the  assistants.  Then 
I  ran  my  hand  between  the  capsule  of  the  tumor  and  the  mass, 
and  as  rapidly  as  possible  shelled  it  out.  Xo  great  difficulty  was 
encountered  until  in  the  very  bottom  of  the  pelvis,  directly  in 
front  of  the  sacrum.  I  came  upon  a  firm  attachment  that  made  it 
almost  impossible  to  lift  out  the  growth.  In  doing  so  my  fingers 
came  upon  the  sacral  vertebra,  and  found  them  to  be  very  much 
eroded  and  very  rough,  and  no  line  of  cleavage.  I  tore  the  mass 
loose,  however,  and  packed  the  cavity  rapidly  with  sponges. 
During  all  of  this  procedure  hemorrhage  was  frightful ;  and  by  the 
rapid  use  of  large  sponges  it  was  finally  arrested,  although  the 
patient  was  in  extremis.  The  capsule  was  then  sewed  to  the 
lower  portion  of  the  abdominal  incision  and  the  incision  closed  as 
rapidly  as  possible. 

The  patient  was  taken  to  her  room,  but  only  lived  an  hour, 
death  being  due  it  seemed,  to  exhaustion  incident  to  hemorrhage. 

The  tumor  weighed  ten  pounds,  and  was  found  to  be  a  small 
spindle  shaped  sarcoma. 

It  was  my  belief  at  the  close  of  the  operation  that  it  had  sprung 
from  the  body  of  the  second  sacral  vertebra. 

A  post-mortem  was  made,  and  a  portion  of  the  second  sacral 
vertebra  removed  for  microscopic  investigation. 

Dr.  Frank  bee  made  the  investigation,  and  found  that  the 
tumor  had  arisen  not  from  the  bone,  but  from  the  periostem  of 
the  sacrum,  which  was  clearly  a  tumor  in  the  broad  ligament,  but 
not  of  the  broad  ligament.  The  cyst  which  was  evacuated  through 
the  vagina,  and  which  caused  difficulty  in  diagnosis,  was  probably 
a  cyst  of  the  broad  ligament,  or  a  cystic  collection  in  that  portion 
of  the  capsule  of  the  tumor. 

DISCI'SSIOX. 

Dr.  J.  M.  Withrow.  —  The  Society  should  be  congratulated  for 
the  unusual  number  of  ver)  interesting  cases  which'  have  been  re- 
ported. T  would  like  to  recall  a  report  of  a  case  which  I  presented 
to  this  Society,  in  which  we  had  a  pregnancy  in  a  prolapsed  uterus. 
The  casC'  was  one  in  which  a  high  amputation  nf  the  cervix  had 
been  performed.     Th<    patient,  after  twenty-four  h<>urs  of  labor, 
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had  no  dilation  of  the  cervix,  or  not  enough  to  admit  the  point  of 
the  index  finger,  and  the  cicatricial  tissue  in  the  cervix  looked  and 
felt  like  a  piece  of  leather  with  a  small  hole  in  it.  This  case  was 
in  the  Cincinnati  Hospital.  The  question  was  raised  as  to  the  ad- 
visability of  Cesarean  section.  It  was  deemed  wiser,  safer,  and 
better,  to  make  incisions  of  the  cervix.  These  were  made  in  four 
directions  one-half  inch  long  each,  in  what  might  be  designated  as 
the  northeast,  southwest,  northwest  and  southeast  portions  of  the 
ring — then  with  a  little  dilation  by  the  hand  I  put  on  the  short 
forceps  and  delivered  the  patient.  Every  one  of  the  incisions  tore. 
( >ne  of  them,  the  southeast  incision,  tore  for  an  inch  and  a  half. 
Immediately  after  delivery  of  the  placenta  I  proceeded  to  sew  up 
the  incisions  with  catgut.  The  deliver}'  was  easy,  the  patient  made 
a  perfect  recovery  and  the  child  lived.  Each  case  of  that  kind 
should  be  a  law  unto  itself  but  I  would  like  to  impress  upon  the 
gentlemen  of  the  Society  that  dilatation  of  the  cervix  in  such  a 
case  as  that  to  which  I  have  just  referred  was  so  easy  as  to  be 
really  remarkable,  and  while  in  the  case  of  Dr.  Zinke  there  might 
have  been  an  entirely  different  condition,  yet  it  would  seem  to  me 
that  this  procedure  should  have  been  considered. 

Dr.  Rufus  B.  Hall. — I  will  confine  my  remarks  to  the  two 
cases  of  Cesarean  section.  In  the  first  case  reported  the  patient 
was  the  mother  of  several  children  and  she  had  a  great  deal  of 
cicatricial  tissue  in  the  cervix.  A  Cesarean  section  was  per- 
formed upon  her,  but  the  doctor  did  not  tell  us  of  any  further 
operation  than  this.  I  claim  that  we  have  no  right  to  do  an  opera- 
tion like  Cesarean  section  and  leave  the  woman  so  that  she  may 
again  become  pregnant,  unless  there  is  some  special  reason  why 
she  should  bear  children.  It  would  not  complicate  the  recovery 
of  such  patients  to  ligate  the  tubes  as  they  enter  the  uterus  and 
then  divide  them,  leaving  her  so  she  could  menstruate  but  not 
bear  children. 

Referring  to  the  second  case  reported,  I  believe  that  a  hysterec- 
tomy or  a  myomectomy  should  not  nave  been  performed,  under 
the  circumstances.  The  tubes  should  have  been  ligated  and  di- 
vided at  the  uterine  end  so  that  the  operation  would  not  have 
to  be  repeated. 

Dr.  C.  B.  Schoolfield. — What  1  shall  say  relates  chiefly  to 
the  cases  of  Cesarean  section.  The  case  <>f  Dr.  Zinke  from  the 
»ry  1  think  was  quite  a  different  one  from  thai  of  which  1  )r. 
Withrow  speaks  of  having  in  the  Cincinnati  Hospital.  Dr.  Zinke's 
was  one  of  cicatricial  contraction  and  sloughing  of  the  cervix,  the 
entire  cervix,  while  that  of  Dr.  Withrow  was  one  of  amputation 
with  a  procidentia  probabl)  there  had  been  an  elongated  cervix. 
1  think  the  I  >OCtor  is  to  he  congratulated  upon  the  choice  he  made 
in  the  two  procedures. 

Iii  the  case  reported  by  Dr.  Bonifield,  he  was  of  the  opinion  that 
the  child  could  not  he  horn  naturally  and  that  a  Cesarean  section 
would  have  to  he  done.  I  le  called  me  to  see  tin-  case,  and  1  agreed 
with  him. 

In   regard   to  tying  the   tubes   to  prevent  pregnancy   from  oc- 
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curring  again.  In  this  case  there  were  several  reasons  why  it 
should  not  be  done.  First,  the  woman  was  a  strong,  robust  fe- 
male, who  had  been  delivered  before.of  children,  and  it  was  likely 
that  she  could  be  operated  upon  again  and  the  tumor  removed. 
Then  she  was  a  Catholic  and  you  know  that  a  thing  of  that  kind 
is  something  to  which  they  are  verj  much  opposed.  Again,  the 
husband  was  nol  present  to  decide  that  matter.  It  was  Dr.  Boni- 
field's  and  Dr.  Richards'  opinion  at  the  time,  and  I  believe  they 
were  right,  that  it  wa^  best  to  leave  the  conditions  as  they  were, 
and  simply  to  remove  the  child,  which  was  done.  We  know 
Cesarean  section  has  been  done  on  patients  numbers  of  times  and 
they  have  recovered,  and  1  do  not  see  why  that  might  not  be  done 
in  this  case.  The  woman  got  along  all  right  except  for  the  septic 
condition  which  occurred  later. 

I  do  not,  however,  think  we  have  any  right  to  prevent  women 
from  bearing  children  where  it  is  nossible  for  them  to  bear  living 
children. 

Dr.  (has.  L.  Bonifield. — I  do  not  believe  it  is  my  business, 
or  my  duty,  to  render  any  woman  so  that  she  cannot  have  chil- 
dren simply  because  she  asked  me  to  do  so,  even  though  preg- 
nancy is  attended  with  a  good  deal  of  danger.  It  is  her  business, 
and  lur  husband's  business  to  keep  her  from  becoming  pregnant. 
If  I  wished  to  go  around  and  render  women  incapable  of  becom- 
ing impregnant  simply  because  they  do  not  want  to  have  children. 
I  could  be  doing  a  larger  business  than  any  member  of  the  Cin- 
cinnati Obstetrical  Society.  My  patient  had  been  delivered  of  a 
living  child  before  this  tumor  attained  its  present  size  and  it  was 
my  opinion  that  the  tumor  could  be  removed  and  the  woman  left 
in  condition  to  bear  other  children  and  give  birth  to  them  in  the 
natural  way.  This  being  the  case  I  hold  it  would  have  been  a 
crime  to  have  unsexed  her  or  in  any  way  rendered  her  sterile. 
But  if  I  did  not  hold  these  views,  which  some  may  regard  as  ex- 
treme, there  were  other  reasons  why  it  should  not  have  been  done 
in  this  case.  It  is  a  rash  man  that  will  unsex  a  married  woman 
without  the  consent  of  her  husband  or  herself  or  both.  Especial- 
ly so  if  he  is  not  an  acquaintance  or  friend  of  long  standing.  I 
was  unknown  to  these  people  when  called  into  the  case.  The 
woman  was  nol  asked  about  her  willingness  for  such  a  procedure 
should  it  be  advisable  when  the  abdomen  was  opened  and  had  she 
been  she  was  in  no  frame  of  mind  to  give  the  question  serious 
consideration.  Her  husband  was  in  New  York  and  his  consent 
could  therefore  not  he  obtained.  They  were  good  Catholics  and 
we  all  know  the  teaching  of  that  church  is  very  strict  in  such  mat- 
ters. 

[f  the  patient  does  not  take  my  advice  and  have  the  tumor  re- 
moved and  does  become  pregnant  again  that  is  her  fault  and  not 
mine.  She  has  received  the  proper  advice.  If  she  i-  not  governed 
by  it  she  has  no  one  to  blame  but  herself. 

In  regard  to  removing  the  other  appendage  when  operating  for 
ectopic  -(station  I  do  not  think  it  is  justifiable  as  a  routine  prac- 
tice.    Whether  the  patient  is  apt  to  have  an  ectopic  gestation  on 
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the  other  side  depends  a  good  deal  on  the  disease  that  has  been 
the  predisposing  cause  for  this  condition.  The  other  tube  is  much 
more  apt  to  be  involved  if  the  gonococcus  has  been  the  cause  of 
the  trouble  than  if  the  disease  is  due  to  some  other  infection.  But 
I  have  had  patients  give  birth  in  a  normal  way  to  healthy  children 
after  having  one  appendage  removed  for  gonorrheal  infection, 
and  I  should  therefore  hesitate  to  remove  an  appendage  in  which 
I  could  discover  no  disease  by  infection  and  with  palpation  with 
the  abdomen  open. 

In  reference  to  the  point  which  Dr.  Hall  and  Dr.  Johnstone 
have  been  discussing.  Theoretically  Dr.  Johnstone  is  right.  I 
believe  that  the  reason  the  tube  seals  itself  so  rapidly  at  the  fimbri- 
ated end  is  to  prevent  drainage  into  the  peritoneal  cavity.  The 
fact  that  the  wave-like  movements  of  the  ciliated  epithelium  in 
the  tube,  are  towards  the  uterus  leads  us  to  believe  that  the  natural 
current  is  always  from  the  peritoneal  cavity  into  the  uterus,  and 
after  the  discharge  of  the  ovum  it  would  follow  this  course,  but 
experience  is  a  great  teacher,  and  if  Dr.  Hall  continues  to  have 
the  experience  which  he  has  spoken  of  to-night — and  if  any  cases 
do  arise  whereby  I  might  feel  justified  in  preventing  a  woman 
from  becoming  pregnant  (and  I  do  not  see  now  how  these  condi- 
tions could  arise),  I  shall  adopt  his  method. 

Dr.  Gustav  Zinke. — In  my  first  successful  Cesarean  section 
I  ligated  the  tubes  and  then  divided  between  the  ligatures. 
I  saw  the  woman  about  six  months  ago  and  she  has  had  no  in- 
convenience from  the  division  of  tubes.  The  reason  I  did  not  do 
the  same  thing  in  this  patient  was,  first,  she  was  a  Catholic ;  second, 
I  failed  to  obtain  permission  to  render  her  sterile  before  the  opera- 
tion. Should  she  become  pregnant  again  I  have  not  the  least 
doubt  that  she  would  promptly  recover  under  a  second  Cesarean 
section. 

Dr.  Rufus  B.  Hall. — In  reply  to  the  criticism  that  was  made 
in  reference  to  ligation  of  the  tube  near  the  uterus  will  say  that 
I  differ  entirely  from  the  views  expressed  here  in  reference  to 
the  results  of  this  operation.  Formerly  1  always  removed  the  op- 
posite tube  and  ovary  in  an  extra-uterine  pregnancy,  if  they  were 
markedly  diseased,  for  fear  of  a  second  pregnancy  developing  in 
that  tube.  After  a  few  years'  work,  when  the  opposite  tube  and 
ovary  looked  comparatively  healthy  I  left  them,  but  when  in  these 
cases  I  had  to  make  a  second  operation  for  ectopic  gestation,  I 
fdi  thai  I  owed  my  patient  protection  from  such  an  operation 
a  second  time.  It  is  by  exchange  of  opinion  in  this  way  that 
we  make  progress.  After  I  had  left  the  tube  and  ovary  in  those 
cases  and  tubal  pregnancy  occurred  on  the  opposite  side  I  felt' 
that  I  was  justly  criticized  by  my  patients  and  their  friends  for 
allowing  such  a  condition  to  occur  again.  After  a  patient  has  had 
an  ectopic  pregnancy  on  one  side  you  may  well  suspect  that  she 
will  have  the  same  condition  develop  on  the  opposite  side  if  you 
do  not  do  something  to  that  tube  or  ovary  to  prevent  it.  In  such 
cases  T  always  talk  to  the  husband  as  well  a-  to  the  patient,  and 
tell  them   that   there  is  a   possibility  of  the  same  thin-   occurring 
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on  the  opposite  side  later,  and  ask  them  if  they  will  have  the  op« 
ovary  removed.  They  do  not  want  it  removed  if  it  can  be 
avoided,  i  then  tell  them  that  1  can  ligate  the  tube  near  the  uterus 
and  leave  the  patient  so  she  can  still  menstruate,  which  is 
course,  a  source  of  great  .satisfaction  to  her.  Since  I  adopted 
this  method  I  have  operated  upon  fifteen  or  twenty  patients,  and 
with  but  two  exceptions  they  have  all  said  that  1  should  fix  them 
so  that  there  would  be  no  danger  of  their  having  a  second  ectopic 
pregnancy.  The  women  upon  whom  I  have  done  this  ligation  of 
the  tube,  so  far  as  I  know,  nave  had  no  symptoms  oi  pelvic  dis- 
ease or  distended  tubes.  1  believe  Dr.  Johnstone's  theory  is  wrong 
and  that  a  woman  does  not  have  hydrosalpinx  because  the  tube 
is  ligated  next  to  the  uterus  wlun  the  fimbriated  end  of  the  tube 
is  patulous. 
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Meeting'of  December  j,  1902. 

The  President,  Dr.  Peter  Horrocks,  in  the  Chair. 

Dr.  Ernest  Herman  and  Dr.  Russell  Andrews  read  a  pa- 
per on 

A    CONTRinUTION    TO   THE    NATURAL    HISTORY    OF    DYSMENORRHEA, 

The  authors  compare  a  number  of  cases  of  dysmenorrhea  cured 
by   dilatation  of  the  cervix   with   a   number  of  others   in   which 
dilatation  of  the  cervix  produced  no  benefit.     They  find  no  r< 
to  think  that  dysmenorrhea  curable  by   dilatation   is   frequently 
associated  with  imperfect  development  of  the  uterus. 

They  find  that  dysmenorrhea  curable  by  dilatation  begins  with 
the  establishment  of  menstruation  in  about  two-thirds  of  the  cases, 
and  is  acquired  later  in  about  one-third  ;  that  it  almost  always 
begins  before  the  age  of  twenty-five,  but  may  be  acquired  at  any 

rhey  find  that  the  result  of  treatment  is  not  materially  alt' 
by  the  length  of  time  the  dysmenorrhea  has  lasted,  the  age  of  the 
patient  when  treated,  or  the  duration  of  her  married  life. 

They  find  that  in  most  cases  cured  by  dilatation  the  time  of 
commencement  of  pain  is  very  near  the  time  of  commencement  of 
the  How.  while  in  most  of  the  cases  no!  Cured  1>v  dilatation  the 
pain  begins  two  days  or  more  before  the  flow.  In  half  of  those 
cured  by  dilatation  the  pain  is  over  in  less  than  two  days  :  in  more 
than  half  of  those  not  cured  by  dilatation  the  pain  lasts  more  than 
four  days.      In    four-fifths  of   those  cured   by   dilatation    the   pain 
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is  paroxysmal :  in  three-fourths  of  those  not  cured  by  dilatation 
it  is  constant.  In  most  of  the  cases  cured  by  dilatation  the  pain 
is  not  relieved  by  lying  down. 

The  authors  give  details  showing  the  severity  of  the  pain. 
They  find  that  only  a  few  patients  were  known  to  pass  mem- 
branes, and  that  in  only  a  few  were  there  physical  signs  of  dis- 
ease. They  find  no  evidence  of  such  narrowing  of  the  cervical 
canal  as  to  mechanically  hinder  the  flow  of  blood  through  it. 
They  think  it  possible  that  some  degree  of  smallness  and  rigidity" 
of  the  canal  may  hinder  the  physiological  dilatation  of  the  canal 
which  should  take  place  during  menstruation,  and  so  provoke 
painful  contractions  of  the  uterine  body;  but  they  are  unable  to 
adduce  evidence  of  this. 

They  give  tables  showing  the  known  duration  of  cure  in  the 
cases  on  which  the  paper  is  based,  and  the  number  of  cases  in 
which  pregnancy  followed  dilatation  in  married  women  who  were 
previously  sterile. 

The  President  agreed  with  the  authors  that,  speaking  gen- 
erally and  broadly,  it  wras  true,  that  when  the  pain  in  dysmenor- 
rhea was  paroxysmal,  it  was  more  likely  to  be  of  uterine  than  of 
ovarian  origin.  But  like  most  other  things  in  medicine,  surgery 
and  obstetrics,  it  was  impossible  to  deduce  definite  laws  without 
having  to  admit  numerous  exceptions.  Hence  for  the  purpose  of 
treatment,  it  was  of  little  use  in  the  majority  of  cases  making  or 
trying  to  make  a  diagnosis.  For,  even  if  a  case  presented  fea- 
tures pointing  to  other  than  a  uterine  cause  for  the  pain,  it  was 
impossible  to  say  beforehand  that  dilatation  would  not  lessen  or 
cure  the  pain.  He  gave  details  of  a  case  of  undoubted  ovarian 
dysmenorrhea,  when  there  was  a  congenital  absence  of  vagina 
and  wmere  the  uterus  was  represented  by  a  mere  band  and  yet 
where  the  pain  every  month  was  so  severe  that  the  patient  was  in 
agony  and  was  obliged  to  go  to  bed  for  several  days. 

The  ovaries,  after  every  other  means  had  been  tried,  were  re- 
moved by  abdominal  section,  and  the  patient  had  never  been  trou- 
bled  since,  the  operation  having  been  done  in  1898. 

Again,  he  asked  for  information  as  in  the  method  of  dilatation. 
The  authors  spoke  of  dilating  the  cervix.  Did  they  dilate  the  cer- 
vix, or  diil  they  dilate  the  uterine  cavity  as  well?  Did  they  use 
Hegar's  dilator-  and.  if  so.  to  what  number  did  they  go? 

I  [e  believed  that,  whatever  theory  in  regard  to  the  production  of 

th<-  pain  or  of  its  relief  by  dilatation  might  be  correct,  it  would 
be  found  that  the  alleviation  <>r  cure  of  the  dysmenorrhea  was 
owing  to  laceration  of  the  fibri 

For  this  reason,  he  had  himself  adopted  a  modification  of  Sim's 
operation.  That  is.  in  addition  to  slitting  the  cervix  back- 
ward- from  the  OS  externum  up  to  the  posterior  fornix,  he  made 
a  counter  incision  to  the  left  or  to  the  right  of  the  cervix,  which 
thus  divided  the  cervix  into  two  unequal  parts,  a  quarter  and 
three  quarters  respectively,  llis  object  in  doing  this  was  to  cut 
through  tin-  circular  fibres  twice.  For  he  had  found  from  ex- 
perience   that     Siins*s    operation,    even    though    it    relieved   for 
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a  time,  was  apt  to  b<  followed  by  a  recurrence  of  the  dysmenor- 
hea,  owing  to  the  cicatrisation  of  the  parts.  Whereas,  by  cutting 
through  the  circular  fibres  twice,  each  sel  that  is  the  set  in  the 
one-quarter  segment  and  the  set  in  the  three-quarter  segment  - 
contracted,  and  even  when  the  active  contraction  passed  off,  re- 
mained shortened,  having  no  longer  power  to  approximate 
Hence  the  increased  .-pace  in  the  os  externum  and  cervical  canal 
remained  more  or  less  permanent.  In  this  way  he  had  treated 
many  cases  with  conspicuous  success,  and  certainly  with  better 
results  than  by  mere  dilatation.  For  obviously,  if  dilatation  were 
carried  out  to  any  slight  degree,  the  uterus  was  bound  to  contract 
again  and  the  condition  would  soon  be  as  before  whilst,  if  carried 
to  a  con-iderahle  extent,  the  parts  were  more  or  less  lacerated. 
Hi-  colleague,  Dr.  Galabin,  was  in  the  habit  of  dilating  with 
Hegar's  dilators,  to  a  considerable  degree,  he  thought  to  No.  to. 
and,  as  a  rule,  the  parts  were  lacerated,  as  indicated  by  a  dilator 
of  a  higher  number,  passing  more  easily  than  the  one  immediately 
preceding  it. 

Then  again,  the  authors  spoke  of  cases  of  stenosis  of  the  os 
uteri  as  existing  only  in  pictures  in  text-books. 

He  could  not  agree  to  that  for  he  had  seen  cases  of  pinhole  os. 
where  it  was  impossible  to  pass  an  ordinary  uterine  sound,  and 
where  there  was  great  dysmenorrhea.  Moreover,  such  cases  were 
very  satisfactorily  treated  by  a  modified  Sims's  operation. 

Again,  he  disagreed  with  the  remarks  that  it  was  of  no  im- 
portance as  to  whether  a  patient  passed  membranes  or  not.  inas- 
much as  the  treatment  was  the  same,  namely  dilatation. 

His  own  experience  was  that  dilatation,  or  a  modified  Sims's 
operation,  was  practically  useless  in  membranous  dysmenorrhea. 
In  all  such  cases,  he  recommended  careful  and  thorough  curetting 
and  the  application  of  a  strong  caustic,  such  as  iodised  phenol  or 
pure  carbolic  acid. 

The  authors  had  suggested  a  new  theor)  as  to  the  cause  of  the 
pain  in  these  cases  of  uterine  dysmenorrhea,  namely,  that  it  was 
due  to  the  cervix  not  dilating  when  the  fundus  and  body  con- 
tracted. 

He  did  not  think  this  was  a  correct  expression  because  the  law- 
was  that,  when  the  fundus  ami  body  of  the  uterus  contracted,  the 
cervix  relaxed.  Then,  when  in  this  physiologically  relaxed  con- 
dition, it  could  be  easily  dilated,  if  there  were  anything  to  dilate 
it.  such  as  the  bag  of  water,  or  if  the  amnion  had  ruptured,  the 
child"s  head.  etc.  Certainly  there  were  some  longitudinal  fibres 
in  the  cervix,  which  could  ('raw  it  open  even  in  the  absence  ■■; 
these  dilating  forces,  but  they  only  came  into  operation  at  a  late 
Hence  one  did  not  find  tin-  os  uteri  patent  in  these  cases 
of  uterine  dysmenorrhea. 

Finally,  he  thoughl  that,  whilst  the  menses  when  fluid  found  a 
free  enough  exit,  they  might,  when  clotted  inside  the  uterus,  ac- 
quire uterine  contractions  that  amounted  to  miniature  labor  pains, 
and  which  were  as  painful  sometimes  as  labor  pairis,  to  expel  the 

Clots. 
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Dr.  Heywood  Smith  drew  attention  to  the  association  be- 
tween dysmenorrhea  and  anteflexion  of  the  uterus. 

In  cases  of  stenosis  of  the  internal  os,  he  did  not  consider  a 
dilatation  alone  sufficient,  but  supplemented  it  with  slight  incision 
bi-laterally,  followed  by  forcible  dilatation  and  the  insertion  of  a 
glass  stem. 

Dr.  Boxall  doubted  whether,  in  such  a  case  as  that  mentioned 
by  the  President,  cessation  of  dysmenorrhea,  after  removal  of  the 
ovaries,  could  be  rightly  regarded  as  affording  conclusive  evidence 
that  the  pain  had  been  of  ovarian  and  not  of  uterine  origin,  and 
he  quoted  a  case  in  support  of  his  argument.  He  also  drew  at- 
tention to  the  fact  that  dilatation  for  dysmenorrhea  had  cured 
sterility  in  cases  of  ill-developed  uterus. 

Dr.  Alexander  Duke  had  had  excellent  results  by  incision 
and  dilatation  combined,  followed  directly  by  the  insertion  of  his 
spiral  wire  stem. 

Dr.  Arthur  Giles  thought  that  the  treatment  by  dilatation  was 
n<  »t  suitable  for  cases  of  dysmenorrhea  in  which  the  pain  occurred 
chiefly  before  the  onset  of  the  flow.  He  agreed  with  the  authors 
that  obstructive  dysmenorrhea  was  a  fallacy,  and  he  did  not  hold 
the  view  which  the  authors  appeared  to  attribute  to  him  that  ante- 
flexion could  cause  obstruction,  or  was  necessarily  a  cause  of  dys- 
menorrhea. 

Dr.  Lewers  found  that  the  extent  to  which  the  cervix  of  a 
nullipara  could  be  dilated  varied  considerably,  but  in  multipara 
much  higher  degrees  of  dilatation  could  be  secured  without  much 
difficulty. 

Dr.  Galabin  said  that  he  thought  that  the  diagnosis  by  de- 
scriptions of  symptoms,  as  to  whether  a  dysmenorrhea  were  due 
to  painful  uterine  contractions,  apt  to  be  fallacious.  If  the  pain 
were  continuous  and  began  several  days  before  the  flow,  it  might 
doubtless  be  inferred  that  the  cause  of  it  was  congestive  or  in- 
flammatory. But  many  women  described  th'e  pains  as  being  inter- 
mil  tent,  spasmodic,  or  paroxysmal.  On  cross-examination,  how- 
ever, it  often  appeared  that  the  spasms  of  pain  lasted  for  half  an 
hour  or  more  and  all  kinds  of  intermediate  conditions  were  found. 
Such  pains  could  hardly  be  due  to  uterine  contractions,  and  were 
only  spasmodic  in  the  sense  in  which  a  toothache  or  any  neuralgic 
pain  mighl  be  spasmodic.  His  experience  was  that  the  propor- 
tions of  cases  of  dysmenorrhea,  which  could  be  ascribed  wholly 
and  with  certainty  to  painful  uterine  contractions,  was  a  very 
small  one.  and  thai  much  more  frequently  some  inflammatory  or 
congested    condition   of   the   endometrium    was   an    element    in   the 

'Ibis  was  confirmed  by  the  fact  that  uterine  leucorrhea  was 
often  associated  with  dysmenorrhea  in  young  unmarried  women: 
and  thai  nol  infrequentlj  a  patch  of  granular  inflammation  was 
found  around  the  os,  really  an  adenomatous  hyperplasia  of  mucous 
membrane. 

Accordingly,  he  t bought  thai  the  addition  of  curetting  tn  dilata- 
tions in  the  majority  of  cases  increased  the  efficacy  of  the  opera- 
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tion.     He  did  not  usually  carry  the  dilatation  beyond  about  N 
i  ,}  or  1-4  of  Hegar's  dilators. 

This  did  not  generally  lacerate  the  external  os.     <  >f  late  - 
he  had  used  incisions  of  the  vaginal  portion  only  when  the  ext< 
nal  os  was  manifestly  minute.     He  then  excised  a  V-shaped  puce 
from  the  posterior  lip,  and  generally  united  external  and  internal 

mucous  membrane  by  sutures. 

The  authors  appeared  to  assume  that,  if  dilatations  cured  the 
dysmenorrhea,  it  was  a  proof  that  the  pain  was  due  to  painful 

uterine  contraction.      He  did  not   think  that  this  held  good  uni- 
versally;  for  dilatation  might  affect   the  uterus  in  other   ways. 
If  there  were  endometritis,  the  freer  drainage,  so  produced,  might 
enable  a  catarrh  to  get  well,  which  would  have  remained  chronic* 
while  sufficient  mucus  was  retained,  to  form  a  nidus  for  microb<  s. 

Dr.  W.  S.  A.  Griffith  thought  that  the  different  deg 
pain  which  patients  suffered  depended  more  on  the  nerve  sensi- 
bility of  the  individual  than  on  structural  variations  of  the  uterus 
and  its  appendages.  Judicious  treatment  of  points  of  general 
health  was  most  important.  Dilatation  was  a  valuable  method  in 
e  of  the  more  severe  and  persistent  cases. 

Dr.  Briggs  alluded  to  the  uncertainty  of  results ;  but  agreed  in 
the  main  with  the  authors  of  the  paper  in  their  conclusions  as  to 
the  cases  of  dysmenorrhea  most  likely  to  be  benefited  by  dilatation 
or  section  of  the  cervix.  He  desired  to  speak  on  behalf  of  the 
Liverpool  practice  of  a  high  degree  of  dilatation  supplemented 
h-  a  deep  posterior  section  of  the  cervix  throughout  its  entire 
length.  The  graduation  of  metal  bougies  over  four  sizes,  which 
he  first  adopted  in  1889 — had  simplified  dilatation  by  minimizing 
laceration.  Notwithstanding  the  complete  character  of  the  Liver- 
pool practice,  the  results,  he  feared,  were  not  more  but  less  en- 
ci  turaging  than  those  of  the  authors  of  the  paper.  He  had  some 
hesitation  in  accepting  spasm  as  more  than  a  minor  portion  of  the 
pathology  in  cases  apparently  spasmodic. 

Dr.  Herman  said  that  the  authors  were  aware  of  tin-  difficulties 
and  uncertainties  referred  to  by  the  President  and  Dr.  Galabin, 
and  had  alluded  to  them  in  their  paper.  The  pain  of  pelvic  con- 
gestion was,  as  they  said,  often  described  as  coming  and  going; 
but  on  close  inquiry  it  would  be  found  that  each  attack  was  said 
to  last  an  hour  or  two;  it  was  not  a  sharp  short  spasm  like  th 
uterine  colic.  In  the  case  on  which  the  paper  was  based,  the  dila- 
tation was  of  both  the  external  and  internal  os,  and  was  done  with 
bougies  graduated  in  size  according  to  the  catheter  scale.  Suc- 
sive  sizes  were  passed  until  considerable  resistance  was  met 
with.  Usually,  it  was  carried  up  to  No.  12 or  higher.  After  such 
dilatation,  the  cervical  canal  remained  larger  than  before  for  at 
least  some  months.  This  he  had  verified  by  measurement.  When 
h<  commenced  practice,  the  regular  treatmenl  for  had  ca» 
dysmenorrhea  at  most  hospitals,  certainly  at  the  London,  w 
division,  of  the  vaginal  portion.  Me  was  [ed  to  abandon  that  by 
meeting  with  cases  in  which  the  vaginal  portion  had  been  divided 
without  benefit,  but  which  were  cured  by  dilatation  with  bougies 

35 
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of  the  os  internum.  He  would  like  to  know  what  meaning  the 
President  attached  to  the  word  "'permanent,"  when  he  spoke  of 
"permanent  cures"  of  dysmenorrhea.  He  (Dr.  Herman)  thought 
the  use  of  the  word  "permanent"  was  only  justifiable  if  the  pa- 
tient's condition  was  known  up  to  the  time  when  menstruation 
ceased.  It  was  so  difficult  in  consulting  practice  to  watch  cases 
as  long  as  this,  that  he  thought  cases  known  to  be  permanent 
cures  must  be  few.  He  had  himself  records  of  one  case,  in  whom 
the  cure  of  dysmenorrhea  lasted  until  the  menopause.  He  would 
like  to  know  how  many  cases  of  the  "permanent  cure"  of  mem- 
branous dysmenorrhea  the  President  had  seen?  He  had  known 
curetting  and  caustic  fail,  not  only  in  his  own  hands,  but  in  those 
•  of  others.  He  thought  dilatation  was  the  more  effective  treatment 
of  membranous  dysmenorrhea.  He  would  also  like  to  know  how 
membranous  dysmenorrhea  was  to  be  prevented.  Like  Dr.  Grif- 
fith and  others,  he  had  seen  cases  in  which  the  os  externum  was 
so  small  that  it  would  not  admit  a  probe,  but  the  patients  men- 
struated without  pain.  In  such  cases,  he  thought  it  was  a  good 
practice  to  divide  the  vaginal  portion,  in  order  to  prevent  delay  in 
the  first  stage  of  labor.  When  clots  were  passed  from  the  vagina, 
he  knew  no  sure  way  of  telling  whether  the  blood  had  clotted  in 
the  uterus  or  in  the  vagina.  Many  small  lumps,  described  by 
patients  as  clots,  if  carefully  examined,  would  be  found  to  be 
rolled  up  membranes. 

The  President's  distinction  between  "dilatation"  and  "relaxa- 
tion" seemed  to  him  verbal  rather  than  real.  He  (Dr.  Herman) 
had  shown  in  a  former  communication  to  the  Society  that  the 
cervical  canal  did  enlarge  during  menstruation.  He  agreed  with 
Dr.  Heywood  Smith  and  Dr.  Giles  that  anteflexion  was  common 
w  ith  dysmenorrhea.  But  his  investigation  and  that  of  Yedeler 
showed  that  it  was  present  with  exactly  the  same  frequency  in 
women  who  menstruated  without  pain  :  and  these  facts  had  never 
been  controverted.  If  Dr.  Heywood  Smith  and  Dr.  Giles  would 
ly  the  frequency  of  anteflexion  without  dysmenorrhea,  they 
would  change  their  views.  Seeing  that  most  patients  with  dys- 
menorrhea were  girls,  who  except  for  their  monthly  pain  were  in 
perfect  health,  he  did  not  think  with  Dr.  Galabin.  they  were  fre- 
tl)  suffering  from  endometritis,  nor  that  dilatation  cured 
them  because  it  favored  the  cure  of  endometritis.  I  le  agreed  that 
i'  was  difficult  to  distinguish  the  cases  that  could  be  cured  by 
dilatation  from  those  that  could  not  :  and  it  was  the  object  of  the 
paper  to  assisl  in  tin-  difficull  task.  Me  agreed  with  Dr.  Griffith 
that  the  severity  of  menstrual  pain  depended  much  on  the  sensi- 
tiveness of  the  patient. 

Dr.  Victor  Bonney  read  a  shotl  communication  on  a  dermoid 
•  containing  a  large  number  of  epithelial  balls. 

In  the  discussion  which  followed,  Mr.  Alhan  Doran,  Mr.   Mai 
colm,  Mr.  Butler  Smythe,  and  Dr.  Spencer  took  part. 

Dr.  Gili  -  showed  a  specimen  of  fibroma  of  the  ovary,  and  the 
discussed  by  the  President,  Dr.  Briggs,  and  Mr.  Doran. 

ATERS,   DR.   W.   C.   SWAYNE,  and   Du.    SlKES  also  showed 

:imens. 
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Meeting  of  Wednesday,  January  7,  1903. 
The  President,  Dr.  Peter  Horrocks,  in  the  (  hair. 
Dr.  Roberi  Jones  opened  a  discussion  on 

PUERPl  RAL   INSANITY. 

This  paper  was  based  upon  a  personal  experience  of  259  cas 

puerperal  insanity,  divided  into — 120  cases  during  the  actual  puer- 
peral period.  S3  during  lactation,  and  56  during  pregnancy. 

Insanity  was  stated  to  occur  once  in  every  700  confinements. 

[nsanity  was  stated  to  be  of  a  characteristic  form  after  confine- 
ment, amounting  to  an  almost  nosological  entity;  but  tins  was  not 
the  ease  during  pregnancy  nor  during  lactation,  there  being  no 
definite  type  of  insanity  occurring  in  connection  with  these  two 
Stages.  The  divisions  were,  however,  more  convenient  than  typi- 
cal. 

The  following  propositions  were  advanced  by  the  author: 

1.  The  insanity  of  pregnancy  is  more  common  in  first  confine- 
ments among  single  women,  the  disappointment,  shame,  and  dis- 
grace of  illegitimacy  being  an  important  factor  in  the  mental  break- 
down. 

2.  During  pregnancy  the  mental  condition  is  more  often  acute 
melancholia  than  acute  mania,  and  suicidal  symptoms,  which 
occurred  in  41  per  cent,  have  to  be  carefully  guarded  against. 

3.  The  insanity  of  pregnane}'  is  divided  into  that  occurring  dur- 
ing the  early  months  and  that  occurring  during  the  later  months, 
and  in  these  the  nearer  the  insanity  in  point  of  time  to  the  confine- 
ment, the  more  acute  are  the  mental  symptoms.     Insanity  is  not 

frequent  when  the  sex  of  the  child  is  male. 
4.  The  insanity  of  the  puerperium  comes  on  after  the  first  con- 
finement in   7,^  per  cent  of  the  casi  -.    and    supervenes  suddenly 
rather  than  gradually. 

5.  The  cases  which  occur  during  lactation  present  characters  of 
marked  general  physical  exhaustion,  and  mcntalh  are  more  often 
of  the  depressed  than  of  the  maniacal  form.  Lactation  insanity 
becomes  chronic  oftener  than  the  insanity  of  the  other  periods. 
There  is  a  tendency  to  low  forms  of  inflammation,  thrombosis, 
gangrene,  and  phthisis  during  the  insanity  of  lactation.  Both  sui- 
cidal and  infanticidal  promptings  are  more  common  in  lactational 
than  puerperal  cases. —  that  is.  in  cases  where  insanity  commi 
more  than  six  weeks  after  confinement. 

o.  The  early  symptoms  of  threatening  insanity  are  los^  ,,f  sleep 
and  headache,  and  these  should  be  a  Forewarning  of  mental  break- 
down. The  busy  delirium  of  hallucinator)  character,  ending  in 
acute  restless,  purposeless  mania  with  religious  and  erotic  delu- 
sions, i<  characteristic  of  this  variety.  The  writer  suggests  a  close 
analogy  between  tin  emotions  of  love  and  religion,  and  agrees  with 
Simpson  that  the  organ  diseased  gives  a  type  to  tin-  insanity,  and 
that  in  women  suffering  from  affections  of  the  generative  organs 
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the  delusions  are  more  likely  to  be  connected  with  sexual  mat- 
ters. 

-.  Etiology. — Heredity  is  more  marked  and  in  the  direct  ma- 
ternal line  in  puerperal  and  lactational  insanity,  and  is  equally 
paternal  and  maternal  in  the  insanity  of  pregnancy.  A  previous 
record  of  hysteria  is  frequent  in  puerperal  insanity.  The  question 
of  marriage  of  hysterical  persons  is  considered. 

8.  The  pathology  is  that  of  heredity  and  stress.  Is  the  stress 
due  to  a  toxin  ? 

9.  As  regards  prognosis,  cases  of  insanity  during  early  preg- 
nancy improve  towards  the  end  of  pregnancy,  whereas  those  of 
late  pregnancy  become  worse  at  the  puerperium.  Puerperal  in- 
sanity is  markedly  recoverable.  Improvement  is  rapid,  being 
often  complete  in  three  months,  but  generally  takes  four  to  five 
months. 

10.  Treatment. — All  cases  presenting  headache  and  sleepless- 
ness must  have  absolute  quiet  and  rest,  and  sleep  must  be  procured. 
Home  treatment  in  all  cases  if  possible.  Guard  against  unusual 
and  sudden  impulses  of  suicide  and  infanticide.  The  presence  of 
the  husband  aggravates  the  symptoms.  There  is  much  necessity 
for  a  liberal  and  stimulating  dietary.  Change  is  necessary  in  puer- 
peral insanity  when  cases  tend  to  become  stuporose.  Menstrua- 
tion is  a  sign  of  mental  improvement.  Purgatives  and  iron  are 
well  borne. 

CRITICISM. 

The  following  special  questions  were  put  forward  by  way  of 
criticism: 

1.  Is  there  such  a  disease  as  puerperal  insanity — a  mental  aliena- 
tion which  is  either  caused  by  the  puerperium  or  an  accompani- 
ment of  this  physiological  crisis  ? 

2.  If  there  is,  are  the  mental  conditions  due  to  toxemia,  or  sep- 
ticemia, or  both  ?  Or  is  the  delirious  mania  which  occurs  in  con- 
nection with  this  period  due  to  extraordinarily  emotional  disturb- 
ances? How  far  does  the  moral  factor  enter  into  the  etiology, 
and  how  far  dors  pregnancy  in  the  unmarried  state  influence  the 
causation  of  insanity? 

,}.  What  is  the  relation  between  mania  and  melancholia? — for 
nee,  is  there  any  relation  between  the  mania  of  the  puerperal 
period  and  the  melancholia  of  lactation  ?  If  the  former  is  escaped 
from,  may  the  disease  culminate  in  the  latter?  Are  there  two 
forms  of  cell  reduction,  and  again  arc  they  toxic  or  septicemic? 
What  i-  the  age  of  greatesl  incidence,  and  in  what  proportion  do 
of  insanity  occur  during  gestation,  the  puerperal  period,  and 

lactation    in    the  poor  and    well  to-do?      What    is   the   influence   of 

heredity  ? 

4.  What  is  the  essential  pathology  of  this  disease? 

What   is  the  relation  between  albuminuria  and  pregnancy? 
between  albuminuria  and  the  puerperal  state? 

50  far  a-  the  histon   could  !"■  obtained  from  the 
nt,  no  prodromata  of  insanity  beyond  sleep- 
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lessness  and  headache  were  as  a  rule  noticed,  and  the  onset  of  in- 
sunitv  was  sudden  :  what  is  the  nature  of  the  onset  ill  the  practice 
of  i  obstetric  physicians  ? 

7.  As  to  prevention  and  treatment,  does  hysteria  in  youth  mani- 
fest itself  by  insanity  in  later  life  at  the  puerperal  or  other  physi- 
ological crisis,  and  should  marriage  be  discountenanced  in  these? 
What  views  should  he  generally  held  as  to  the  marriage  of  neurotic 
persons?  What  are  the  views  as  to  home  and  asylum  treatment, 
•  local  and  general  treatment,  and  more  important  and  espe- 
cially as  to  the  induction  of  premature  labor? 

Sir  John  Williams  dwelt  upon  the  peculiar  condition  of  the 
nervous  system  in  pregnancy,  parturition,  and  the  puerperal  state, 
and  reviewed  briefly  the  pathology  of  puerperal  insanity.  He 
strongly  deprecated  the  resort  to  surgical  measures  in  the  treat- 
ment of  this  insanity. 

Dr.  BLANDFORD  said  that  beyond  question,  the  earliest  symptoms 
of  approaching  mental  trouble  was  loss  of  sleep,  and  this  should 
be  most  closely  watched  and  every  precaution  taken  that  the  pa- 
tient shall  not  be  disturbed  by  noises  or  talking  in  the  room,  b) 
the  child  being  brought  to  be  nursed,  or  by  the  visits  of  friends. 

With  regard  to  Dr.  Jones'  question,  is  the  mental  disturbance 
due  to  toxemia  or  septicemia,  or  both?  it  must  be  remembered 
that  toxemia  and  septicemia  are  different  things.  Septicemia. 
unfortunately,  we  know  a  good  deal  about,  and  the  result  is  puer- 
peral fever,  not  puerperal  insanity. 

About  toxemia  a  good  deal  had  been  heard  and  some  have  gone 
so  far  as  to  say  that  all  insanity  was  toxic,  and  depended  upon 
toxins.  We  had  a  great  deal  more  to  learn  about  toxins,  which 
were  now  much  in  fashion ;  e.g.,  why  do  certain  people  generate 
toxins,  while  others  do  not  ?  Thousands  and  thousands  of  women 
bore  children  and  never  became  insane.  Among  native  races 
child-bearing  was  hardly  looked  upon  as  an  ailment.  Why  did 
certain  women  generate  the  peculiar  toxin  which  caused  insanity? 
Toxins  did  not  explain  the  pathology  of  insanity.  They  did  not 
agree  with  the  on-coming,  the  symptoms,  or  the  passing  away  of 
the  disease. 

Dr.  Herman  thought  the  paper  and  the  discussion  on  it  would 
d,  if  it  impressed  upon  the  profession  that  the  main 
duty  of  the  general  practitioner  and  the  obstetric  physician  in  re- 
gard to  puerperal  insanity,  was  to  prevent  it.  Treatment  was 
mainly  in  the  hands  of  the  alienist.  To  prevent  puerperal  insanity, 
the  great  things  were  to  see  that  the  patient  i;ot  food  and  sleep. 
If  sleep  was  absent,  he  thought  that  the  best  hypnotic  was  alcohol. 
There  were  objections  to  alcohol,  of  which  in  the  present  day  no 
one  was  in  danger  of  losing  sight.  Every  hypnotic,  if  taken  to  i 
much  did  harm,  but  the  harm  done  by  alcohol,  if  taken  too  freely. 
was  far  less,  and  far  slower  in  coming,  than  that  done  hv  chloral. 
bromide,  morphia,  sulphonal,  or  any  other  hypnotic,  if  taken 
habitually  for  long  pet 

With  regard  to  the  questions  in  paragraph  7.  he  would  ask  what 
was  hysteria?     The  most  common  and   mosl    definite  hysl 
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phenomenon  was  the  well-known  hysterical  seizure ;  but  the  author 
surely  would  not  propose  that  the  marriage  of  every  woman  who 
had  suffered  from  hysterical  seizures  should  be  discountenanced. 
With  regard  to  the  less  definite  and  less  common  nervous  symp- 
toms, commonly  spoken  of  as  hysterical,  he  thought  the  knowledge 
we  had  of  these  nervous  states,  and  our  power  of  accurately  fore- 
casting the  future  of  such  patients,  the  effect  of  marriage  upon 
them  and  the  kind  of  offspring  they  were  likely  to  have,  if  fertile, 
was  far  too  imperfect  to  justify  medical  men  in  taking  upon  them- 
selves the  responsibility  of  discountenancing  a  proposed  marriage. 
To  forbid  marriage  was  often  to  spoil  the  happiness  of  a  woman's 
life.  The  utmost  that  a  medical  man  should  do  was  to  express  to 
those  concerned  whatever  fears  he  might  have  as  to  the  result  of 
marriage,  explaining  also  how  much  these  fears  were  merely  con- 
jecture. 

Dr.  Mercier,  after  touching  upon  several  of  the  points  sug- 
gested for  criticism  by  Dr.  Jones,  took  exception  to  the  statement 
that  headache  was  a  common  prodrona  of  a  puerperal  insanity 
The  only  reliable  indications  were,  he  thought,  sleeplessness  and 
loss  of  appetite.  He  did  not  think  that  single  women,  who  became 
mothers,  suffered  much  emotional  stress,  as  a  rule.  Many  of  them 
were  already  half-witted,  and  the  insanity  of  the  puerperium  was 
only  an  exaggeration  of  their  usual  state.  The  rest  were,  for  the 
most  part,  upon  a  low  moral  plane.  When  they  incurred  the  risk 
of  maternity  they  counted  the  cost  and  were  ready  to  face  the 
music.  He  protested  strongly  against  the  suggestions  that  puer- 
peral mania  could  be  treated  satisfactorily  at  home.  Institution 
treatment  was  always  best  for  reasons  which  he  enumerated. 
Menstruation  was  often  a  mark  of  recovery,  it  was  true,  and  when 
the  mental  state  cleared  up  on  the  appearance  of  the  menses,  the 
combination  was  extreme]}-  favorable,  but  the  establishment  of 
menstruation  without  mental  improvement,  indicated  a  very 
gloomy  future. 

Dr.  CHAMPNEYS  fully  endorsed  all  that  had  been  said  about 
sleeplessness  as  the  striking  symptom  of  threatening  insanity, 
about  the  necessity  for  procuring  sleep  and  about  the  pre-eminent 
value  of  alcohol  as  a  sedative  in  such  cases. 

Me  had  always  been  greatly  interested  in  the  relation  between 
single  births  and  insanity,  and  it  had  always  seemed  to  him  that 
if  mental  distress  were  a  factor  in  producing  insanity,  its  fre- 
quencj  in  such  cases  ought  to  vary  directly  as  the  moral  standard. 
I  le  would  be  glad  to  know  if  (his  had  anywhere  been  worked  out. 
It  is  a  well-known  fact  that  tin-  moral  standard,  with  regard  to 
Such  matters,  varies  greatly  in  different  countries;  if  the  above 
contention  were  true  the  proportion  of  e;ises  lt\  insanity  in  single 
mothers  ought  to  lie  lowesl  in  immoral  and  highest  in  moral  coun- 
tries. 

As  regards  toxemia  and  its  relation  to  pregnancy,  he  did  not 
think  thai  the  explanation  given  in  the  paper  would  altogether 

suffice.  Effete  products  were  doubtless  prevalent  after  confine- 
ment ;  on  the  other  hand,  the  sense  of  physical  and  mental  comfort 
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and  relief  ordinaril)   experienced  after  delivery  were  proverbial. 

Ik-  did  ii.it    think   that   this   would   he  tin-  case   if  ordinary  toxin-, 

were  the  usual  cause  of  insanit)  alter  labor. 

Dr.  Lloyd  Andriezen  stated  that  the  division  into  insanity  "t 
pregnancy,  of  the  puerperium,  and  of  lactation  was  a  conventional 
and  not   a  nosological  classification.     He  recognized   in   asylum 

patients  a   form  of  insanity  peculiar  to  and  common  in  the  puer- 

peral  state. 

The  insanity  of  the  later  months  of  pregnancy  was  often  of  a 
depressive  form  and  was  fraught  with  danger  of  suicide,  but  other 
psychoses  might  also  manifest  themselves  at  this  period.  He  con- 
cluded from  a  careful  study  of  statistics  that  illegitimate  preg- 
nancy was  twice  as  frequently  followed  by  mental  disorder  as 
legitimate  pregnancy,  lie  regarded  puerperal  insanity  as  com- 
prising three  main  types  of  mental  disorder — viz.,  first,  a  collapse 
delirium  following  upon  parturitions  attended  with  marked  ex- 
haustion and  hemorrhage;  secondly,  an  acute  confusional  insanity 
with  hallucinatory  delirium  (frequently  misnamed  "Mania"),  and, 
thirdly,  mania  or  melancholia  proper,  or  alternating  manio-melan- 
cholic  insanity.  This  third  category  of  cerebral  affections  was 
rare  in  the  puerperium,  while  the  second  variety  was,  per  contra, 
frequent.  The  patients  who  developed  the  characteristic  acute 
confusional  insanity  with  hallucinatory  delirium  above  noted  were 
generally  psychopathic  subjects,  whereas  normal  women  going 
through  the  stresses  of  the  puerperium  suffered  a  slight  ephemeral 
cerebral  disturbance.  Fifty  per  cent  of  cases  of  puerperal  insan- 
ity in  public  asylums  (whether  primi-  or  multi-para-)  gave  his- 
tories and  indications  of  a  psychopathic  heredity.  He  believed 
that  septic  infection  from  the  bruised  and  wounded  tissues  of  the 
parturient  canal  played  an  important  role  in  the  causation  of  puer- 
peral delirium.  \\  here  the  septic  or  toxemic  factor  was  intense 
a  corresponding  disturbance  of  pulse,  respiration,  temperature  and 
secretion  was  noted.  Clinically  and  psychologically,  it  was  pos- 
sible, as  a  rule,  to  distinguish  cases  of  collapse  delirium  from  those 
of  acute  confusional  puerperal  insanity  of  combined  psychopathie 
and  septic  origin  and  occurring  in  the  first  fortnight  after  child- 
birth. 

The  latter  manifested  symptoms  of  insomnia,  loss  of  interest  in 
surroundings  and  loss  of  natural  affection  for  the  child,  indications 
of  clouded  consciousness  and  cerebral  apathy.  To  talkativeness 
succeeded  a  stage  of  incoherent  or  rather  confused  speech  and  ex- 
citement from  hallucinations  of  sight  and  hearing  followed.  These 
patients  were  liable  to  dangerous  suicidal,  destructive  and  infan- 
ticidal  impulses:  they  were  not  cases  of  "mania."  properly  s, , - 
called.  The  insanity  of  lactation  was  typically  an  exhaustion- 
psychoses,  and   in   a    few   this   was  complicated   by   toxemia    from 

ondary  pelvic  and  mammary  trouble. 

Dr.  Mori-  said  that  among  the  large  number  of  case-  recorded 
by  Dr.  Jones  there  was  not  a  single  case  of  gangrene;  perhaps, 
therefore,  he  might  be  allowed  to  relate  an  instance  of  symmetrica! 
gangrene  of  the  feet,  which  he  had  seen  in  a  woman  certified  as 
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suffering  with  puerperal  insanity,  who  was  admitted  into  one  of 
the  the  L.  C.  asylums. 

This  patient  not  long  after  admission  developed  signs  of  gan- 
grene of  the  feet,  and  for  this  reason  his  attention  was  called  to 
the  case.  The  history  showed  that  the  child  had  been  born  dead, 
and  it  was  found  that  she  was  suffering  from  septic  endometritis. 
Her  mental  condition  improved  when  this  was  treated.  The 
speaker  asked  Dr.  Jones  what  he  considered  were  the  most  im- 
portant symptoms  distinguishing  puerperal  insanity  of  septic 
origin  from  the  delirium  of  fever,  occasioned  by  the  same  causes. 

Some  authorities  describe  a  transitory  puerperal  psychosis,  some 
of  which  cases  accompanied  by  /ever  would  be  difficult  to  distin- 
guish from  cases  of  puerperal  fever  with  delirium.  Dr.  Mott  con- 
sidered that  the  majority  of  cases  of  puerperal  insanity  were  not 
of  septic  origin,  but  due  to  inherited  psychopathic  or  neuropathic 
conditions,  the  determining  factors  being  stress  and  a  sub-minimal 
deficiency  in  the  blood. 

Dr.  Percy  Smith  said  that  with  regard  to  the  early  symptoms 
he  thought  that  next  to  sleeplessness,  restlessness  and  early  con- 
fusion of  thought  were  more  important  than  headache. 

He  agreed  with  Dr.  Mercier  that  there  was  no  definite  form  of 
mental  disorder,  which  could  be  looked  upon  as  absolutely  char- 
acteristic of  puerperal  insanity  and  pointed  out  that  cases  might 
be  either  of  the  delirious,  confusional,  maniacal,  melancholic, 
stuporous  or  delusional  types,  and  he  did  not  think  it  was  possible 
unerringly,  to  pick  out  the  puerperal  cases  in  the  wards  of  an 
asylum  without  knowing  the  history. 

Mania  with  religious  or  erotic  delusions  was  often  seen  in  young 
women,  the  cause  of  whose  insanity  was  not  puerperal. 

He  had  very  little  personal  knowledge  of  illegitimacy  as  a  cause, 
but  called  attention  to  Houston's  statement  that  75  per  cent  of  the 
puerperal  cases  admitted  to  Morningside  Asylum  followed  illegiti- 
mate births. 

Another  point  in  the  etiology  was  that  26  per  cent  of  the  cases 
admitted  to  Bethlehem  Hospital  had  had  a  previous  attack  of  in- 
sanity, either  one  before  marriage  or  one  after  marriage,  which 
was  not  puerperal  in  origin  or  a  previous  puerperal  attack.  He 
referred  to  Dr.  I  [erman's  remarks  on  hysteria  and  said  that  alien- 
ists constantly  found  a  history  of  previous  "hysteria"  in  patients 
admitted  to  asylums,  which  when  carefully  inquired  into  was  found 
in  many  cases  to  have  been  a  previous  attack  of  definite  mental 
disorder  euphemistically  called  "hysteria."  I  [e  was  sure  that  such 
patients  oughl  n< 't  t<>  marry. 

Dr.  Ernesi  White  thought  Dr.  Jones' proportion  of  occurring 
cases  ton  low  probably  one  in  400  confinements  was  nearer  the' 
mark,  for  there  were  many  which  did  not  come  to  the  asylum  for 
treatment,  and  of  which  110  records  were  obtainable.  lie  would 
to  draw  attention  to  certain  of  the  mental  symptoms  and  to 
the  temperature  charts  in  this  disease.  The  obscene  language, 
erotic  tendency  and  self  abuse  were  probably  of  peripheral  origin, 
from  abnormal  uterine  conditions,  altered  lochia,  etc.      I  lallucina- 
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dons  of  hearing  and  sighl  were  common-   more  rarely  those  of 
taste.     1  [e  had  nol  observed  those  of  smell  alluded  to  by  I  >r.  Jones. 
nor  did  headache  occur  in  his  cases. 
The  delusions  were  those  of  the  persecutory  type  and  accounted 

for  the  early  refusal  of  food,  which  the  patient  imagined  was  poi- 
SOned.  There  was  a  marked  tendency  to  suicide  by  impulse  and  to 
infanticide.      Next,  as  to  the  temperature  chart,  in  nearly  all  his 

cases  there  was  an  elevation  of  temperature  of  from  one  to  two 
degrees  in  the  evening  with  a  morning  fall  of  a  degree  or  less, 
lasting  from  ten  days  to  a  fortnight,  then  a  sub-normal  tempera- 
ture for  several  weeks.  In  two  or  three  cases  there  was  long 
continued  febrility  and  charts  like  those  of  enteric  fever  with  even- 
ing exacerbations  and  morning  remissions,  lasting  a  month  or 
more,  but  followed  by  sub-normal  temperature  for  several  months. 
These  cases  he  thought  of  septic  origin.  They  did  badly  and  gen- 
erally became  chronic  and  died. 

Xext  as  to  causation.  The  most  frequent  cause  was  hereditary 
nerve  instability.  He  had  no  experience  of  illegitimacy  as  a  cause 
and  did  not  believe  in  it. 

1  >r.  Walter  Griffith  stated  that  with  regard  to  the  insanity 
of  pregnancy,  he  agreed  with  the  prevailing  opinion  that  there 
was  no  specific  form  ;  pregnancy  might  be  a  complication  to  insan- 
ity or  the  reverse,  but  there  was  a  group  of  cases  quite  distinct, 
in  which  the  main  feature  was  the  apprehension  of  the  patient 
either  real  or  simulated,  that  unless  the  pregnancy  was  terminated, 
she  would  become  insane :  he  looked  upon  all  such  cases  with  the 
gravest  suspicion,  not  of  insanity,  but  of  rather  the  reverse,  as  an 
ingenious  method  of  putting  strong  pressure  on  their  medical 
adviser  to  produce  abortion.  He  had  seen  no  exception  to  this  in 
the  cases  in  which  he  had  been  consulted. 

As  to  premonitory  symptoms,  he  regarded  the  refusal  of  food 
as  of  equal  importance  as  sleeplessness,  and  he  was  sure  that  in 
general  practice  the  absolute  necessity  for  forced  feeding,  even 
by  the  nasal  tube,  where  necessary,  was  not  properly  recognized  as 
the  essential  means  for  saving  life. 

Dr.  Seymour  Tuke,  while  fearing  that  the  alienists  had  been 
given  tod  large  a  share  in  the  debate,  was  glad  that  some  one  had 
stood  up  for  the  women  who  had  borne  illegitimate  children,  for 
some  were  certainly  cast  in  a  higher  mold  and  did  feel  the  mental 
distress,  which  Dr.  Jones  had  laid  down  as  a  possible  factor  in 
the  etiology.  Dr.  Tuke  pointed  out  three  factors  in  favor  of 
asylum  versus  home  or  lodging  treatment — first,  that  it  was  hard 
upon  the  patient  to  be  under  control  where  she  had  hitherto  been 
in  command;  second,  the  possibility  in  a  well-ordered  asylum  of 
instantly  changing  the  attendants  if  necessity  arose  through  the 
patient  taking  a  dislike  to  any  of  them,  and,  third,  the  fact  that  a 
home  where  restraint  had  to  be  applied  of  any  kind  was  likely  to 
have  less  pleasant  associations  and  memories  after  recovery. 

Ilf  mentioned  how  acutely  those  who  devote  themselves  to  their 
asylums  felt  the  unjust  and  uncalled-for  criticism-  of  some  people, 
who  ought  to  know  better. 
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He  strongly  agreed  with  previous  speakers  in  the  necessity  for 
food  feeding  and  urged  the  early  resort  to  artificial  feeding  if 
called  for.  While  allowing  the  great  use  of  alcohol,  the  danger 
of  forming  a  habit  must  not  be  lost  sight  of. 

Dr.  Claye  Shaw  said  that  of  the  many  points  raised  by  Dr. 
Jones,  one  of  the  most  important  ones  was  that  relating  to  the 
entity  of  a  mental  disorder  due  to  the  puerperal  state,  and  though 
the  author  of  this  paper  seemed  to  incline  to  the  fact  of  the  actual 
existence  of  a  specific  disease,  he  had  yet  voiced  it  in  no  very  cer- 
tain tones,  and  a  similar  hesitation  had  been  apparent  in  the  utter- 
ances of  other  speakers  during  the  evening.  To  him  it  was  by 
no  means  an  easy  thing  to  be  always  sure  about.  It  would  appear 
that  there  are  two  classes  of  cases  really  existent,  but  both  char- 
acterized by  the  delusions,  incoherence  and  other  mental  symp- 
toms supposed  to  be  pathognomonic  of  insanity  due  to  the  puer- 
peral state  alone.  Insanity  characterized  by  prominence  of  sexual, 
mental  demonstration  might  occur  in  young  women  at  the  devel- 
opmental epoch,  or  in  women  of  middle  or  advanced  age  in  whom 
there  were  no  uterine  or  ovarian  complications  of  any  kind  to  be 
passed,  just  as  delusions  of  a  sexual  character  might  be  seen  in 
boys  and  men  accompanied  by  acts  of  masturbation,  and  yet  there 
was  no  occasion  to  attribute  the  symptoms  to  influence  from  the 
genital  organs  at  the  moment.  When,  however,  the  temperature 
was  higher  than  is  usually  met  with  in  acute  insanity  and  the  symp- 
toms came  on  shortly  after  parturition,  there  was  a  strong  argu- 
ment in  favor  of  a  direct  connection  between  the  mental  and  bodily 
states,  especially  when  there  was  a  history  of  hereditary  taint  and 
with  the  probability  of  the  presence  of  a  septic  condition.  The 
theory  that  impressions  from  the  viscera  and  especially  from  the 
sexual  organs  are  transmitted  to  the  central  nervous  system  and 
arouse  ideas  there,  which  form  all  kinds  of  associated  connections, 
is  quite  sufficient  to  account  for  the  fact  that  sexual  symptoms  of 
a  similar  character  and  intensity  may  occur  as  the  result  of  a 
lesion,  which  is  primarily  central  or  of  one  due  to  external  influ- 
ence, whether  caused  by  an  autointoxication  or  by  simple  irritation. 

Dr.  Amand  Routh  urged  the  desirability  of  having  intermedi- 
ate receiving  houses,  or  a  Nursing  Home,  where  women  suffering 
from  such  temporary  insanities  as  those  under  discussion,  could 
be  received  and  treated.  Such  a  plan  would  avoid  the  stigma  of 
having  been  in  an  asylum  and  would  make  it  much  easier  to  get 
the  trieiuN  of  the  patient  to  agree  to  her  removal. 

'I'm.  1'ki  sihk.vi  thought  that  obstetricians  saw  these  cases,  as 
a  rule,  at  a  much  earlier  stage  than  did  the  alienists.  Perhaps 
for  this  rcasdii  and  because  of  the  shortness  of  time,  the  intro- 
ducer of  the  subject  had  said  hut  little  about  diagnosis. 

\s  a  fact,  when  the  patient  was  admitted  into  an  asylum  the 
diagnosis  had  been  made.  Whereas,  in  the  earlier  stages  it  was 
not  .always  easy  to  say  that  a  case  amounted  to  actual  insanity.  I  !'• 
considered,  with  Dr.  Griffith,  that  the  refusal  of  food  was  a  far 
graver  symptom  and  pointed  much  more  certainly  to  insanity  than 
did    sleepl  This   and    headache    1".,.    occurred    not    int're- 
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quently  In  patients  who  never  developed  insanity.  Whereas,  re- 
fusal of  food,  and  1>\  that  was  meant  nol  nine  anorexia,  was 
practicall)  onl)  associated  with  insanity. 

In  all  fatal  cases  In-  emphasized  the  importance  of  making  a 
thorough  post-mortem  examination.  m>t  merely  of  the  brain,  hut 
of  the  other  organs.  For  probabl)  pure  insanity  was  rarely  fatal. 
lie  mentioned  a  case  which  presented  the  ordinary  symptoms  of 
puerperal  insanity.  She  died  and  a  post-mortem  examination  re- 
vealed suppuration  extending  from  the  parametrium  behind  the 
fascia  up  to  the  kidney. 

1  )k.  Roberi  Jones  replied  briefly. 
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Diseases  of  the  Stomach.     A  Text-Book  for  Practitioners  and 

Students.  By  Max  ElNHORN,  M.D.,  Professor  in  Clinical 
.Medicine  at  the  New  York  Post-Graduate  Medical  School  and 
Hospital;  Visiting  Physician  to  the  German  Dispensary.  Third 
Revised  Edition.  Pp.  534.  New  York:  William  Wood  and 
Company,   1903. 

The  author  is  so  well  known  through  his  earlier  editions  and 
his  clinical  contributions  in  the  field  of  gastric  diseases  that  no 
introduction  is  needed  by  the  third  edition.  This  contains  a  pre- 
liminary sketch  of  the  anatomy  and  physiology  of  the  stomach. 
which  is  followed  by  instruction  in  the  method  of  history  taking 
and  in  the  technique  of  physical  examination  of  the  organ  and 
chemical  and  microscopical  study  of  its  contents.  Diet  is  treated 
in  a  general  way,  no  fixed  diet  lists  or  hard  and  fast  rules  being 
given.  A  characteristic  of  the  writer's  dietetic  directions  is  their 
liberality.  The  chapter  on  local  treatment  consists  chiefly  of  de- 
scriptions of  the  devices  of  the  author  for  this  purpose.  The 
bulk  of  the  volume  is  devoted  to  organic  gastric  diseases  such  as 
ulcer  and  cancer,  and  the  less  generally  understood  functional  af- 
fections. In  spite  of  its  general  excellence-  the  work  could  be 
improved  by  condensation  and  omission  of  statements  of  priority. 
It  is  al-o  regrettable  that  the  scope  of  the  work  is  confined  to 
diseases  of  the  stomach  to  the  complete  exclusion  of  the  closely 
related  and  interdependent  intestinal  tract. 

The  Medical  Epitome  Series.  Manton's  Obstetrics. 
Manual  of  Obstetrics  for  Students  and  Practitioners.  By  W. 
P.  Manton,  M.D.,  Adjunct-Professor  of  Obstetrics  and  Pro- 
sor  of  Clinical  Gynecology,  Detroil  College  of  Medicine. 
Pp.  265.  with  82  illustrations.  Lea  Brothers  &  Co.,  Publishers, 
Philadelphia  and  New  York,  [903. 

Difficult  it  is  to  write  a  good  text-book  and  still  more  difficult 

ve   the   same  information    in    condensed    form.      The    hardest 
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task  which  can  be  assigned  to  a  writer  is  to  place  the  essential 
facts  of  a  subject  within  the  narrow  limits  which  commercialism 
allows.  The  insensate  desire  for  uniformity  of  size,  which  leads 
to  crowding'  such  extensive  branches  as  surgery  and  general 
medicine  into  the  same  number  of  pages  as  histology,  ophthal- 
mology, or  physical  diagnosis,  not  only  tries  the  patience  and 
ability  of  the  writer,  but  hampers  him  so  as  to  seriously  impair 
the  value — real  and  commercial — of  the  finished  product.  Such 
difficulties  Dr.  Manton  has  met  more  successfully  than  is  usual. 
In  general  his  teaching  cannot  be  disputed,  though  certain  minor 
points  are  open  to  discussion.  The  method  adopted  in  the  present 
edition  of  this  series  of  grouping  questions  at  the  end  of  each 
chapter  is  a  long  step  in  the  right  direction.  May  the  next  edi- 
tion see  this  useless  waste  of  space  entirely  done  away,  and  the 
name  "Medical  Epitome  Series"  in  place  of  the  old  "Surg.  Com- 
pend"  be  justified  by  fulfilment. 

Reference  Handbook  of  Medical  Science.  Edited  by  Albert 
H.  Buck,  M.D.  Completely  Revised  and  Rewritten  by  Various 
Authors,  embracing  Scientific  and  Practical  Medicine  and  Al- 
lied Science.  Vol.  V.  Second  Edition.  William  Wood  & 
Company,  New  York,  1902. 

The  fifth  volume  of  the  Reference  Handbook  of  Medical  Sci- 
ence contains  some  most  important  contributions.  In  his  article 
on  mental  diseases  Steward  Paton  shows  how  difficult  it  is  to 
classify  the  forms  of  insanity  on  account  of  the  indefiniteness  of 
the  relation  between  the  pathological  lesions  and  the  symptoms. 
Clinical  classifications  and  those  based  on  the  etiology  are  of  little 
value.  Henry  S.  Berkley  discusses  the  general  etiology  of  in- 
sanity. He  states  that  the  three  great  factors  contributing  to  the 
increase  of  insanity  are  the  struggle  for  a  competence,  abuse  of 
alcohol  and  syphilis.  The  general  pathology  is  taken  up  by  Adolf 
.Meyer,  while  the  general  symptomatology  is  reviewed  by  Charles 
Bancroft.  The  latter  defines  insanity  as  a  prolonged  departure 
from  the  individual's  normal  method  of  thinking,  feeling  and 
action,  due  to  functional  or  organic  disturbances  of  some  part  of 
the  encephalon.  Following  the  general  discussions  are  numerous 
concise  articles  on  the  various  forms  of  insanity,  all  of  which  are 
ably  illustrated  by  cuts  showing  the  facies  and  characteristic  atti- 
tudes of  the  insane.  Robert  Abbe,  in  his  article  on  intestinal 
surgery,  describes  the  best  methods  of  operating  and  their  indica- 
tions. ||c  points  "in  thai  in  intestinal  surgery  three  points  should 
In-  borne  in  mind:  First,  that  the  only  solution  used  should  be  a 
decinormal  salt  solution;  second,  that  the  greatest  care  in  aseptic 
technique  should  be  followed;  third,  the  understanding  of  repair 
by  lymph  exudate,  a  process  peculiar  to  this  held.  The  advice 
and  directions  given  1»\  George  \\ .  Dobbin  in  his  article  on  labor 
an-  particularl)  clear,  and  if  carried  out  more  universally  would 
prevenl  man)  of  the  complications  during  and  after  labor,  lie 
condemns   ante     ami   postpartum    douches   as   conducive   to   more 
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harm  than  good,  excepl  in  rare  cases.  Vaginal  examinations 
should  be  made  only  with  the  strictest  antiseptic  precautions  and 
as  infrequently  as  possible.  To  show  the  scope  of  thi>  volume, 
may  be  mentioned  articles  on  the  liver,  lungs,  kidneys,  drugs, 
health  resorts  and  military  hygiene.  They  are  written  in  the 
same  clear,  terse  style  as  those  in  the  previous  volumes. 

Progressive  Medicine-  A  Quarterly  Digest  of  Advances,  Dis- 
coveries, and  Improvements  in  the  Medical  and  Surgical  Sci- 
ences. Edited  by  Hobari  Amorv  Hare,  M.D.,  Professor  of 
Therapeutics  and  Materia  Medica  in  the  Jefferson  .Medical  Col- 
lege of  Philadelphia;  assisted  by  U.  R.  M.  Lamms.  M.D.,  As- 
sigtanl  Physician  to  the  Out- Patient  Medical  Department  of  the 
Jefferson  Medical  College  Hospital.  Volume  I.  March,  1903. 
Surgery  of  the  Plead,  Neck  and  Chest;  Infectious  Dise. 
Including  Rheumatism,  Croupous  Pneumonia,  and  Influenza  : 
Diseases  of  Children  ;  Pathology  :  Laryngology  and  Rhinology ; 
Otologv.  Lea  Brothers  &  Co.,  Philadelphia  and  New  York, 
1903. 

The  list  of  contents  given  above  is  sufficient  to  show  that  Vol- 
ume I.  is  one  of  the  most  interesting  of  the  four  for  the  current 
year.  The  authors  are  the  same  as  last  year,  with  the  exceptions 
that  the  infectious  diseases  are  treated  by  James  B.  Herrick,  of 
Rush  Medical  College,  and  laryngology  by  A.  Logan  Turner  of 
Edinburgh.  Floyd  M.  Crandall  again  furnishes  the  chapter  on 
diseases  of  children.  Hektoen's  subject  of  pathology  is  of  un- 
usual importance  on  account  of  the  recent  studies  in  immunity. 
His  abstracts  are  a  continuation  of  those  of  last  March. 

Transactions    ok    the    American    Gynecological    Socif.ty. 

Volume  2~,  pp.  445.     Philadelphia:  Wm.  J.  Dornan,  1902. 

This  volume  contains  the  material  brought  before  the  Society 
at  its  twenty-seventh  annual  meeting,  held  in  May,  1902,  at  Atlan- 
tic City,  an  abstract  of  which  appeared  in  this  journal  for  July 
and  August  of  the  same  year. 

The  Amur i can  Year-Book  of  Medn  ene  and  Surgery  for  1903. 
A  yearly  Digest  of  Scientific  Progress  and  Authoritative 
Opinions  in  all  branches  of  Medicine  and  Surgery,  drawn  from 
journals,  monographs,  and  text-books  of  the  leading  American 
and  foreign  authors  and  investigators.  Arranged,  with  critical 
editorial  comments,  by  eminent  American  specialists,  under  the 
editorial  charge  of  George  M.  Gould,  A.M..  M.I).  In  two 
volumes — Volume  I.  including  General  Medicine,  Octavo,  700 
pages,  fully  illustrated;  Volume  II.  General  Surgery,  I  Ictavo, 
670  pages,  fully  illustrated.  Philadelphia,  New  York,  London  : 
\Y.  B.  Saunders  &  Co.,  1903. 

The  volume  on  General  Surgery  which  i--  now  before  us  i>  an 

excellently  planned  and  executed  work  well  above  the  aver.v. 
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books  of  this  kind.  The  resume  of  general  surgery  is  by  Chal- 
mers DaCosta ;  of  obstetrics,  by  Barton  Cook  Hirst ;  of  gynecolo- 
gy, by  Montgomery  Baldy ;  of  ophthalmology,  by  H.  F.  Hansell ; 
of  orthopedic  surgery,  by  Virgil  Gibney ;  of  diseases  of  the  nose 
and  throat,  by  Braden  Kyle;  and  of  anatomy,  by  C.  A.  Hamann. 
All  these  names  are  so  well  known  that  comment  is  unnecessary. 
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OBSTETRICS. 

Eclampsia. — A.  Ascoli1  has  conducted  a  series  of  interest- 
ing experiments  with  a  view  to  throwing  new  light  upon  the  eti- 
ology of  eclampsia.  He  employed  two  sera,  one  made  by  im- 
munizing rabbits  with  the  placentae  of  guinea-pigs — a  heterosyn- 
cytiolysin,  the  other  an  isosyncytiolysin  made  by  treating  rabbits 
with  placentae  from  their  own  species.  This  heterosyncytiolysin 
was  injected  subcutaneously  into  guinea-pigs,  without  interrupt- 
ing pregnancy  or  seriously  injuring  the  animals  and  causing  only 
a  slight  albuminuria.  The  normal  pregnancy  ended  at  term  with 
the  birth  of  healthy  young.  In  only  one  case  did  death  fol- 
low injection  into  the  carotid.  Immediately  after  subdural  injec- 
tion of  a  small  dose  deep  coma  occurred,  interrupted  by  tetanic 
clonic  and  tonic  convulsions,  limited  to  the  back,  neck,  extremi- 
ties, etc.,  or  generalized.  The  attacks  became  less  frequent  and 
death  followed  without  delivery  having  occurred.  Injection  of 
the  same  amount  of  normal  rabbit  serum  gave  no  reaction,  show- 
ing that  the  cerebral  symptoms  were  not  due  to  pressure.  Also 
when  the  serum  was  heated  to  6o°  C.  the  symptoms  after  injection 
were  slight  and  recovery  took  place  in  a  few  days,  although  two 
or  three  times  the  fatal  dose  before  treating  was  employed.  Rab- 
bits could  withstand  ten  times  the  fatal  dose  for  guinea-pigs,  given 
under  the  dura,  without  unfavorable  effects,  showing  a  specific 
action  of  the  syncytiolysin  described.  Similar,  but  slight  effects 
wed  the  injection  of  the  isosyncytiolytic  serum  mentioned. 
The  fact  that  the  syncytiotoxine,  resulting  from  the  injection 
of  placental  tissue  into  the  circulation  can  cause  symptoms  re- 
sembling those  of  eclampsia  suggests  that  cytotoxines  of  this 
character  may  be  etiological  factors  of  eclampsia.  In  multipara 
a  certain  immunity  would  have  been  acquired,  thus  accounting 
for  the  frequency  of  the  disease  in  primipara. 

Polyhydramnios.— Kd ward  P.  Davis8  states  that  polyhy- 
dramnios is  present  when  more  than  two  pints  of  amniotic  liquid 
are  presenl  al  full  term.  In  this  condition  the  placenta  is  often 
large,  dropsical  and  infiltrated,  Jungbluth's  vessels  enlarged, 
amnion  and  chorion  thickened.  An\  fetal  condition  causing 
venous  engorgement  tends  to  produce  polyhydramnios. 
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The  treatment  of  this  condition  1>>  drugs  is  of  no  value.  When' 
the  polyhydramnios  is  onl)  slight  and  the  patient's  health  is  good 
pregnancy  should  not  be  interrupted,  but  when  the  distention  in- 
creases rapidly  and  the  mother's  health  is  impaired  thereby,  preg- 
nane) sh(  'iild  be  terminated. 

The  membranes  should  be  ruptured  and  the  fluid  allowed  t< 
cape  gradually  until  ilu  presenting  part  is  firmly  against  the  cer- 
vix. Firm  pressure  being  made  above  the  abdomen  to  prevent 
the  child  from  assuming  an  unfavorable  position.  Labor  should 
not  In.'  hurried  in  the  interest  of  the  child  because  the  fetus  is  often 
deformed. 

Polyhydramnios  is  dangerous  to  the  mother  from  over  disten- 
tion, relaxation,  hemorrhage  and  increased  danger  of  sepsis.  The 
uterus  must  be  completely  emptied  and  made  to  contract. 

Chorea  Gravidarum. — D.  Berry  Hart8  cites  two  cases  of 
chorea  gravidarum.  In  one  case  the  symptoms  of  chorea  were  very 
marked  and  failed  to  react  to  the  use  of  drugs,  the  patient  becom- 
ing worse,  developing  delusions  and  becoming  so  noisy  that  he  de- 
termined to  produce  abortion.  After  this  procedure  the  patient 
gradually  got  well.  In  the  second  case  the  symptoms  were  much 
severe  and  were  relieved,  by  the  combined  use  of  sodium 
bromide  and  acetanilide,  15  gr.  of  each  four  times  a  day. 

Mitral  Stenosis  Complicated  by  Pregnancy. — G.  A.  Wilkes3 
attended  two  cases  of  mitral  stenosis  complicated  by  pregnancy. 
both  of  which  died  shortly  after  lahor.  These  cases  emphasize 
the  liability  to  fatal  loss  of  compensation  in  mitral  stenosis  when 
associated  with  pregnancy.  Women  with  mitral  stenosis,  if  they 
seek  an  opinion,  should  be  advised  not  to  marry.  For  although 
such  patients  may  survive  the  ordeal  of  parturition,  a  grave  risk 
is  incurred,  and  the  danger  becomes  greater  with  succeeding  preg- 
nancies. In  cases  of  patients  who  present  symptoms  of  serious 
circulatory  disturbances  in  the  early  months  of  pregnancy,  or  in 

-  of  those  who  have  marked  cardiac  trouble  during  previous 
nancies,  the  induction  of  abortion  should  be  considered. 

Diagnosis  of  Abortion. — Opitz  has  recently  published  two 
papers  upon  certain  changes  in  the  uterine  glands  seen  in  curetted 
fragments.  These  he  considers  so  pathognomonic  of  earl)  • 
nancy  that  he  holds  their  presence  to  be  proof  of  a  recent  abor- 
tion. Ludwig  Seitz4  has  studied  the  clinical  histories  and  micro- 
scopical appearance  of  curetted  uterine  mucosa  from  I 
in  which  he  was  able  to  exclude  the  possibility  of  pregnancy.  The 
structure  of  the  uterine  mucous  membrane  was  identical  with  that 
described  b)  '  >pitz  as  characteristic  of  the  gravid  uterus.  The 
writer  concludes  that  ran-  cases  of  hypertrophic  glandular  endo- 
metritis present  these  lesions. 

Primiparae  Under  Sixteen  Years  of  Age. — Andor    Palotai8 

-  his  conclusions  upon   twenty-five  cases.      He   funis  tl 
primiparae  under   sixteen,   pregnancy   is   normal,   abortions   rare. 
labor  brief,  operative    interference    seldom    needed,    puerperium 
normal,  genital  injury  during  lahor  infrequent,  and  the  prognosis 
for  the  child  excellent. 
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Labor  After  Uterine  Rupture. — W.  Stroganoff*  describes  a 
case  of  rupture  of  the  uterus  in  the  anterior  wall  of  the  lower  seg- 
ment. This  was  closed  by  suture.  Within  a  year  the  woman  was 
again  seen  at  nearly  the  end  of  pregnancy.  Labor  was  induced 
with  an  elastic  bougie.  After  rupturing  the  membranes  a  foot 
was  brought  down  and  a  breech  extraction  done.  No  accident 
occurred  to  the  uterus  in  spite  of  the  presence  of  the  scar  result- 
ing from  the  uterine  rupture. 

Spurious  Labor. — J.  A.  W.  Periera6  discusses  a  case  of  spu- 
rious pregnancy  which  lasted  for  nine  months.  When  he  was 
called  to  deliver  the  patient  he  found  the  patient  apparently  in 
labor,  but  upon  examination  found  the  uterus  the  size  of  the  nor- 
mal unimpregnated  uterus. 

Rupture  of  Uterus. — Randolph  Winslows  cites  a  case  of 
rupture  of  the  uterus  successfully  treated  by  laparotomy  about 
three  hours  after  the  rupture  occurred.  The  rent  was  closed  by 
three  layers  of  sutures.  The  rent  occurred  while  the  operator  was 
extracting  the  fetus  which  lay  in  the  transverse  position. 

Repair  of  the  Soft  Parts  Following  Labor. — Charles  E. 
Congdon19  believes  in  the  immediate  repair  of  laceration  after 
labor.  He  places  the  patient  in  the  lithotomy  position,  introduces 
retractors,  so  as  to  expose  the  cervix,  grasps  it  with  a  tenaculum 
and  brings  it  to  the  vulva  where  the  sutures  may  be  intro- 
duced. The  uterus  is  then  replaced  and  any  lacerations  of  the 
vagina  sutured.  If  the  parts  are  brought  into  perfect  apposition 
primary  union  will  almost  invariably  be  secured. 

Dr.  Batman  does  not  think  that  a  woman  after  labor  is  able  to 
undergo  any  additional  operation  in  the  majority  of  cases  and  that 
the  physician,  if  he  has  had  charge  of  the  case,  is  not  in  fit  condi- 
tion to  do  any  repairs. 

R.  M.  Moore  thinks  that  immediate  repair  is  not  wise  but  that 
repair  at  the  end  of  forty-eight  hours  gives  the  best  results.  A.  B. 
Miller  believes  in  the  immediate  repair  of  the  perineum,  but  not  of 
the  uterine  structures. 

Beahan  believes  that  the  parts  should  be  repaired  at  the  end  of 
two  mi-  three  weeks  when  the  patient  is  in  good  condition  and  in- 
volution i-  well  advanced. 

Repeated  Cesarean  Section. — After  a  careful  review  of  the 
literature  on  this  subject,  A.  1.  Wallace22  comes  to  the  following 
conclusions:  (1)  The  mortality  of  the  repeated  operation  is  6.45 
per  cent,  four  deaths  out  of  sixty-two  cases,  or,  including  the 
death  after  the  repeated  "Fundalschnitt"  7.0,}  per  cent,  t  2 )  The 
fertility  of  women  who  recover  is  not  impaired.  (3)  In  three- 
fourths  of  the  patients  more  or  less  extensive  adhesions  are  found 
ibsequenl  Cesarean  sections.  Complete  utero-parietal  adhe- 
sions nndcr  such  repetitions  exceedingly  simple  and  easy.  Most 
other  forms  of  adhesions  introduce  difficulty  and  danger  into  the 
ation.  14)  All  Cesarean  sections  should  be  performed  with  a 
view  to  subsequent  pregnancy.  (5)  This  can  be  done  by  the 
adoption  of  means  to  ensure  complete  trtero  parietal  adhesions. 

Septic  Mastitis.— Eleven   days  after  delivery  a  patient  of 
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Max  Bensinger8,  whose  pelvic  organs  were  in  normal  condition 
ami  in  whom  no  other  source  of  infection  could  be  found,  de- 
veloped mastatis.     The  child  was  removed  from  the  breast,  but 

showed  three  days  later  a  phlegmonous  inflammation  behind  the 
ear  ami  died  in  two  days,  covered  with  multiple  small  cutaneous 
abscesses.  In  spite  of  treatment  pyemia  occurred  in  the  mother 
and  death  on  the  seventeenth  day.  Streptococci  were  Found  in  pus 
from  the  right  knee  joint. 

GYNECOLOG"}    AND  ADDOMINAL  SURGERY. 

Abdominal  Drainage. — R.  Olshausen9  argues  against  the 
of  drainage  in  almost  all  gynecological  operations,  recom- 
mending it  only  in  cases  with  a  persistent  purulent  focus.  Under 
other  circumstances  he  regards  it  as  a  danger  rather  than  a  bene- 
fit. To  protect  againsl  -epsis  without  using  drainage  he  advises 
asepsis,  use  of  gauze  pads  around  purulent  foci  before  separation 
of  adhesions,  closure  of  any  point  of  rupture  by  forceps,  complete 
hemostasis  after  removal  of  tumors,  and  mopping  up  of  fluid,  with 
a-  great  rapidity  of  operation  as  is  consistent  with  safety.  The 
abdominal  cavity  should  not  lie  swabbed  out  as  this  would  cause 
shock  and  carry  infectious  material  farther.  The  paper  includes 
statistics  of  a  number  of  cases  of  laparotomy  for  tumors  contain- 
ing  pus  or  other  foul  fluid,  of  partial  removal  of  malignant  tumors 
or  of  abscesses  with  a  portion  of  the  infiltrated  wall  remaining,  of 
operations  with  penetrating  wounds  of  bladder  or  intestine,  and  of 
operations  in  which  the  abdominal  cavity  was  soiled  by  cystic  fluid, 
old  blood,  etc.  In  these  no  drainage  was  employed  and  the  out- 
come was  favorable. 

Methods  of  Closing  the  Abdominal  Incision. — W.  D.  Hag- 
gard10 finds  that  the  most  reliable  statistics  show  that  hernia  occurs 
in  from  6  per  cent  to  29  per  cent  of  abdominal  sections.  Sup- 
purating abdominal  wounds  result  in  from  31  per  cent  to  68  per 
cent  or  hernia.  The  frequency  of  hernia  is  increased  with  the 
thickness  of  the  parietal  wall  and  the  length  of  the  incision ;  drain- 
age also  predisposes  to  this  condition.  The  site  of  the  incision 
does  not  materially  add  to  the  occurrence.  Abdominal  supporters 
have  absolutely  nothing  to  do  wdth  the  prophylaxis  of  this  condi- 
tion. Neither  have  subsequent  pregnancies.  In  thin  subjects  the 
through-and-through  suture  is  satisfactory  and  is  recommended 
when  rapid  closure  is  imperative.  The  method  of  closure  in  three 
layers  by  continuous  silk-worm  gut  in  peritoneum,  facia  and  sub- 
CUtaneously  seems  to  he  freer  from  objections  than  any  other. 
The  patient  should  he  confined  to  bed  for  from  2l/2  to  3  weeks. 
After  tin-  wound  is  completely  healed  no  other  influence  acts  dele- 
usly  upon  the  permanence  and  resistance  of  the  cicatrix. 

Diet   After   Abdominal    Operations.- — Wilmer    Krusen11    in 

treating  patients  after  celiotomy  allows   no   water    for   the    first 

twelve  boms  although  the  lips  may  he  moistened  with  cold  water. 

At  the  end  of  this  time  hot  water  in  teaspoonful  doses  may  he 
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given.  The  administration  of  ice  should  be  avoided  as  it  tends 
to  increase  the  thirst.  The  best  way  to  prevent  the  thirst  following 
operation  is  to  give  a  rectal  injection  of  one  quart  of  saline  solu- 
tion before  or  immediately  after  the  patient  leaves  the  table.  At  the 
end  of  forty-eight  hours  food  should  be  given  by  mouth  in  small 
amounts  often  repeated.  For  this  purpose  beef  juice,  weak  tea  or 
liquid  peptonoids  may  be  used.  Milk  should  not  be  used  in  ab- 
dominal cases  as  it  is  not  digested  by  the  stomach  and  invariably 
causes  flatulence.  Milk  is  of  value  later  in  convalescence.  When 
feeding  by  mouth  is  not  feasible  rectal  feeding  should  be  resorted 
to.  In  feeding  by  rectum  three  principles  should  be  borne  in  mind  : 
(1)  Cleanse  the  rectum  of  all  mucus  and  feces.  (2)  The  irrita- 
bilitv  of  the  rectum  should  be  allayed  as  far  as  possible.  (3)  The 
quantity  and  quality  of  food  thus  administered  should  be  so  regu- 
lated as  to  avoid  exciting  peristalsis,  and  yet  allow  of  the  complete 
absorption  of  one  injection  before  another  is  given.  From  the 
fourth  to  the  seventh  day  50ft  solids  may  be  given  and  usually  at 
the  end  of  the  first  week  ordinary  diet  may  be  resumed. 

Vaginal  Celiotomy,  Its  Scope. — Of  the  two  vaginal  incisions 
J.  Riddle  Goffe12  finds  the  anterior  one  of  the  greater  value,  first 
because  it  is  free  from  danger  and  devoid  of  any  untoward  or  an- 
noying consequences.  Second,  it  affords  as  an  exploratory  inci- 
sion accurate,  definite  and  reliable  information  concerning  the 
entire  contents  of  the  pelvis..  The  simplest  application  of  vaginal 
celiotomy  is  for  the  drainage  of  pelvic  abscesses,  in  these  condi- 
tions the  posterior  incisions  are  most  often  used.  In  these 
conditions  the  incision  should  be  sufficiently  free  to  allow  careful 
investigation  and  insure  free  drainage.  The  author  believes  that 
any  cancer  of  the  uterus  that  cannot  give  a  fair  prospect  of  cure  by 
vaginal  hysterectomy  had  better  be  left  alone.  In  dealing  with 
retropositions  of  the  uterus  the  writer  finds  that  the  vaginal  route 
gives  the  greatest  satisfaction.  In  sterility  one  is  justified  after 
dilating  the  cervix  and  curetting  the  uterus,  to  open  into  the 
pelvis  through  the  anterior  vaginal  wall  and  deal  with  the  ap- 
pendages  according  to  the  conditions  found.  The  majority  of  cases 
of  fibroids  and  small  tumors  may  also  be  treated  by  this  route 
The  latest  application  of  anterior  vaginal  incision  is  in  the  relief 
of  cysti  icele. 

Roentgen  Treatment  for  Malignant  Disease. — George  G. 
Wells18  Strongly  advocates  the  combined  use  of  the  I'insen  light 
and  the  Roentgen-rays  in  the  treatment  of  uterine  carcinoma.  He 
has  found  thai  an  hour's  exposure  to  the  Finsen  light  and  from 
eighl  to  five  minutes'  exposure  to  the  X-ray  is  a  good  proportion. 
This  proportion  has  given  g 1  results  and,  as  yet,  has  nol  pro- 
duced any  undesirable  symptoms  or  done  any  injury.  In  using 
the  X-ray,  caution  must  be  used,  as  we  cannot  limit  their  penetra- 
tion. Especially  is  this  true  where  the  uterus  has  been  removed. 
Mi-  hopes  thai  in  time  this  line  of  treatment  may  supersede  all 
operative  procedures,  as  il  will  bring  treatment  to  hear  upon  por- 
tion-, of  tissue  thai  cannot  he  enucleated  by  the  knife.      Charles  T. 

Leonard14  believes  thai   when  the  length    of    exposure    for    the 
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growth  shall  have  been  determined,  the  Roentgen  rays  will  prove 
of  great  value.  Until  then  it  must  follow  operative  intervention  as 
a  supplement  to  that  method.  The  operative  removal  of  the  ma- 
croscopical  malignant  tumor,  and  the  subsequent  Roentgen  treat- 
ment dealing  with  the  microscopical  residual  disease  is  both  cura- 
tive and  prophylactic. 

Alexander's  Operation. —  Le  Roy  Brown18  bases  his  prefer- 
ence for  this  operation  in  suitable  cases  on  the  following  facts: 
First,  the  relief  it  affords  patients  from  symptoms  on  account  of 
which  they  seek  counsel.  Second,  the  danger  is  nil,  and  the 
operation  of  far  less  gravity  than  other  surgical  means  in  use  for 
the  relief  of  the  same  symptoms.  Third,  the  anatomical  result 
obtained  is  all  that  can  be  desired,  and  is  effected  without  the  es- 
tablishment of  new  pathological  adhesions,  the  intentional  forma- 
tion of  which  form  the  basis  of  all  vaginal  fixations  or  ventral  sus- 
pensions. Fourth,  that  the  liability  to  inguinal  hernia,  provided 
the  operation  is  properly  done,  is  greatly  exaggerated. 

Value  of  Electro-Thermic  Angiotribe. — John  W.  Keefe10 
finds  this  angiotribe  ^i  value  on  account  of  the  rapidity 
with  which  an  operation  can  be  performed.  The  greater  asepsis 
and  cleanliness  during  the  operation.  Hemostasis  without  the  aid 
of  a  ligature.  The  greater  infrequency  of  secondary  hemorrhage 
and  of  pain  subsequent  to  operation. 

Implantation  Metastasis  and  Late  Recurrence  After  Opera- 
tion for  Carcinoma. — R.  Olshausen8  gives,  in  proof  of  the  pos- 
sibility of  implantation  during  operation  of  tumor  cells,  brief  re- 
ports of  five  cases.  In  four  of  these  the  growths  were  carcino- 
mata ;  in  the  other,  a  benign  ovarian  cyst.  In  all  the  second  tumor 
was  situated  in  the  abdominal  wall  just  beneath  the  skin,  the  cells 
having  been  implanted  probably  in  the  subcutaneous  tissue.  They 
were  on  one  side  only  of  the  scar  of  the  former  operation.  As 
malignant  tumors  of  the  abdominal  wall  are  extremely  rare,  Ols- 
hausen holds  that  their  occurrence  in  four  cases  after  operation 
for  intra-abdominal  carcinoma  is  strong  proof  that  cells  of  this 
character  were  inoculated  into  the  original  abdominal  wound.  He 
report-  also  three  cases  of  recurrence  of  malignant  neoplasms  after 
four  and  a  half,  seven  and  twelve  years,  respectively.  That  such 
-  are  really  recurrences  and  nol  new  primary  tumors  he  thinks 
is  shown  by  the  fact  that  the  great  majority  of  the  later  growths 
are  situated  in  the  neighborhood  of  the  scar  of  operation. 

Involvement  of  Lymph  Nodes  in  Carcinoma  of  the  Uterus. 
— In  order  to  aid  in  settling  the  disputed  point  as  to  the  advisabil- 
ity of  removing  the  vaginal  lymph  nodes  when  extirpating  the  car- 
cinomatous uterus,  Franz  Oehlecker8  examined  in  serial  section* 
masses  of  fat  and  connective  tissue  containing  these  nodes  in  seven 
cases  which  died  after  the  operation.  Jn  only  two  of  these  cases 
were  metastases  found  in  the  nodes,  and  these  nodes  showed  no 
macroscopic  evidence  of  their  involvement. 

Fibroid  Tumors  of  the  Uterus. — J.  Riddle  Goffe17  believes 
the  proper  treatment  for  fibroid  tumors  of  the  uterus,  speaking  in 
a  broad  way,  is  removal  by  operation,  and  that,  too,  immediately. 
whether  the  tumor  be  large  or  whether  it  be  small,  whether  it  be 
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in  a  married  woman  or  in  a  single  woman,  excepting  from  this 
rule  only  women  of  very  advanced  years  and  those  in  which  the 
tumor  is  complicated  by  pregnancy.  The  majority  of  cases  of 
fibroid  tumor  of  the  uterus  complicated  by  pregnancy  will  go  to 
full  time  and  be  delivered  normally.  In  the  hands  of  an  expert 
Cesarean  section  at  full  term  is  safer  for  the  mother  and  child  than 
myomectomy  during  gestation  in  the  rare  instances  in  which  it  is 
required.  E.  Percy  Patom  reports  the  case  of  a  transplanted 
uterine  fibroid  giving  rise  to  intestinal  obstruction.  The  patient 
was  operated  upon  but  the  parts  found  in  such  bad  condition 
that  the  obstruction  could  not  be  relieved.  The  patient 
died  a  few  hours  after  the  operation.  At  the  necropsy  the  growth 
was  found  attached  to  the  mesentery  and  small  intestine  just  above 
the  iliocecal  valve  and  to  the  omentum  from  which  it  received 
most  of  its  blood  supply.  On  the  posterior  wall  of  the  uterus  was 
a  short  stalk  from  which  there  is  little  doubt  that  the  tumor  had 
become  disconnected.  Microscopically  the  growth  showed  the 
ordinary  structure  of  a  uterine  fibroid. 

Ovariotomy.- — G.  G.  Bantock3  reports  a  case  of  ovariotomy 
seven  years  after  a  vaginal  hysterectomy.  He  reports  this  case  as 
he  performed  the  first  operation  and  left  the  ovaries  in  place  on 
account  of  the  supposed  internal  secretion  of  the  ovary.  As  the 
ovary  is  very  liable  to  become  diseased  is  not  this  liability  a  very 
strong  argument  against  the  leaving  of  the  ovary  after  hysterec- 
tomy ? 

Ovarian  Fibroma. — F.  J.  McCann3  removed  an  ovarian  fi- 
broid from  a  patient  seventy-three  years  old  on  account  of  its 
steady  increase  in  size  and  the  difficulty  it  caused  in  walking  and 
King.  This  case  is  of  interest  to  clinicians  as  it  shows  that  a  solid 
ovarian  growth  may  increase  in  size  and  probably  even  originate, 
as  this  growth  probably  did,  after  the  menopause  and  yet  be  of 
simple  character. 

Polypus  of  the  Uterus. — R.  Favell18  reports  the  spontane- 
ous expulsion  of  a  polypus  weighing  three,  pounds  eleven  ounces 
from  the  vagina.  The  growth  was  attached  to  the  fundus  of  the 
uterus  by  a  long  pedicle. 

Ovariotomy. — W.  Watter18  cites  a  case  of  ovariotomy  done 
on  a  patient  four  months  pregnant.  Patient  made  a  good  recovery. 
Dr.  Watter  is  inclined  to  think  that  the  closer  to  the  uterine  wall 
the  pedicle  is  ligated  the  greater  the  chances  of  miscarriage. 

Primary  Tuberculosis  of  the  Ovary. — J.  E.  Geurmell18  dis- 
cuss<  s  a  case  of  primary  tuberculosis  of  the  ovaries.  P>oth  ovaries 
were  removed  and  found  upon  microscopical  examination  to  be  tu- 
bercular. There  w<re  no  other  signs  of  tuberculosis  in  any  of  the 
other  organs,  therefore,  the  writer  concluded  thai  he  had  to  deal 
with  a  primary  lesion. 

Tubal  Pregnancy. — Tn  twenty-three  cases  examined  with 
a  view  to  determining  the  cause  of  implantation  of  the  ovum  in 
the  Fallopian  tube,  Erich  '  Ipitz*  found  signs  of  preceding  salpin- 
gitis. The  resulting  adhesions  between  folds  of  tubal  mucosa  and 
protrusions  of  tubal  epithelium  may  be  called  the  normal  causes 
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of  tubal  implantation.  <  Kher  forms  of  obstruction  may  1>e  con- 
sidered accidental  and  of  slight  significance. 

Chorio-Epithelioma. —  L.  krewer'  describes  two  cases 
whose  clinical  histories  are  very  similar.  The  firsl  patient  was 
thirty-three  years  of  age  and  had  had  one  labor  and  two  abortions 

the  last  three  years  before  her  illness.  The  Ias1  menstruation  was 
of  five  weeks'  duration  and  ended  one  month  before  the  onset  of 
her  present  attack.  This  commenced  with  left  hemiplegia  followed 
in  a  few  days  by  cough  with  expectoration  of  blood  and  signs  of 
areas  of  consolidation  of  the  lungs.  The  woman  became  progres- 
sively anemic  and  died  one  month  after  the  appearance  of  para- 
lytic symptoms.  Hemorrhagic  areas  were  found  in  all  the  viscera, 
and  in  the  enlarged  uterus  a  tumor  the  size  of  an  apple.  Three 
and  a  half  months  before  admission,  the  second  patient  had  ex- 
pelled part  of  a  hydatidiform  mole  and  the  remainder  had  been 
removed  by  the  finger.  She  was  twenty-nine  years  of  age.  When 
first  >een  she  was  comatose  with  right  hemiplegia.  After  becom- 
ing conscious  she  was  aphasic,  then  had  a  cough  with  occasionally 
blood-streaked  sputum,  but  no  signs  of  actual  consolidation.  Optic 
neuritis  was  followed  by  atrophy  of  the  optic  nerves  and  total 
blindness.  There  was  progressive  anemia  and  emaciation  with 
dyspnea  and  signs  of  patches  of  pulmonary  consolidation.  Death 
occurred  two  months  after  admission.  Autopsy  showed  grayish- 
red  metastatic  nodules  in  the  brain,  lungs  and  other  organs.  In 
the  mucosa  of  the  uterus  was  a  scar  which,  with  the  metastatic 
deposits  of  both  cases  and  the  uterine  tumor  of  the  first,  showed 
two  types  of  cells.  These  resembled  in  form,  staining  properties, 
and  relative  position,  the  two  layers  of  cells  of  the  chorion.  For 
this  reason  the  writer  considers  the  chorion  as  their  source  and' 
designates  the  tumor  chorio-epithelioma  malignum. 

Ovarian  Embryomata. — William  Frederick  Zilke20  draws 
the  following  conclusions  from  three  ovarian  embryomata  or  so- 
called  ovarian  dermoid  cysts.  First,  structures  derived  from  the 
three  embryonal  primordial  layers  were  found  in  each  of  them, 
with  the  exception  of  one  where  the  search  for  the  erdoderm  was 
prevented  by  degeneration.  Second,  the  extent  of  the  develop- 
ment along  different  lines  varied  greatly  in  each  case,  though  all 
turned  to  pathological  growth  early  when  compared  with  the  nor- 
mal embryo.  Third,  the  structure  of  the  cyst  wall  was  similar  to 
other  cysts  derived  from  the  Graafian  follicles.  Fifth,  the  size  of 
the  cyst  seemed  to  vary  in  direct  proportion  to  the  amount  of  waste 
matter  excreted  by  the  embryoma.  Sixth,  the  ovaries  had  an  ab- 
normally large  number  of  follicles  approaching  maturity.  Seventh, 
condition  of  the  genitalia  in  these  cases  made  it  extremely 
doubtful  that  these  tumors  were  of  congenital  formation. 

Mixed  Tumor  of  the  Uterus. — C.  Gebhard4  describes  a  most 
unusual  polypoid  growth  springing  from  the  fundus  of  the  uterus 
near  a  tubal  orifice.  The  patient  was  fifty-sue  years  of  age.  a  mul- 
tipara, whose  menopause  occurred  sixteen  years  before.  The 
tumor  was  composed  of  connective  miooth  muscle  fibers, 
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fat,  cartilage,  and  glandular  tissue  showing  endotheliomatous  ana 
sarcomatous  degeneration. 

Complete  Atrophy  of  Uterine  Mucosa. — The  uterine  mu- 
cosa was  found  completely  atrophic  in  a  case  of  large  uterine  fi- 
broid treated  by  total  abdominal  hysterectomy.  Richard  Yolk21 
ascribes  this  absence  of  mucosa  to  pressure  by  the  tumor  follow- 
ing possible  injury  resulting  from  scarlet  fever  in  childhood. 

Endometritis. — H.  J.  Boldt15  in  reviewing  this  subject  takes 
up  the  more  chronic  forms  first.  The  clinical  diagnosis  of  these 
forms  is  to  be  based  more  on  the  history  which  may  be  elicited 
from  the  patient  than  on  the  objective  symptoms,  which  may  be 
present.  Chief  among  the  subjective  symptoms,  irregularities  of 
menstruation  should  be  mentioned,  the  periods  becoming  nearer 
together.  Aside  from  this  various  reflex  symptoms  manifest 
themselves  which  may  probably  be  ascribed  to  the  concomitant 
anemia.  The  patients  which  have  an  increase  in  the  size  of  the 
organ  with  hyperplasia  of  the  muscularis,  as  a  rule,  complain  of  a 
dragging  sensation  in  the  lower  abdomen. 

Inspection  shows  the  vaginal  portion  of  the  cervix  to  be  en- 
larged, of  a  reddish-purplish  hue  and  to  bleed  freely  when  ma- 
nipulated. 

Treatment. — The  local  treatment  giving  the  promptest  relief  is 
the  judicious  use  of  the  curette.  Before  operation  it  is  imperative 
that  a  bimanual  examination  be  made  to  determine  whether  or  not 
tubal  swelling  is  present.  After  curetting  Boldt  makes  an  appli- 
cation of  pure  carbolic  acid  to  the  interior  of  the  uterus.  When 
curetting  does  not  give  the  desired  results  applications  of  iodine 
or  carbolic  acid  twice  a  week  suffice.  In  more  severe  cases  an 
application  of  chloride  of  zinc  should  be  made.  This  is  done  by 
using  a  Braun's  intrauterine  syringe  with  a  specially  thin  tip  and 
having  but  one  opening.  The  vagina  should  be  packed  in  its  upper 
part  with  bicarbonate  of  sodium  to  prevent  any  irritation  should 
any  chloride  of  zinc  exude  from  the  uterus.  Some  of  the  more 
severe  cases  call  for  hysterectomy.  Among  the  acute  forms  of 
endometritis  the  septic  rarity  is  most  frequent.  The  treatment 
of  such  cases  should  be  general.  Absolute  rest  in  bed  and  the  ap- 
plication of  an  ice  coil  or  bag  on  the  lower  abdomen.  If  retained 
membranes  or  placenta  are  in  the  uterus,  they  should  be  removed 
manually  if  possible;  then  an  intrauterine  irrigation  with  a  mild 
antiseptic  solution  at  low  pressure  should  be  made.  Light  mas- 
sage of  the  uterus  1  severe  infections  excepted)  act  beneficially  by 
causing  nt<rinc  contractions  and  thus  making  the  consistence  of 
the  uterns  firmer.  (  luretting  is  strongly  condemned  by  the  writer. 
terectomy  is  as  yet  a  doubtful  procedure.  The  less  local  med- 
dling done  in  cases  of  bacteriemia  the  better  are  the  chances  of 

recover}'. 

Treatment  of  Retroversion  of  the  Uterus  by  Shortening  the 
Utero-Sacral  Ligaments. —J.  Wesley  Bovee8  performs  this 
operation  bj  the  vaginal  route  when  the  uterus  is  normal  in  size, 
is  retroverted  and  the  utero  sacral  ligaments  are  moderately  slack- 
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ened,  and  especially  if  the  vaginal  roof  under  them  is  .slack  at  the 
same  time,  rhis  route  is  not  advisable  if  there  are  adhesions,  a 
very  short  and  lowly  attached  anterior  vaginal  wall  or  new 
growths  present.  The  abdominal  route  should  be  used  when  any 
condition  exists  which  requires  the  opening  of  the  abdomen,  or 
when  injury  to  the  upper  part  of  the  fascia  of  the  ligament  re- 
quires repair,  or  when  the  vagina  is  small.  Intraperitoneal  short- 
ening of  the  round  ligaments  should  also  be  done  when  the  abdo- 
men is  opened.  This  operation  is  practically  devoid  of  danger 
and  is  frequently  indicated,  and  it  is  supporting  Nature's  supports 
to  the  uterus. 

So-called  Urethral  Caruncles. — From  a  study  of  the 
growths  in  fifty-eight  cases  of  so-called  urethral  caruncles  M. 
Lange4  concludes  that  they  are  not  true  angciomata,  but  neoplasms 
of  the  mucous  membrane  of  the  type  of  granulomata,  extremely 
vascular  papillary  polypi,  or  telangiectatic  polypi  of  the  mucosa. 
They  are  differentiated  from  other  neoplasms  of  the  same  region 
by  the  constant  presence  of  glands  which  are  often  changed  by 
cystic  degeneration,  intraglandular  hemorrhage  and  round-ceil 
infiltration  ;  from  prolapse  of  the  urethra  by  the  macroscopic  ap- 
pearance and  by  the  absence  of  cylindrical  or  transitional  epithe- 
lium upon  their  surface.  They  are  not  especially  frequent  at  any 
particular  period  of  life,  but  after  the  fiftieth  year  they  are  usually 
papillary  polypi;  before  forty,  more  granulomata  and  telangiec- 
tatic polypi  are  found.  Gonorrhea  may  he  the  cause  of  granulo- 
mata, and  gaping  of  the  urethral  orifice  from  senile  atrophy  may 
lead  to  papillary  polypi.  The  cause  is  usually  not  ascertainable. 
The  number  of  labors  appears  to  have  no  influence  in  their  pro- 
duction. The  incidental  symptoms  are  the  result  of  a  complicating 
chronic  urethritis  or  prolapse  of  the  urethral  mucosa  or  high  in- 
sertion of  the  caruncle. 
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DISEASES  OF  <  II  [LDREN. 

Acute  Osteomyelitis. — Charles  <  rreene  Cumston  |  Pedia- 
trics, Jan..  [903  1  reports  a  case  in  a  boy  of  nine  years  relieved  by 
operation.  He  says  that  trephining  the  bone  in  cases  of  moder- 
ately severe  acute  osteomyelitis  is  the  proper  treatment  to  select, 
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but  when  the  disease  takes  on  an  excessively  malignant  aspect,  re- 
section of  the  diseased  bone  or  amputation  of  the  limb  will  have 
to  be  resorted  to.  Immediate  resection  of  the  diseased  bone  must 
be  resorted  to  in  the  acute  cases  where  there  is  complete  detach- 
ment of  the  periosteum  from  the  entire  bone,  in  acute  osteomye- 
litis of  the  bones  of  the  skull,  in  cases  of  hyperostosis  accompanied 
by  suppuration  and  necrosis  arising  from  a  chronic  osteomyelitis, 
and  in  those  cases  of  neuralgic  osteitis,  when  after  trephining  the 
bone  the  pain  still  remains  acute.  Early  resection  should  be  per- 
formed in  all  cases  of  osteomyelitis  where  trephining  the  bone  and 
curettement  of  the  abscess  have  proved  insufficient.  Late  resec- 
tion is  indicated  where  there  are  invaginated  sequestra  in  the 
newly  formed  layers  of  bone,  and  which  jeopardize  the  patient's 
life  on  account  of  the  prolonged  suppuration  which  has  been  kept 
up  by  their  presence.  Amputation  or  disarticulation  should  only 
be  resorted  to  exceptionally,  in  those  cases  where  there  is  a  com- 
plete pathologic  change  in  the  bone  accompanied  by  a  destruction 
of  the  periosteum,  and  a  more  or  less  complete  necrobiotic  change 
in  the  neighboring  soft  parts.  In  distinctly  purulent  arthritis  ac- 
companying osteomyelitis,  with  infiltration  of  the  bony  tissues 
entering  into  the  formation  of  the  joint,  resection  is  indicated. 
Generally  speaking  the  prognosis  of  resection  in  these  cases  is 
good.  The  age  of  the  patient,  the  bone  involved  and  the  extent 
of  the  resection,  the  condition  of  the  periosteum  and  the  condition 
of  the  epiphysis  must  all  be  taken  into  consideration.  Since  sub- 
periosteal resections  are  based  on  the  physiological  properties  of 
the  periosteum,  a  special  technic  is  essential  in  order  to  obtain  the 
acquired  end,  which  simply  means  that  the  periosteal  layer  must 
be  preserved  in  resections  of  the  diaphysis,  while  the  periosteal 
capsular  canal  must  not  be  encroached  upon  in  resection  of  the 
joint.  Resection  is  especially  indicated  in  childhood  and  adoles- 
cence, because  during  this  time  of  life  the  osteogenic  properties  of 
the  periosteum  are  marked,  but  nevertheless,  in  certain  cases  it 
has  been  practiced  successfully  in  the  adult. 

Antipyresis  in  Children. — E.  W.  Saunders  (Pediatrics, 
Jan.,  1903)  mentions  a  number  of  valuable  antipyretics,  and 
among  them  the  external  application  of  guaiacol.  DaCosta  in 
1884  first  proposed  this  remedy  for  the  reduction  of  temperature 
in  typhoid  fever.  lie  recommended  that  not  more  than  thirty 
drops  be  painted  on  the  abdomen.  In  a  very  short  time  the  tem- 
ture  drops,  and  profuse  sweating  ensues.  By  other  clinicians 
it-  use  lias  been  extended  to  the  treatment  of  other  diseases,  par- 
ticularly tuberculosis  and  pneumonia.  The  lamented  Moncarvo 
proved  thai  the  external  application  of  guaiacol  can  lie  used  as  a 
diagnostic  aid  to  differentiate  tuberculosis  from  malaria,  since 
there  is  prompl  reduction  <>f  temperature  in  the  former  disease, 
while  in  the  latter  the  fever  is  unaffected.  Just  how  guaiacol  acts  in 
reducing  fever  is  Mill  unsettled.  The  method  of  external  applica- 
tion :  dingly  valuable  as  an  antipyretic  in  infants  and  chil- 
dren. When  tin-  stomach  is  very  irritable,  and  hydrotherapy  in- 
applicable for  any  reason,  the  external  application  of  the  drug 
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acts  well.  In  pneumonia,  particularly,  many  infants  do  nol  bear 
cold  baths  well,  ami  here  this  method  is  indicated.  In  typhoid 
fever,  and  especially  in  tuberculosis,  there  should  be  no  hesitation 
in  applying  guaiacol  if  the  temperature  and  other  symptoms  de- 
mand its  use.  With  care,  there  is  little  danger  of  depression.  The 
susceptibility  of  infants  to  this  remedy  varies  greatly;  in  some, 
one  drop  applied  externally  will  produce  the  desired  result;  in 
others,  several  drops  must  be  used. 

Arthritis  Deformans  in  Children. — I.  A.  Apt  (Wiscon- 
sin Med.  Jour.,  Jan.,  [903)  says  that  this  disease  seems  to  occur 
in  every  climate,  hut  more  particularly  in  those  regions  where 
moisture  and  extreme  cold  are  prevalent.  Most  of  the  children 
who  fall  ill  of  this  disease  belong  to  the  poorest  classes  and  live 
under  the  most  unfavorable  hygienic  conditions.  Still  describes 
two  varieties  occurring  in  children,  the  first  consisting  of  a 
chronic,  progressive  enlargement  of  the  joints,  associated  with  en- 
largements of  the  lymphatic  glands  and  spleen.  The  causes  of 
this  condition  are  unknown.  The  disease  usually  begins  before 
the  second  dentition,  and  it  has  been  reported  more  frequently  in 
boys  than  in  girls.  Its  progress  is  slow  and  in  time  tends  to  re- 
main stationary,  leaving  the  individual  in  a  helpless  condition, 
owing  to  the  severity  of  the  joint  involvement.  At  times  exoph- 
thalmus  has  been  noted  in  connection  with  these  cases,  with  a 
rapid  pulse.  The  second  form  of  arthritis  deformans  as  it  occurs 
in  adults  is  not  frequent  in  children.  The  joint  affection  is  mul- 
tiple, and  is  not  confined  to  the  smaller  joints.  Most  of  the  cases 
have  been  said  to  occur  after  exposure  to  wet  and  cold.  This 
form  is  distinguished  from  the  first  variety  by  the  absence  of  en- 
largements of  the  glands  and  spleen,  by  the  presence  of  bony 
thickening  and  lipping  about  the  joints,  and  in  some  cases  by  the 
presence  of  bony  grating.  Treatment  should  consist  of  removal 
to  sanitary  surroundings,  or  to  a  warmer  climate  with  administra- 
tion of  iodides.  The  author  reports  at  length  a  case  of  the  second 
variety  of  the  disease. 

Cerebro-spinal  Meningitis,  Fibrino-Purulent  Due  to  the  Ba- 
cillus of  Pfeiffer. — Mya  ( Monatsschrift  f.  Kinderbk.,  Vol.  1, 
No.  3)  details  three  cases  in  infants  under  one  year  old. 
Two  were  fatal,  and  at  the  autopsy  a  fibrino-purulent  meningitis 
was  found,  together  with  encephalitis,  pleurisy  and  lobular  pneu- 
monia. The  third  case  recovered.  In  the  cerebro-spinal  fluid 
withdrawn  during  life,  and  also  in  the  pleural  pus  in  one  case  and 
in  the  pus  discharged  from  the  ear  in  the  last  case,  influenza  ba- 
cilli were  found  in  large  numbers. 

The  cases  occurred  during  an  epidemic  of  influenza.  The  lesion 
was  of  unusual  severity,  as  evidenced  by  the  autopsy  findings. 
The  meningeal  symptoms  were  present  first  in  one  case,  and  were 
followed  by  otitis  and  pneumonia.  In  the  other  two,  pleurisy 
and  pneumonia  developed  first,  and  purulent  arthritis  of  the 
shoulder  was  present  before  the  meningeal  symptoms  appeared  in 
one  child.     Lumbar  puncture  was  used  as  a  therapeutic  measure, 
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and  in  the  recovered  case  as  much  as  fifty  cubic  centimetres  was 
removed  at  one  time. 

Congenital  Atresia  and  Hypoplasia  of  the  Ileum. — Fuchsig 
(Dent.  Zeits  f.  Chirurgie,  Vol.  66,  Nos.  3  and  4)  reports  the  case 
of  an  infant  free  from  syphilitic  taint,  who  had  the  symptoms  of 
stenosis  of  the  intestine,  and  died  suddenly  when  four  days  old. 
At  the  autopsy  the  stomach,  duodenum,  jejunum  and  upper  ileum 
were  found  to  be  normal.  About  sixty  centimetres  above  the  ileo- 
coccal  valve  the  ileum  was  dilated  and  hypertrophied  for  a  dis- 
tance of  forty  centimetres,  and  there  ended  in  a  very  much  con- 
tracted portion,  which  proved  to  be  completely  stenosed.  The  colon 
was  normal.  A  pin-head-sized  perforation  was  found  in  the 
upper  portion  of  the  dilated  ileum.  The  mesentery  was  normal 
except  at  the  stenosed  part  of  the  intestine,  where  it  showed  a 
small  defect  into  which  the  stenosed  ileum  fitted  exactly.  The  ex- 
planation of  the  case  seems  to  be  that  a  retroperitoneal  hernia 
developed  during  fetal  life,  and  that  the  interference  with  the 
circulation  of  the  prolapsed  gut,  due  to  pressure  of  the  edges  of 
the  mesenteric  opening,  caused  the  intestinal  stenosis.  It  was 
impossible  to  operate  upon  the  child  because  of  its  very  bad  con- 
dition.    No  similar  case  has  been  reported  in  medical  literature. 

Congenital  Cardiac  Malformations,  the  Family  Occurrence 
of. — Dc  La  Camp  (Bcrl.  Klin.  Wochens.,  Vol.  40,  No.  3) 
had  occasion  to  observe  six  cases  in  one  family.  The  father  was 
alcoholic,  but  neither  parents  nor  grandparents  had  ever  suffered 
from  heart  disease.  Two  girls,  aged  respectively  fifteen  and 
seven  years,  presented  the  worst  symptoms,  while  the  two  young- 
est brothers,  five  and  eleven  years  old,  the  fewest.  The  other 
two  boys  were  fourteen  and  twelve.  The  elder  had  a  marked 
Inpcrtrophy  of  the  right  side  of  the  heart.  In  both  girls  a  systolic 
thrill,  felt  at  the  left  of  the  sternum,  was  the  most  prominent 
symptom.  In  addition,  there  was  an  accentuated  second  pulmon- 
ary sound  and  a  systolic  murmur  transmitted  over  both  the  aorta 
and  the  pulmonary  artery.  Cyanosis  was  absent  except  during 
occasional  attacks  of  vertigo.  Roentgen  ray  pictures  confirmed  the 
diagnosis  of  patent  ductus  arteriosus  in  all  the  children.  Whether 
other  congenital  lesions  were  present  as  well  cannot  be  positively 
determined  during  life.  The  pulse  presented  no  abnormality. 
There  was  no  history  of  syphilis  in  the  family. 

Erythema  Nodosum,  a  Rare  Case  of. —  Fuhrmann  (Jahrb. 
f.  Kindebk.,  Vol.  S7-  No.  1)  observed  a  baby  which  presented 
blue  spots  on  the  extensi  ir  surfaces  of  the  legs  at  birth.  The  child 
was  horn  at  term  and  was  well  nourished.  Croups  of  reddish 
blue,  nodular  anas  appeared  upon  the  legs,  thighs  and  arms.  One 
spol  came  oul  on  the  face.  The  mucous  membranes  were  normal, 
as  were  all  the  viscera.  Vfter  three  weeks  the  nodules  all  disap- 
peared,  without  disfiguration,  leaving  a  slighl  yellowish-brown 
pigmentation  for  some  time  over  those  spots  which  had  been  most 
deeply  colored.  The  youngesl  case  of  the  kind  reported  in  the 
literature  is  eighteen  months  old.  The  prognosis  is  good;  in  the 
treatment  inunctions  of  any  kind  are  to  lie  avoided.    The  disease 
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probably  partakes  of  the  nature  of  a  vascular  neurosis,  possibly  of 
toxic  origin.  The  association  of  tuberculosis  with  erythema  nod- 
osum should  be  borne  in  mind. 

Fragilitas  Ossium  in  Children. — David  McM.  Officer 
(Inter-Colonial  Med.  Jour,  of  Australasia.  (  >et.  20,  1902)  reports 
two  cases  in  one  family.  The  first  child,  now  twelve  years  old, 
was  horn  with  both  thighs  broken,  and  has  since  had  over  forty 
fractures  of  various  bones.  The  second,  seven  years  old,  was 
born  with  one  arm  broken,  and  has  since  had  about  twenty  frac- 
tures. The  bones  were  broken  usually  by  very  slight  violence. 
Occasionally  a  fracture  has  been  detected  in  the  morning,  which 
was  not  present  when  the  child  was  put  in  its  cot.  The  fractures 
have  united  fairly  well  in  both  children,  the  reason  probably  being 
that  the  bone  is  easily  broken,  and  being  very  brittle  the  fracture 
is  almost  necessarily  transverse.  A  family  tendency  is  shown,  as 
two  children  are  affected,  although  five  others  are  healthy,  but  no 
heredity  can  be  traced.  As  to  a  can-'-  for  the  disease,  fetal  rick- 
ets has  been  held  responsible ;  but  the  cases  of  osteopsathyrosis  are 
so  rare  that  one  is  disinclined  to  believe  that  there  is  any  causal 
connection  between  the  two  diseases.  In  rickets  the  bone  tends 
to  bend  rather  than  to  break.  The  skull  bones  in  some  recorded 
cases  have  been  very  soft,  others  being  typical  examples  of  "crepi- 
tant cranium."  The  two  cases  reported  seem  to  be  improving  as 
time  goes  on,  as  most  of  these  fractures  occurred  in  early  life, 
and  the  tendency  has  gradually  lessened  of  late  years.  In  view 
of  the  possibility  of  the  disease  being  a  metabolic  or  nutritive  dis- 
order of  the  bones,  and  on  account  of  the  valuable  effect  of  thy- 
roid feeding  in  cases  of  ununited  fracture,  the  author  is  giving 
thyroid  substance  in  these  cases. 

Infantile  Cardiopathy,  the  Diagnostic  Features  of  Three 
Rare  Forms  of. — Hochsingcr  (Jahrb.  f.  Kinderbk.,  Vol.  ^y. 
No.  1)  describes  the  cases.  The  first  was  a  boy  of  nine  years 
with  an  acquired  cor  bovinum  after  articular  rheumatism  and 
tuberculous  pleurisy.  Both  sides  of  the  heart  were  enormously 
hypertrophied.  The  pericordial  sac  was  obliterated  and  adherent 
t<>  the  chest  wall,  as  evidenced  by  the  latter's  recession  with  the 
cardiac  systole.  Both  the  mitral  and  the  aortic  valves  were  insuf- 
ficient, and  the  heart  was  held  in  its  abnormal  position  to  the  left 
by  chronic  adhesions  of  tuberculous  origin. 

The  second  case  was  a  congenital  cor  bovinum  in  a  boy  thir- 
teen years  old.  The  ductus  arteriosus  was  patent  and  showed  an 
aneurospinal  dilatation,  as  did  the  pulmonary  artery.  The  aorta 
was  stennsed  near  the  origin  of  die  lefr  subclavian  artery. 

In  the  third  case  a  rachitic  baby  of  eleven  months  presented 
a  congenital  heart  lesion,  consisting  of  transposition  of  the  origin 
of  the  c,rreat  vessels  with  a  rudimentary  aorta  and  a  dilated  pul- 
monary artery,  together  with  an  open  ductus  arteriosus. 

All  the  caM-<  were  observed  with  the  help  of  the  Roentgen  rays. 

Infantile  Diabetes  Mellitus. — Howard  E.  Lorn  ax  (Albany 
Medical  Annals,  Feb..  IQ03)  states  that  this  is  relatively  a  rare 
disease,  although  it  i-  not  ime  authorities  would  have 
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us  believe.  It  seems  to  be  on  the  increase,  but  it  is  possible  this 
increase  is  only  apparent,  as  there  is  less  difficulty  in  detecting  the 
disease  now  than  in  former  years.  The  etiology  is  more  obscure 
than  in  the  adult  form.  Heredity  seems  to  play  the  first  role,  al- 
though the  heredity  is  seldom  direct ;  it  is  the  predisposition  to  the 
disease  that  is  inherited.  Several  members  of  certain  families 
are  frequently  affected.  It  is  said  that  diabetic  children  belong 
to  families  in  which  phthisical,  uric  acid  or  neuropathic  affections 
prevail,  and  obesity  and  gout  frequently  exist  in  these  families. 
Dentition,  diet,  locality,  rapid  growth,  unhygienic  surroundings, 
excesses  of  various  kinds,  injuries  (especially  of  the  head  and 
vertebral  column)  and  pre-existing  disease  have  all  received  their 
share  of  blame.  Gastric  catarrh  is  the  most  notable  pre-existing 
disease.  As  all  authorities  agree  that  lesions  of  the  pancreas  are 
particularly  liable  to  give  rise  to  diabetes  in  the  adult,  it  is  rea- 
sonable to  suppose  that  some  of  these  lesions  can  also  produce 
the  same  disease  in  children.  No  recoveries  from  infantile  dia- 
betes mellitus  have  been  recorded.  Age,  more  than  anything  else, 
influences  the  prognosis.  The  treatment  embraces  dietetic,  hy- 
gienic and  medicinal  means,  but  the  last  named  have  little  or  no 
effect.  Medicines  such  as  arsenic  or  iron,  whose  function  is  to 
increase  the  oxidation  of  the  glucose  in  the  blood,  are  theoretically 
and  practically  better  suited  to  cases  of  infantile  diabetes  than  are 
opium,  cocaine  or  morphine.  Massage  and  exercise  are  of  value, 
as  they  increase  oxidation.  For  the  same  reason  frequent  bath- 
ing with  soap  and  water,  and  sun  baths,  are  of  service.  Most 
authorities  allow  milk  in  moderation.  The  author's  experience 
with  adult  diabetes  shows  that  an  absolute  milk  diet  for  from  one 
to  four  weeks  has  a  decided  effect  on  the  extreme  thirst  polyuria 
and  quantity  of  sugar  in  the  urine. 

Infantile  Scorbutus. — H.  de  Rothschild  and  M.  Abramoff 
(Rev.  d'Hygiene  ct  de  Med.  Inf.,  No.  6,  1902)  say  that  if  a  child 
in  a  family  in  easy  circumstances,  which  is  brought  up  on  a  pre- 
pared food,  or  on  sterilized  milk,  suffers  from  acute  pain  and 
swelling  in  the  limbs,  sub-cutaneous  and  palpebral  ecchymoses,  and 
lesions  of  the  gums,  we  may  be  certain  that  the  trouble  is  infantile 
scorbutus.  The  most  common  error  is  to  mistake  the  early  stages 
of  the  disease  for  rheumatism,  but  the  fact  that  the  joints  are  not 
involved  should  prevent  this  mistake.  Parrot's  pseudo-paralysis 
is  an  acute  osteo-chondritis,  which  may  easily  be  distinguished 
from  sub-periocteal  hematoma.  Paralyses  of  medullary  origin 
an-  marked  by  tin-  existence  <>f  a  true  paralysis,  which  involves 
the  sphincters.  In  scorbutus  it  is  the  pain  alone  which  interferes 
with  muscular  action.  Acute  osteomyelitis  has  an  acute  onset 
with  hyperpyrexia;  both  superior  and  inferior  limbs  may  be  in- 
volved, and  there  is  pus  beneath  the  periosteum.  Should  rachitis 
will)  multiple  hemorrhages,  cloud  tin-  diagnosis,  it  ran  be  cleared 
by  treatment.  In  scurvy  the  treatmenl  is  simplicity  itself,  con- 
sisting in  the  administration  of  fruit  juice  alternated  with  the  juice 
of  raw  meat.  Milk  also  is  to  be  given.  The  results  are  usually 
immediately  beneficial. 
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Intussusception,  an  Early  Case. — A.  Jeffreys  Wood 
(Inter-Colonial  Med.  J  cur.  Australasia,  Dec.  20,  [902)  report? 
the  case  of  a  child  of  [6  months,  in  whom  a  diagnosis  of  intussus- 
ception was  easily  made  from  the  sudden  onset  of  the  affection, 
the  lax  abdomen  and  an  unmistakable  sausage-shaped  tumor. 
Owing  to  the  recent  nature  of  the  case  (two  and  a  half  hours) 
and  the  typical  position  of  the  tumor  in  the  region  of  the  ileo- 
cecal valve,  it  was  decided  that  an  attempt  to  reduce  the  bowel 
with  water  was  justifiable.  The  child  was  sent  to  a  private  hos- 
pital and  three  hours  after  the  pain  began  vomited  for  the  first 
time.  Halt  an  hour  later  it  was  anesthetized.  The  abdominal 
muscles  were  still  lax.  the  tumor  had  increased  to  about  four 
inches  in  length,  the  face  was  very  pale  and  the  pulse  was  144  per 
minute  and  feeble.  The  buttocks  were  raised  and  water  was  run 
into  the  bowels  by  means  of  a  No.  12  Nelaton  rubber  catheter 
attached  to  a  douche-can  raised  three  feet  above  the  buttocks;  the 
bowel  filled  rapidly,  and  as  soon  as  the  child  began  to  expel  the 
water,  blood  and  mucus  appeared  with  the  fluid.  The  tube  was 
again  attached  to  the  douche,  and  the  bowel  was  again  rapidly 
rilled  from  the  same  height.  When  this  water  was  expelled  the 
tumor  could  not  be  felt.  The  colon  was  then  irrigated  with  a 
catheter  attached  by  a  rubber  tube  to  a  glass  funnel.  The  bowel 
was  first  filled  and  then  the  water  was  syphoned  out,  and  as  it 
was  allowed  to  fill  the  funnel,  gas  was  seen  to  escape  freely 
through  the  water  in  large  bubbles.  The  color  of  the  face  im- 
proved immediately  after  the  second  flushing,  and  the  rate  of  the 
pulse  fell  to  below  100  and  its  volume  improved  very  markedly. 
A  sound  sleep  for  two  and  a  half  hours  followed  the  reduction. 
On  waking  the  child  was  very  bright  and  played  with  her  picture 
book.     A  week  later  there  was  no  sign  of  recurrence. 

Lesions  of  the  Tibial  Tubercle  Occurring  During  Adoles- 
cence.— Robert  B.  Osgood  (Boston  Med.  and  Surg.  Jour.,  Jan. 
29,  1903)  concludes  from  his  researches  that  the  adolescent  tibial 
tubercle,  from  its  situation  and  mode  of  development,  is  suscep- 
tible to  injuries,  especially  in  athletic  subjects.  These  lesions  are 
usually  caused  by  a  violent  contraction  of  the  quadriceps  extensor. 
Fracture  and  complete  avulsions  of  the  tubercle  are  rare,  cause 
loss  of  function,  and  are  easily  diagnosed,  usually  clinically,  and 
always  by  means  of  the  X-Ray.  Avulsions  of  a  small  portion  and 
partial  separation  of  the  tubercle  are  more  common.  They  do  not 
cause  complete  loss  of  function,  but  without  treatment  long  con- 
tinued serious  annoyance.  The  diagnosis  should  be  made  by  a 
combination  of  the  clinical  and  X-Ray  pictures,  and  before  the 
latter  are  accepted  as  evidence  both  knees  should  be  skiagraphed 
and  accurate  technique  observed. 

Nephritis,  Scarlatinal  and  Diphtheritic. — Heubner  I  Miiii. 
chener  Med.  Wochens.,  Vol.  50,  No.  4)  finds  it  easy  to  differen- 
tiate between  these  two  forms,  since  they  differ  pathologically.  In 
scarlatinal  nephritis  hemorrhagic  changes  are  the  prominent 
feature,  beinc:-  localized  in  the  glomeruli  more  especially,  while 
the  epithelial  cells  are  only  involved  secondarily.      In  the  nephritis 
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of  diphtheria,  on  the  contrary,  it  is  the  epithelium  which  is  prim- 
arily involved,  hemorrhages  being  only  rarely  present,  never  in  the 
glomerule,  but  almost  invariably  in  the  neighborhood  of  the  col- 
lecting tubules. 

Operation  for  Obstruction  of  the  Bowel  in  a  Very  Young 
Infant. — F.  J.  Campbell  (Northwestern  Lancet.  Feb.  i,  1903) 
reports  the  case  of  an  infant  four  weeks  and  four  days  old  who 
had  an  irreducible  right-inguinal  hernia,  which  had  been  stran- 
gulated for  about  twenty-four  hours  when  the  author  first  saw  it. 
The  baby  had  retained  nothing  on  his  stomach  for  twenty-four 
hours,  was  vomiting  bowel  contents  and  crying  constantly  from 
pain.  After  a  half  hour's  ineffectual  effort  at  reduction,  the  child 
was  sent  to  a  hospital.  Even  under  complete  chloroform  anesthe- 
sia the  hernia  could  not  be  reduced,  so  the  author  operated  as 
quickly  as  possible.  The  gut  was  very  dark,  but  was  returned  to 
the  abdomen,  and  regained  its  normal  condition,  as  a  bowel  move- 
ment the  next  morning  proved.  The  baby  slept  for  six  hours 
after  the  operation,  then  nursed,  slept  again  for  six  hours,  and 
made  a  prompt,  perfect  recovery,  with  a  radical  cure  of  the  hernia. 
The  undescended  right  testicle  was  found  in  the  inguinal  canal. 

Pertussis.- — M.  Demay  de  Certant  (Bull.  mcd.  dc  la 
Clin.  St.  Vincent  dc  Paul  of  Bordeaux,  Nov.,  1902)  calls  attention 
to  three  different  methods  of  treating  whooping  cough,  each  of 
which  appears  to  have  had  successful  results.  I.  Action  of 
ozone.  By  means  of  Labbe/s  apparatus  the  child  is  made  to 
breathe  ozone  for  ten  minutes  at  a  time,  three  times  a  day,  for  a 
fortnight.  The  ozone  does  not  act  on  the  catarrhal  period  at  the 
onset,  but  diminishes  the  frequency  and  the  severity  of  the  at- 
tacks of  coughing.  Should  there  be  any  complicating  broncho- 
pneumonia, the  ozone  will  have  but  slight  effect.  It  is  non-toxic, 
and  this  gives  it  a  decided  advantage  over  many  of  the  remedies 
used  in  pertussis.  II.  Compressed  air  baths.  Properly  adminis- 
tered this  treatment  modifies  the  coughing  in  its  duration,  intens- 
ity and  frequency.  The  earlier  the  treatment  is  applied  the  shorter 
will  be  the  duration  of  the  disease.  Twenty  baths  constitute  the 
usual  number  given.  The  bronchial  catarrh  is  favorably  influ- 
enced, and  the  general  condition  and  the  appetite  are  improved. 
Complication-  are  modified  or  averted.  There  are  no  contra-in- 
dications.  Ml.  Spraying  with  carbolic  acid  solution,  25  to  1,000. 
According  to  the  originator  of  this  treatment  the  affection  is  either 
abated  or  greatly  modified,  and  is  unaccompanied  by  complica- 
The  -pray  should  be  1:  ral  times  a  day,  the  appar- 

atus being  held  aboul  four  feel  from  the  patient.  The  amount  of 
fluid  used  will  depend  upon  the  age  <>f  the  patient. 

Radical  Cure  of  Hernia  in  Young  Children. — D.  Kennedy 
(Mcd.  Press  and  Circ.  Fee.  10.  [902)  says  that  with  regard  to 
hernia  in  children  being  cured  by  wearing  a  Ini^  he  is  of  opinion 
die  exception,  and  not  the  rule.  Although  a  cure  does  occa- 
sionally result  after  years,  he  holds  the  treatment  by  operation  is 
fa:-  less  dangerous  and  far  more  surgical  than  treatment  by 
trusses;  because,  so  long  as  a  child  has  a  necessity  for  wearing  a 
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truss,  so  long  is  he  exposed  to  the  danger  of  the  hernia  becoming 
strangulated.    And,  besides  this  danger  of  strangulation,  there  are 

many  and  grave  objections  to  a  child  being  condemned  to  wear 

a  truss  for  an  indefinite  period.  Principally  among  these  objec- 
tions are  |  i  i  The  tru-  a  great  deal  of  irritation  about  the 
groin,  ending  very  frequently  in  troublesome  eczema.  This  irri- 
tation makes  the  child  irritable  and  fretful,  and  consequently  pre- 
vents thriving.  Secondly,  it  is  impossible  to  prevent  the  truss 
getting  sodden  with  urine  and  feces,  and  it  becomes,  in  conse- 
quence, most  objectionable  and  dangerous.  Thirdly,  the  pressure 
of  a  truss,  strong  enough  to  keep  up  an  ordinary  hernia,  prevents 
the  muscles  from  developing  in  the  neighborhood  of  the  inguinal 
canal,  and  consequently,  the  abdominal  wall  is  weakened,  and 
large  ruptures  are  liable  to  occur  later  in  life.  Fourthly,  the  ex- 
pense of  getting  a  truss  frequently,  as  will  have  to  be  done  as 
the  child  grows,  is  sometimes  more  than  poor  people  can  bear. 
But,  the  greatest  of  all  objections  to  a  truss  in  a  child  is  that  it  is 
rarely  effectual  in  keeping  up  a  hernia,  and  then  it  does  more 
harm  than  good.  He  has  met  many  such  cases  with  the  hernia 
down,  and  kept  down  so  long  as  the  truss  was  worn.  With  regard 
to  the  dangers  of  the  operation,  they  arc  to  a  large  extent  imag- 
inary outside  those  which  exist  in  the  same  operation  with  adults. 
The  author  carried  out  the  operation  on  at  least  sixty  cases  under 
five  years  of  age.  and  at  least  a  dozen  of  these  were  under  twelve 
months  old.  1  le  never  had  a  death,  never  had  any  sepsis,  beyond 
rarely  a  stitch  abscess;  the  patients  all  left  hospital  between  the 
ninth  and  fourteenth  days,  and  although  he  has  made  many  in- 
quiries about  the  children  since  operation  he  knows  of  no  case  of 
recurrence.  What  he  has  heard  invariably  was  that  the  children 
were  much  quieter  and  throve  much  better  after  than  previous 
to  operation.  There  are.  however,  a  few  points  which  appear  to 
be  essential  to  the  success  of  the  operation.  First,  no  hemorrhage 
should  be  allowed  to  take  place ;  secondly,  the  operation  should 
be  carried  out  as  quickly  as  possible,  consistent  with  attention  to 
details,  and  in  a  thoroughly  aseptic  manner:  and,  lastly,  the  anes* 
thetic  should  be  properly  administered.  He  especially  insists  that 
the  child  is  not  allowed  to  become  half  conscious  at  intervals  dur- 
ing the  operation,  as  he  believes  this  to  be  productive  of  great 
shock.  Tie  has  the  child  fully  under  the  influence  the  whole  time. 
He  invariably  uses  chloroform.  Collapse  after  the  operation  has 
been  conspicuous  by  its  absence.  Pain  was  not  usually  present 
to  any  great  extent,  and.  if  present,  was  easily  relieved  by  small 
of  chloral  hydrate.  The  author  in  operating  carries  out  as 
simple  a  procedure  as  possible.  He  never  allows  tin-  skin  inc 
to  go  to  the  scrotum:  he  ligatures  and  resects  tin-  sac,  and  uses 
no  means  to  fix  it  in  the  abdominal  wall:  he  cloves  the  canal  after 
McEwen's  method,  and  does  not  displace  the  cord.  He  invariably 
circumcises  the  child. 

Tuberculous  Meningitis,  a  Case  of  Recovery  from,  in  a 
Child. —  Barth  (Munch,  med.  Wochens.,  Vol.  I,  No.  21)  reports 
the  case  of  a  three-vear-old  child,  with  a  tuberculous  family  his- 
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tory,  who  developed  the  symptoms  of  tuberculous  meningitis  after 
measles.  Lumbar  puncture  withdrew  fluid  in  which  tubercle  ba- 
cilli were  demonstrated.  After  all  other  means  of  treatment  had 
failed,  the  application  of  leeches  brought  about  a  change  for  the 
better.  Deafness  and  psychic  blindness  remained  for  some  time, 
and  were  ascribed  to  the  effect  of  toxines  upon  the  cortical  centers 
rather  than  to  areas  of  local  inflammation. 


ITEM. 

THE   SAMUEL  D.    GROSS   PRIZE   OF   TWELVE   HUNDRED   DOLLARS   WILL 
BE  AWARDED  ON  JANUARY   I,   I905. 

The  conditions  annexed  by  the  testator  are  that  the  prize  "Shall 
be  awarded  every  five  years  to  the  writer  of  the  best  original  essay, 
not  exceeding  one  hundred  and  fifty  printed  pages,  octavo,  in 
length,  illustrative  of  some  subject  in  Surgical  Pathology  or  Sur- 
gical Practice,  founded  upon  original  investigations,  the  candidates 
for  the  prize  to  be  American  citizens." 

It  is  expressly  stipulated  that  the  competitor  who  receives  the 
prize  shall  publish  his  essay  in  book  form,  and  that  he  shall  de- 
posit one  copy  of  the  work  in  the  Samuel  D.  Gross  Library  of  the 
Philadelphia  Academy  of  Surgery,  and  that  on  the  title  page,  it 
shall  be  stated  that  to  the  essay  was  awarded  the  Samuel  D.  Gross 
Prize  of  the  Philadelphia  Academy  of  Surgery. 

The  essays,  which  must  be  written  by  a  single  author  in  the 
English  language,  should  be  sent  to  the  "Trustees  of  the  Samuel 
D.  Gross  Prize  of  the  Philadelphia  Academy  of  Surgery,  care  of 
the  College  of  Physicians,  219  South  Thirteenth  street,  Philadel- 
phia," on  or  before  January  1,  1905. 

Each  essay  must  be  distinguished  by  a  motto,  and  accompanied 
by  a  scaled  envelope  bearing  the  same  motto,  and  containing  the 
name  and  address  of  the  writer.     No  envelope  will  be  opened 
pi  that  which  accompanies  the  successful  essay. 

Tlie  committee  will  return  the  unsuccessful  essays  if  reclaimed 
by  their  respective  writers,  or  their  agents,  within  one  year. 

The  committee  reserves  the  right  to  make  no  award  if  the  essays 
submitted  are  not  considered  worthy  of  the  prize. 

jon  \  B.  Roberts,  M.D., 
William  L.  Rodman, M.D., 
William  J.  Taylor,  M.D., 

Philadelphia,  February  1,  1903.  Trustees. 


the    a  m  i  :i;  K  A  N 

JOURNAL  OF  OBSTETRICS 


AND 


DISEASES  OF  WOMEN  AM)  CHILDREN. 


Vol.  XLVII.  MAY,    1903.  No.    5. 


ORIGINAL    COMMUNICATIONS. 


A  METHOD  OF  DETERMINING  THE  INTERNAL  DIMENSIONS, 
CONFIGURATION  AND  INCLINATION  OF  THE  FEMALE 

PELVIS.* 


HUGO   EHRENFEST,  M.D., 

of   St.   Louis,    Mo., 

Consulting    Gynecologist    to    the    City    and    female    Hospitals    and    Insane    Asylum    of 

St.    Louis. 


(.With    fifteen    illustrations.) 


The  desirability  of  a  knowledge  of  tlie  configuration  and  dimen- 
sions of  every  contracted  pelvis  is  to-day  recognized  by  all  obstet- 
ricians. This  holds  good  even  though  the  pelvis  be  but  slightly 
<U' funned,  on  account  of  the  bearing  of  form  and  size  of  the  pelvis 
upon  the  mechanism  of  labor  and  the  weight  to  be  attached  to  them 
when  determining  the  selection  of  the  appropriate  operative  pro- 
cedure when  such  be  indicated. 

Heretofore  accuracy  in  the  diagnosis  of  pelvic  formation  has 
been  almost  entirely  dependent  upon  the  examiner's  personal  ex- 
perience and  versatility  in  manual  exploration  of  deformed  pelves. 

In  his  history  of  pelvimetry  Skutsch  records  the  efforts  of  Ger- 
mann,  Kiwisch,  Martin  and  Kuestner  in  graphically  reproducing 
in  a  more  or  less  exact  way  cither  the  course  of  the  pelvic  canal  or 
the  contour  of  the  pelvic  inlet.  The  methods  were  never  exploited, 
either  because  it  has  been  impossible  to  apply  them  in  the  living,  or 

*Read  by  invitation  before  the  Chicago  Gynecological  Society,  Feb.  20, 
1903. 
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because  the  necessary  apparatus  has  been  too  bulky  and  compli- 
cated. Undoubtedly  the  reasons  are  similar  why  the  attempts  have 
failed  to  reconstruct  the  natural  size  and  shape  of  pelves  from 
X-ray  photographs. 

Regarding  the  measurement  of  the  internal  dimensions  of  the  fe- 
male pelvis  in  the  living  the  interesting  fact  may  be  stated  that 
within  the  last  eighty  or  ninety  years  efforts  toward  finding  better 
methods  have  been  almost  limited  to  improvements  upon  the  prin- 
ciple of  Wellenbergh.  As  you  know,  his  method  briefly  consists  in 
the  following  procedure :  The  distance  is  measured  between  the 
middle  of  the  promontory  and  the  middle  of  the  upper  edge  of  the 
anterior  surface  of  the  symphysis.  Then  the  thickness  of  the  sym- 
physis is  determined  and  subtracted  from  the  first  mentioned  dis- 
tance. The  three  instruments  at  present  most  favored  in  internal 
pelvimetry  are  those  constructed  by  Van  Huevel,  Skutsch  and 
Hirst,  and  are  based  upon  the  method  invented  by  Wellenbergh. 

The  mode  of  pelvimetry  to  be  demonstrated  to-night  is  charac- 
terized by  the  introduction  of  an  absolutely  new  principle.  It  ad- 
vances the  possibility  of  determining  the  internal  dimensions,  the 
configuration  and  the  inclination  of  the  female  pelvis  in  the  living. 

The  method  is  executed  in  practice  by  means  of  two  instruments 
invented  by  Dr.  J.  Neumann  of  Vienna,  and  myself,  which  have 
been  called  by  us  the  Pelvigraph  and  the  Kliseometer. 

Since  the  principle  underlying  the  construction  of  these  instru- 
ments and  the  required  manipulations  have  been  described  in  de- 
tail in  a  number  of  the  Monatsschrift  fuer  Geburtshilfe  und 
Gynaekologic,  which  appeared  as  a  Festschrift  in  honor  of  our 


former  chief ,  Professor  F.  Schauta  of  \  ienna  (vol.  XI.  No.  i.)    I 

shrill  limit  myself  at  this  occasion  to  but  a  brief  explanation  of  the 
characteristic  features  of  this  new  mode  of  pelvimetry. 
If  I  draw   from  point  A  a  straight  line'  in  any  given  direction. 
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and  draw  another  straight  line  of  the  same  length  from  point  B 
in  the  same  direction,  ( /.  <\,  parallel  to  the  first  i,  the  distant 
tween  the  end  points  of  these  two  lines,  the  points  AT.-,  is  equal 
to  the  distance  between  the  points  A  and  B. 


I'IG.   2. 

It  1  draw  numerous  straight  lines  of  the  same  length,  parallel 
to  each  other,  in  any  given  direction  from  numerous  points  of  the 
given  line  C  D,  a  line  connecting  the  end  points  of  all  these  par- 
allels, C  D',  will  be  a  duplicate  of  line  C  D. 

Imagine  this  line  (."  C  (  Fig.  2  i.  replaced  by  a  straight  rigid  rod. 
You  will  observe  that  its  end  C.  if  appropriately  equipped  with  a 
marker,  will  create  the  line  C  D\  as  a  duplicate  of  line  C  D,  pro- 
vided that  when  this  rod  is  moved,  its  end  C  remains  in  touch  with 
line  C  D,  and  that  in  all  points  of  its  course  it  is  kept  parallel  to  its 
first  position. 


The  question  arose  how  to  carry  out  in  practice  such  a  move- 
ment of  the  rod  in  parallels.  A  spirit  level  attached  to  the  rod 
proved  the  solution  of  this  difficulty. 
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Fig.  3  will  illustrate  the  arrangement. 

E  F  represents  the  spirit  level  which  is  fixed  to  the  rod  C  C  at 
an  arbitrarily  chosen  angle.     If  I  move  this  apparatus,  within  a 


Fig.  4. — Pelvigraph. 

vertical  plane,  so  that  the  spirit  level  marks  constantly  horizontal, 
then  necessarily  the  rod  C  C  will  in  every  position  be  parallel  to 


Fig.  5. 

its  first  position,  since  it  stands  in  every  position  under  the  same 
angle  to  the  horizon. 

This  represents  the  principle  underlying  the  construction  of  the 
Pelvigraph,  the  instrument  which  I  desire  to  demonstrate  first. 
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For  convenience  sake  we  have  divided  the  instrument  into  tw<> 
parts,  each  ol  which  servo  a  special  function. 

The  one  portion   (A.  Fig.  41,  used   for  registering  purpi 

carries  at  its  end  a  marker  (B).  In  front  of  this  is  a  rotary  disk, 
which  can  he  fixed  at  any  desired  position  by  means  of  the  thumb 
screw  C.  A  spirit  level  (D)  is  attached  to  this  disk.  The  other 
end  ol  this  registering  arm  has  a  cylindrical  bore  into  which  fits 
the  exploring  arm  E. 

A  division  of  the  instrument  into  two  sections,  a  registering  and 
an  exploring  arm,  was  found  necessary  for  several  reasons.  The 
exploring  arm  is  introduced  into  the  vagina,  and  must,  therefore, 
be  capable  of  sterilization.  The  limited  space  of  the  vagina  does 
not  permit  of  a  motion  in  parallels  of  a  straight  rod  to  any  practi- 
cable extent.  In  order  to  reach  all  portions  of  the  posterior  and 
anterior  pelvic  wall,  while  the  axis  of  the  instrument  remains  par- 
allel to  the  first  chosen  direction,  we  have  constructed  five  differ- 
ently curved  arms,  all  fitting  into  the  one  registering  arm. 

As  Fig.  5  shows,  these  five  rigid  steel  arms  have  exactly  the  same 
length,  and  the  knobs  terminating  the  one  end  lie  in  the  axis  of  the 
instrument.  The  arms  may,  therefore,  be  exchanged  ad  libitum, 
because  whichever  may  be  inserted  into  the  registering  arm,  the 
axis  and  the  absolute  length  of  the  instrument  (that  is  the  dis- 
tance between  the  knob  of  the  exploring  arm  and  the  marker  of  the 
registering  arm),  will  remain  unaltered. 


Fig.  6. 


The  next  illustration  |  Fig.  <>i  gives  an  idea  how  it  is  possible 
with  the  help  of  these  peculiarly  shaped  amis  to  touch  various 
points  of  the  sacrum  and  symphysis,  the  axis  of  the  instrument 
moving  in  parallels.  This  illustration  shows,  furthermore,  that 
arm  A  i-  designed  for  the  symphysis,  arm  1!  for  the  promontory 
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and  the  upper  portion  of  the  sacrum,  arm  C  for  the  middle  and 
lower  portion  of  the  sacrum.  Where  a  rigid  perineum  is  encoun- 
tered the  use  of  arm  D  for  the  lower  end  of  the  sacrum  and  the 
coccvx  may  become  necessary.  Arm  E  is  devised  for  the  measure- 
ment of  the  transverse  diameters  of  the  inlet. 

How  this  instrument  is  used  in  the  living  in  order  to  measure 
the  distance  between  any  two  points  within  the  pelvis,  or  to  obtain, 
in  actual  size,  an  exact  outline  of  the  median  section  through  the 
pelvic  canal,  is  shown  in  the  next  illustration  (Fig.  7)  and  will  be 
demonstrated  by  me  on  this  skeleton  pelvis. 

The  woman  lies  flat  on  her  back  on  an  operating  table  or  exam- 
ining chair.  Her  feet  are  placed  in  some  of  the  usual  crutches  or 
stirruos. 


Fie.  7.— Measuring  true  conjugate  with  pelvigraph. 


In  a  -;  mmetrical  pelvis  in  this  position  the  sagittal  plane  of  the 
pelvis,  lying  between  symphysis  and  mid-line  of  the  sacrum,  is 
vertical. 

To  the  table  we  have  attached  a  draughting  hoard,  25x25  cm., 
which  stands  vertical,  can  be  moved  to  cither  side  and  fixed  in  any 
desired  position. 
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Now  suppose  we  wish  to  determine  the  length  of  the  true  con- 
jugate. 

Under  the  direction  of  two  fingers  in  the  vagina,  the  end  button 
of  sterilized  arm  A  is  brought  into  contact  with  the  middle  of  the 
upper  edge  of  the  posterior  surface  of  the  symphysis.  An  assistant 
takes  charge  of  the  registering  end  of  the  instrument.  I  [e  adjusts 
the  disks,  carrying  the  spirit  level,  at  a  suitable  angle,  places  the 
instrument  flat  against  the  draughting  board,  brings  the  spirit 
to  the  horizontal  by  raising- or  lowering  the  tree  end  of  the  instru- 
ment. So  soon  as  the  spirit  level  is  found  to  be  horizontal,  he  reg- 
isters this  point  with  the  marker  on  a  sheet  of  paper  which  has  been 
attached  to  the  draughting  board. 

The  instrument  is  now  withdrawn,  exploring  arm  B  attached, 
and  the  end  button  of  this  arm,  in  the  same  manner  as  before  de- 
scribed, placed  in  contact  with  the  middle  of  the  promontory. 
Again  by  raising  or  lowering  of  the  registering  arm  the  spirit  level 
is  brought  to  the  horizontal,  and  the  position  again  marked. 

The  two  pinholes  thus  produced  on  the  paper  represent  the 
actual  distance  between  the  middle  of  the  promontory  and  the 
upper  mid-edge  of  the  symphysis,  that  is  the  length  of  the  true' 
conjugate.    It  may  then  be  accurately  measured  with  a  rule. 

I  can,  of  course,  in  the  same  manner,  project  many  more  points 
of  the  pelvic  interior  upon  the  draughting  board.     If  I  thus,  for 
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8.     Generally  contracted   rachitic  pelvis. 

instance,  proceed  to  map  oul  points  along  die  middle  line  of  both 
the  sacrum  and  the  symphysis,  I  shall  obtain  an  accurate  likeness. 
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in  natural  size,  of  the  vertical  median  section  through  the  pelvis, 
that  is,  a  picture  of  the  pelvic  canal. 

I  shall  give  here  but  three  such  diagrams,  produced  with  the 
Pelvigraph  from  patients  of  Professor  Schauta's  clinic.  They  il- 
lustrate some  of  the  typical  forms  of  pelvic  deformity,  and  will 
best  demonstrate  the  efficiency  and  advantage  of  the  instrument. 

This  is  the  diagram  of  a  generally  contracted  rachitic  pelvis,  and 
shows  all  the  characteristics  of  a  rachitic  pelvis  in  an  unmistakable 
way ;  the  flatness  of  the  sacrum,  the  sharp  bend  in  its  lower  por- 
tion, and  the  relatively  large  outlet  as  compared  to  the  narrowed 
inlet. 

Fig.  9  is  the  tracing  of  another  patient.  It  represents  a  generally 
contracted,  but  non-rachitic  pelvis. 


Fig    '). — Generally  equally  contracted  non-rachitic  pelvis.     Transverse  di- 
ameter of  Brim  11.7  cm. 

'1  his  last  diagram  demonstrates  the  characteristics  of  a  funnel- 
shaped  pelvis. 

It  is  obvious  that  the  accuracy  in  the  reproduction  of  the  pelvic 
canal  is  dependent  upon  the  number  of  different  points  projected 
upon  the  draughting  board.  A  scrutiny  of  such  diagrams  in  our 
possession,  taken  from  patients,  shows  that  we  have  projected  on 
an  average  4  to  5  points  of  the  contour  of  the  symphysis,  and  10 
t<>  15  points  of  the  sacrum  and  coccvx.  In  some  instances  it  is 
possible  to  reach  the  last  lumbar  vertebra  as  is  shown  in  Figs.  9 
and  10. 

Tn  order  to  be  able  to  find  in  the  diagrams  (for  a  purpose  to  be 
mentioned  later),  the  conjugate  of  the  obstetrical  outlet,  the  point 
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representing  the  junction  between  sacrum  and  coccyx  is  specially 
marked  at  the  time  this  point  is  projected. 

Since  the  surface  of  the  pelvic  canal  in  the  living  is  covered  with 
soft,  movable  and  compressible  tissues  repeated  measurements  are 
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Fig.   10. — Kyphotic   funnel-shaped  pelvis. 

bound  to  show  slight  differences  in  the  result,  in  particular  because 
of  the  mathematical  exactness  with  which  the  position  of  the  knob- 
of  the  exploring-  arm  is  registered  by  the  marker. 

Indispensable  factors  for  the  performance  of  exact  measure- 
ments or  the  production  of  reliable  tracings  are  the  following  :  The 
possibility  of  manual  exploration  of  the  pelvis,  an  exact  instru- 
ment and  absolute  quietude  on  the  part  of  the  patient.  Regarding 
the  latter  point  I  may  add  that  it  can  ordinarily  be  obtained  with- 
out the  use  of  any  fixation  bandages,  simply  by  careful  handling  of 
the  patient :  if  the  need  arise,  an  anesthetic  may  be  employed. 

The  transverse  diameters  may  be  measured  after  the  same 
method.  In  this  case  the  patient  is  brought  into  a  lateral  position, 
so  as  to  bring  the  transverse  diameters  vertical  to  the  table.  Arm 
E  (Fig.  5),  is  used  for  this  measurement. 

Such  diagrams  form  a  very  valuable  aid  for  purposes  of  clinical 
teaching.  Demonstrated  simultaneously  with  the  patients  from 
whom  they  were  taken,  they  are  of  considerable  assistance  to  the 
student  who  is  but  little  experienced  in  manual  exploration  of  the 
pelvis. 

These  tracings  show  the  direction  of  the  pelvic  axis,  the  length 
of  the  sacrum,  the  difference  in  the  length  of  the  diagonal  and  true 
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conjugates  and  other  points  of  scientific  interest,  they  will  afford 
valuable  information  regarding  the  changeableness  in  the  form  of 
the  pelvis,  if  taken  in  different  position  of  the  woman,  e.g.  in  litho- 
tomy and  Walcher's  position. 

The  Kliseometer,  another  instrument  invented  by  Dr.  J.  Neu- 
mann and  myself,  is  simpler  in  its  construction.  It  is  used  to  de- 
termine the  inclination  of  the  pelvis. 


Fig.  11. — Kliseometer. 

The  Kliseometer  consists  of  a  rigid  arch  A  (Fig.  11),  which  ter- 
minates at  one  extremity  in  a  knob  (B),  and  at  its  other  extremity 
in  a  cylindrical  carrier  (C).  The  latter  is  attached  in  such  fashion 
that  a  rod,  sliding  through  this  carrier,  will  always  move  upon  an 
axis  running  through  the  centers  of  the  cylindrical  carrier  and  the 
distal  knob.  The  internal  end  of  this  rod  terminates  in  a  knob 
(D),  to  the  external  end  a  disk  (E)  is  attached.  This  disk  is  rotary 
and  can  be  fixed  in  any  desired  position  by  means  of  a  thumbscrew 
I  I  1.  Its  circumference  is  divided  into  degrees,  and  to  its  surface 
is  attached  a  spirit  level  (G).  The  arrangement  is  such,  that  a 
small  pointer  (II),  slightly  overlapping  the  disk,  will  designate 
zero,  it"  the  axis  of  the  instrument,  represented  by  a  line  through 
the  centres  of  the  two  knobs,  be  horizontal. 

If  we  bring  the  instrument  to  any  angle  with  the  horizon,  we  can 
readily  define  this  angle  by  turning  the  disk,  until  the  spirit  level 
ters  horizontal;  in  this  position  the  pointer  indicates  on  the 
scale  the  angle  of  inclination. 
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How  this  instrument  is  used  on  the  living  may  be  seen  in  this 
phi  >t'  graph. 


Fig.    12. — Inclination   of  external   conjugate  determined  with  Kliseometer. 


The  two  end  points  of  the  external  conjugate  are  marked  on  the 
skin.  Then  the  woman  is  placed  in  the  so-called  "normal  position 
of  Meyer,"  in  which  both  the  large  toes  and  the  heels  are  held  in 
close  approximation.  The  two  knobs  arc  brought  into  contact  with 
the  two  previously  marked  points,  the  rigid  arch  of  the  instrument 
best  held  between  the  legs  of  the  woman.  The  help  of  an  assistant 
is  necessary.  Now  the  disk  is  rotated  until  the  spirit  level  indicates 
horizontal.  The  pointer  then  shows  the  angle  formed  by  the  ex- 
ternal conjugate  and  the  horizon. 

In  this  way  our  Kliseometer  offers  a  simple  means  of  measuring 
in  a  reliable  manner  the  inclinatii  m  of  the  external  o  >n  jugate. 

I  shall  conclude  my  paper  with  a  short  explanation  how  the 
combined  use  of  both  instruments,  the  Pelvigraph  and  the  Kliseo- 
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meter,  permits  of  the  determination  of  the  inclination  of  the  true 
conjugate.  As  you  know,  this  inclination  represents  in  reality  the 
inclination  of  the  pelvis.  But  up  to  date  the  inclination  of  the  ex- 
ternal conjugate  has  been  substituted,  and  had  to  be  substituted, 
for  it  has  been  as  yet  impossible  to  determine  the  inclination  of  the 
true  conjugate  in  the  living. 

As  I  have  demonstrated,  we  are  able  to  produce  with  the  Pelvi- 
graph an  exact  tracing  of  a  vertical  section  through  the  pelvic 
canal.  In  order  to  secure  an  entirely  satisfactory  and  intelligent 
conception  of  the  obstretic  features  of  a  pelvis  it  is  necessary  to 
also  ascertain  the  position  of  the  pelvic  canal  in  the  upright  woman. 
It  seemed  obvious  to  use  the  inclination  of  the  external  conjugate 
for  this  purpose,  but  this  would  be  too  inaccurate  since  we  know 
that  in  only  a  very  small  percentage  of  cases  does  the  external  con- 
jugate really  constitute  an  extension  of  the  true  conjugate. 
Usually  they  form  an  angle  of  varying  size,  which  in  certain  forms 
of  pelves  may  be  as  large  as  20  degrees. 

In  the  tracings  passed  around  (Figs.  8,  9,  10),  you  see  that  we 
always  can  find  the  conjugate  of  the  obstetrical  pelvic  outlet,  that 
is  the  distance  between  the  sacro-coccygeal  articulation  and  the 
lower  end  of  the  symphysis.  We  make  use  of  this  line  as  a  basis 
to  determine  the  real  position  in  the  upright.  It  is  an  easy  thing 
to  measure  with  the  Kliseometer  the  inclination  of  this  conjugate 
of  the  outlet.  So  soon  as  this  angle  is  defined  the  real  inclination 
of  the  pelvis  can  be  ascertained  by  the  employment  of  a  simple  con- 
struction. The  lines  representing  in  the  diagram  the  conjugates  of 
the  inlet  and  obstetrical  outlet  are  extended  until  they  meet  (  Fig. 
13).  At  the  point  of  intersection  we  construct  with  the  help  of  a 
protractor,  the  angle  determined  by  the  Kliseomotor  as  the  inclina- 
tion of  the  conjugate  of  the  obstetrical  outlet.  The  line  thus  found 
constitutes  a  base  line,  representing  the  horizon.  I  can  now  find 
the  angle  of  the  inclination  of  the  true  conjugate,  that  is,  the  in- 
clination of  the  pelvis,  by  measuring  the  angle  between  this  base 
line  and  the  line  indicating  the  true  conjugate. 

I  give  here  once  more  the  three  diagrams,  taken  from  the  living, 
in  which  in  the  manner  just  described  the  inclination  of  the  pelvis 
has  been  determined. 

These  drawings  are  so  turned  as  to  bring  the  line  marked  "Hori- 
zon" I"  the  level,  and  in  this  waj  offer  a  very  instructive  conception 
of  the  actual  positions  assumed  by  these  pelves  in  the  upright 
women. 
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Fig.  13. — Generally  contracted  rachitic  pelvis.     Inclination  of  ext.  conj.  64 
True  conj.  6lc.     Obst.  conj.  of  outlet  260. 


Fig.  14. — Generally  equally-contracted  non-rachitic  pelvis.  Inclination 
of  ext.  conj.  540.  Inclination  of  true  conj.  50'.  Inclination  of  obsl  conj. 
of  outlet  180. 
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Fig.    15. — Kyphotic    funnel-shaped    pelvis.      Inclination    of    ext.    conj.    51°. 
Inclination  of  true  conj.  41  °.    Inclination  of  obst.  conj.  of  outlet  nc. 

I  feel  justified  in  stating  in  conclusion  that  these  two  instru- 
ments afford  the  possibility  of  graphically  reproducing  the  form 
and  exact  dimensions  of  the  most  important  sections  through  the 
pelvis,  and  of  permitting  measurement  of  its  real  inclination. 
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(  With  two  illustrations.  > 


The  opprobrium  of  our  vaunted  twentieth  century  medical 
science  is  the  inconsistency  of  our  teaching  and  practice  regarding 
the  prevention  and  treatment  of  puerperal  infection,   for  while 

we    now    know     its    pathology     and     etiology     we    often     fail    of 

such    practical    application    of    proved    methods    of   prophylaxis 

'Read  al  the  meeting  "f  the  El  Paso  County  Medical  Society,  Colorado 
Springs,  Colorado,  February    II,   1903. 
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and  treatment  as  are  necessary  for  it-  control.  More  than 
half  a  century  has  elapsed  since  Holmes  and  Semmelweiss 
demonstrated  the  contagiousness  of  this  disease  and  pointed  out 
the  means  for  preventing  it,  but  from  that  time  to  this,  it  has  been 
the  reproach  of  medicine  and  medical  men  that  these  demon- 
strated facts  were  first  ignorantly  denied  and  then,  in  general 
1  ractice  at  least,  almost  win  illy  ignored. 

Rational  preventive  and  curative  measures  are  possible  under 
most  unfavorable  conditions,  as  I  hope  to  point  out,  and  I  appear 
before  you  with  this  little  paper  chiefly  to  make  another  plea  for 
the  application  of  surgical  methods  for  the  prevention  and  treat- 
ment of  sepsis,  and  to  again  urge  that  they  be  universally  applied 
t(  every  day  obstetric  practice  in  the  homes  of  our  patients.  The 
fact  that  the  hospital  mortality  from  puerperal  sepsis  is  reduced 
to  nearly  nothing,  though  formerly  so  great,  and  that  domicile 
mortality  is  about  the  same  as  ever  is  most  significant. 

Is  it  not  high  time  we  awakened  to  a  full  realization  of  our 
great  responsibility  in  this  matter  and  purged  ourselves  from  this 
disgrace  ? 

That  the  most  frequent  and  most  serious  puerperal  infections 
are  of  the  streptococcus  variety  will  be  conceded  and  that  these 
infections  come  from  without  and  most  often  from  the  hands 
or  instruments  of  the  attendant  is  also  true,  though  they  may  come 
from  the  patient  or  her  environment  if  proper  care  is  not  ex- 
ercised in  cleansing  the  external  genitals  and  having  only  clean 
materials  come  in  contact  with  the  vulva. 

For  all  of  this,  however,  the  accoucheur  must,  ordinarily,  feel 
personal  responsibility  though  circumstances  over  which  he  can 
have  no  control  must  occasionally  arise,  and  so  an  infection  occur 
for  which  he  cannot  be  blamed  in  any  way.  This  is  always  true 
when  pre-existing  infections  of  the  vagina,  uterus  or  tubes 
have  existed  and  the  labor  has  served  to  disseminate  it.  and  it 
may  be  true  when  one  is  called  in  at  the  last  minute  and  sufficient 
time  for  aseptic  details  is  not  given,  yet  I  repeat  we  should  feel 
personally  responsible,  even  though  it  would  be  manifestly  unfair 
to  hold  one  blameworthy  in  any  such  instance. 

The  remedy  is  to  apply   surgical   methods  to  obstetric   v 
and   to  educate  our   patients   to  know   their  importance;   which 
means  clean  hands  and  instruments,  a  clean  field  ami  environment, 
an  empty  rectum  and  clean  absorbent  dressings;  each  case  being 
an  object  lesson  to  the  patient  and  her  friends,  and  one  step  in  the 
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necessary  campaign  of  education  of  the  masses  in  the  science  of 
preventive  medicine. 

So  far  as  may  be  possible  the  hospital  treatment  of  obstetric 
cases  should  be  encouraged,  particularly  for  those  in  moderate 
circumstances  and  the  poor  who  cannot  afford  in  their  homes  ideal 
conditions  and  the  best  of  nursing  and  attendance. 

Hospital  accouchement  not  only  minimizes  the  risks  from  sepsis, 
eclampsia  and  all  forms  of  dystocia,  but  it  affords  the  best  pos- 
sible facilities  for  the  management  of  all  complications  or  acci- 
dents to  the  mother  or  child,  and  so  not  only  decreases  the  direct 
mortality  of  labor,  but  the  indirect  also  through  the  better  facili- 
ties for  the  prevention  and  after  care  of  lacerations  and  injuries, 
for  how  often  does  a  life  of  chronic  invalidism,  and  ultimate 
death  follow  delivery  when  unfavorable  surroundings  have  made 
good  results  impossible. 

With  regard  to  prophylaxis  I  wish  to  speak  of  but  two  measures 
the  practical  application  of  which  may  be  made  possible  every- 
where and  under  the  most  unfavorable  conditions. 

I  refer,  first,  to  the  establishment  of  a  habit  of  making  few  vagi- 
nal examinations,  and  second,  the  routine  use  of  rubber  gloves. 

External  palpation  supplements  or  supersedes  the  vaginal  ex- 
amination to  a  great  degree  when  once  the  manual  dexterity  for 
itL  satisfactory  performance  has  been  acquired,  and  it  is  possible 
to  conduct  most  of  the  cases  one  meets  without  any  vaginal  ex- 
amination whatever. 

Rubber  gloves  protect  the  physician  as  well  as  the  patient. 
They  are  smooth,  easily  sterilized  and  wholly  devoid  of  objection- 
able features  while  they  have  everything  to  commend  them. 

I  (bstetric  practice  is  the  field  of  greatest  usefulness  of  the  rub- 
ber glove,  and  no  obstetric  case  should,  in  my  judgment,  be 
conducted  without  them.  Their  routine  use  will  reduce  domicile 
morbidity  and  mortality  from  puerperal  sepsis  to  near  the  hospital 
figures. 

<  Mice  established  the  treatmenl  of  puerperal  sepsis  must  be 
rational,  and  consistent  with  the  principles  of  modern  surgical 
science  as  applied  to  like  pathologic  processes  in  other  organs,  and 
above  all  else  we  must  teach  ourselves  the  limitations  and  dangers 
of  the  uterine  curette  and  douche. 

The  monstrous  abuse  of  the  ui  srine  curette  is  still  practised 
in   this   disease,   notwithstanding   its   condemnation   by  most   of 
those  in  the  profession  who  are  best  qualified  to  form  an  opinion 
In  certain  forms  of  sapremic  intoxication  with  retained  putrefying 
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products  of  conception  its  use  is  justified,  but  there  can  be  no 
question  but  it  does  vast  harm  in  an\  of  the  varieties  of  true 
septicemia,  through  a  dissemination  and  distribution  of  the  in- 
fection and  the  opening  up  of  new  areas  for  absorption. 

Furthermore  the  administration  of  an  anesthetic,  which  its  the 
ssitates,  is  in  severe  cases  of  puerperal  sepsis  a  most  unde- 
sirable and  unfortunate  addition  to  the  difficulties  of  the 
as  the  kidneys  are  too  often  already  overburdened  with  the  elimi- 
nation of  toxins  and  but  poorly  fitted  for  the  extra  task  thus  put 
upon  them.  I  think  we  may  safely  establish  the  rule  that  all 
septic  patients  with  a  pulse  rate  of  120  or  over  should  be  spared 
the  administration  of  an  anesthetic,  if  possible,  and  that  when  one 
is  necessary  in  such  a  case  a  bad  prognosis  must  of  necessity  be 
given.  In  this  connection  allow  me  to  add  that  in  puerperal 
sepsis  of  the  graver  types  the  pulse  and  the  expression  are  the 
indices  of  the  true  state  of  the  case,  and  that  the  tempera- 
ture may  be  near  the  normal  throughout,  and  is  seldom  very  high 
until  within  a  few  hours  of  death,  while  in  a  sapremia  the 
temperature  is  often  very  high  early  in  the  disease,  though  the 
pulse  is  not  rapid  or  bad  in  quality  and  the  expression  § 
These  are  differential  points  of  some  value. 

Of  vaginal  and  intra-uterine  douches  little  need  be  said.  The 
antiseptic  solutions  ordinarily  used  may  do  some  good,  but  are 
capable  of  doing  very  great  harm  if  injudiciously  or  unskilfully 
used,  and  as  we  now  possess  better,  safer  and  more  easily  ap- 
plied means  to  the  same  end,  I  have  almost  totally  abandoned 
them. 

I  mention  the  antistreptococcic  serum  and  the  Unguentum 
Crede  simply  to  say  that  I  have  no  faith  in  the  efficacy  o*  either, 
while  the  first  may  be  capable  of  doing  great  harm. 

Laxatives  and  purges  are  also  capable  of  doing  irreparable 
mischief,  for  while  they  promote  elimination  they  serve  to  dis- 
tribute the  infection  when  the  peritoneum  is  involved,  and  salts. 
in  particular,  deplete  and  weaken,  while  the  rational  treatment 
is  to  stimulate  and  support.  The  instillation  of  normal  saline 
solution  is  most  valuable  in  this  direction  and  directly  opposed 
to  the  action  of  salts  in  SO  far  as  it  fills  up  the  blood  vessels  and 
promotes  elimination  without  depleting.  It  remains  to  be  proved 
how  far  the  addition  of  formalin  to  this  solution  may  aid  re- 
sistance to  the  disease. 

Whiskey,   strychnine,   caffeine,   spartine.  quinine  and   digitalis 

38 


594       wetherill:  treatment  of  puerperal  infection. 

are  all  valuable  as  sustainers  as  is  also  adrenalin  chloride  and 
these  may  be  used  in  conjunction  with  other  treatment. 

The  best  results  of  treatment  in  this  dreadful  disease  are  to  be 
secured  through  the  rigid  application  of  the  same  means  indicated 
in  other  intra-abdominal  infections,  with  the  additional  use  of 
drainage  by  tubes  and  the  intra-uterine  irrigations  of  alcohol  as 
advocated  by  K.  Carossa  in  1896,  and  first  brought  to  the  at- 
tention of  Americans  by  Dr.  Edward  J.  Ill,  of  Newark,  New 
Jersey,  in  a  paper  read  before  the  American  Association  of  Obste- 
tricians and  Gynecologists  in  1897. 

To  particularize,  this  requires  absolute  rest  in  bed,  no  purges 
and  no  food  by  mouth,  and  if  nausea  and  vomiting  occur,  repeated 
stomach  washing  with  the  stomach  tube  till  nausea  ceases ;  rectal 
feeding,  with  stimulating  and  supporting  predigested  foods  in 
small  amounts  every  four  or  six  hours  and  salt  solution  by  rectum, 
hypodermoclysis  or  intra-venous  injection  as  indicated.  On^ 
a  day  a  cleansing  rectal  enema.  Strychnia  or  other  stimulants 
hypodermically. 

Locally  the  conditions  demand  such  treatment  as  may  be  ap- 
plied to  arrest  or  control  the  pathologic  process  without  danger 
of  distributing  it  and  the  manipulations  must  be  so  gently  and  dex- 
terously done  as  to  be  possible  without  an  anesthetic.  These  in- 
dications have  been  so  very  satisfactorily  met  in  my  experience 
of  the  past  two  years  by  a  modification  of  the  alcohol  method 
of  Carossa  that  I  venture  to  give  its  details,  as  I  find  the  method 
is  little  known  and  rarely  practised. 

The  patient  must  be  gently  lifted  out  of  bed  on  to  a  table,  in  a 
good  light.  The  vulva  and  vagina  are  gently  but  thoroughly 
cleansed  with  soap,  water,  alcohol  and  a  two-per-cent  carbolic 
solution.  The  vagina  is  mopped  out  and  dried  and  a  Sims' 
speculum  introduced.  The  cervix  is  grasped  with  a  volsellum 
forceps  and  gently  drawn  down  and  steadied.  The  cervical  canal 
is  wiped  out  with  gauze  and  any  loose  bits  of  membrane  or 
fetal  residue  picked  out  with  forceps.  The  uterine  cavity  may  be 
gently  irrigated  with  sail  solution  or  even  wiped  out  with  pure 
carbolic  acid,  if  the  surfaces  be  covered  with  diphtheritic  or  strep- 
tococcic membrane  and  then  gently  dried  with  a  strip  of  gauze. 
A  double  current  drainage  tube,  like  that  shown,  of  as  large  cali- 
ber as  ran  be  easily  introduced,  is  pa^ol  to  the  uterine  fundus. 
Some  50  per  cent  alcohol  is  thrown  through  each  tube  with  a  glass 
syringe  ti  1  assure  frced<  nn  fr<  nn  <  »bstructi<  >ns.  The  vagina  is  lightly 
packed  with  gauze  .and  the  patient  returned  to  bed. 
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All  i)i  this  seems  like  a  severe  ordeal  for  a  despi  rately  ill  patienl 
to  bear  without  an  anesthetic.  Indeed  it  may  be  so,  but  the 
end  justifies  the  means,  for  \\<  have  at  once  provided  complete  and 
perfect  drainage  for  the  infected  cavity  (a  detail  of  supreme  im 
portance),  also  a  way  to  apply  a  safe  nontoxic  and  most  potent 
antiseptic  to  the  direct  seat  of  the  disease  at  very  short  intervals, 
without  exhausting  or  painful  handling  of  the  patient.  The  nurse 
is  instructed  to  inject  into  the  tubes,  at  short  intervals,  from 
two  to  four  ounces  of  50-per-cent.  alcohol  which  at  once  flushes 
and  cleanses  the  uterine  cavity  and  retards  septic  diffusion 
through  the  lymphatic  vessels  along  which  it  is  passed  in  the 
process  of  being  absorbed.  Thus  not  only  the  original  seat  of 
the  infection  in  the  uterus  and  vagina  may  he  drained  and  dis- 
infected, but  the  very  absorbents  themselves  may  be  saturated! 
with  a  nontoxic  antispetic,  the  constitutional  effect  of  which  is. 
precisely  indicated  for  the  more  it  is  diffused  and  taken  up,  the 
better  will  be  the  effect. 

A  I  )enver  colleague  in  one  of  his  first  cases  treated  by  this 
method  used  95-per-cent  alcohol  and  had  his  patient  in  a  state 
of  comfortable  intoxication  for  many  hours  from  its  uterine  as- 
similation, and  although  she  had  been  curetted  three  times,  and 
was  in  a  most  desperate  condition,  he  had  the  intense  satisfaction 
of  seeing  her  recover.  I  believe,  however,  that  the  50-per-cent 
alcohol  is  ordinarily  better  and  more  efficient. 

The  tubes  and  gauze  may  be  left  in  situ  for  from  three  days  to 
two  weeks,  being  kept  free  from  obstruction  with  debris  by  the 
strong  action  of  a  good  piston  syringe.  The  fountain  syringe  will 
not  do  this.  If,  by  any  accident,  the  tubes  are  withdrawn,  they 
must  he  reintroduced,  hut  with  the  tubes  I  show  you  there  is  little 
danger  of  this  if  the  shoulder  is  made  broad. 


Drainage  Tube. — Shoulder  is  made  by  cutting  holes  in  op] 

les  of  tube  near  the  middle  and  drawing  an  end  through  them. 

As  to  the  results  of  this  method  of  treatment,  I  can  only  com- 
pare them  to  those  witnessed  some  years  ago  in  diphtheria  from 
the  use  of  the  antitoxin,  for  if  it  he  instituted  sufficiently  early — 
that  is,  before  general  sepsis  and  diffuse  peritonitis  are  established 
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— the  temperature,  pulse  and  general  expression  of  the  disease  are 
all  rapidly  altered  for  the  better,  and  even  in  one  desperate  case 
of  general  sepsis,  with  extensive  embolic  pneumonia  and  diffuse 
peritonitis,  I  had  the  pleasure  of  seeing  the  patient  recover  under 
its  employment. 

My  results,  and  I  have  had  not  a  little  experience  with  the 
method  in  the  last  two  years,  have  been  most  gratifying  and 
even  at  first  so  astonishing  that  I  could  scarcely  believe  them 
possible.    But  they  are  uniformly  good  and  at  last  I  have  learned 
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to  expect  only  good  results  in  all  but  the  very  advanced  cases  of 
diffusion  of  the  diseasi 

Permit  me  to  exhibit  a  typical  temperature  chart  from  a  case 
of  septic  endometritis  from  a  self-induced  abortion  as  illustrating 
the  effects  of  the  treatment.  For  some  days  before  entering 
the  hospital  the  patient's  pulse  and  temperature  had  been  about 

where    we    found    them    on    admission.    (138    and     [O3.80).      She 

anxious  and  restless,  distended  and  tender  over  the  whole 
abdomen,  in  greal  pain  and  desperately  ill,  so  thai  she  and  her 
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physician  had  expected  that  she  would  die.  Sin-  was  given  no 
anesthetic,  and  she  was  not  curretted.  Please  note  the  improve- 
ment in  pulse  and  temperature  immediately  upon  the  institution 
oi  treatment,  the  relapse  when  she  withdrew  the  tubes,  and  the 
rapid  improvement  when  the  treatment  was  resumed. 

This  is  all  so  vastly  different  from  our  former  experiences  with 
the  vaginal  douche,  the  curette  and  the  knife,  that  I  feel  com- 
pelled to  do  and  say  what  may  be  in  my  power  to  have  this  simpler 
and  safer  method  supersede  them. 

Regarding  surgical  measures  in  puerperal  sepsis,  let  me  add 
that  further  experience  with  curettements,  colpotomies,  ooph' 
tomies  and  hysterectomies  only  serve  to  confirm  me  in  my  general 
rule  as  applied  to  acute  infections  of  any  origin  in  the  peritoneal 
cavity,  which  is,  never  operate  during  the  acute  stage  except  as  a 
last  resort,  and  then  always  with  the  worst  possible  prognosis. 
Occasionally  a  patient  may  recover  in  spite  of  the  operation,  how- 
ever, if  the  after  care  is  wise  and  rational. 

Coming  from  one  who  practises  surgery,  the  last  paragraph 
may  be  regarded  by  some  operators  as  sadly  unorthodox  and  an 
expression  of  rank  heresy,  but  my  conclusions  have  been  de- 
liberately and  maturely  reached,  after  considerable  personal  ex- 
perience and  a  close  observation  of  the  methods  and  results  of 
those  who  have  been  more  conventional  and  radical. 


Note. — At  the  meeting  of  the  New  York  Obstetrical  Society  of  Novem- 
ber II,  reported  in  the  January  number  of  this  Journal,  a  paper  was  read 
by  Dr.  W.  S.  Stone  upon  "Some  Cases  of  Puerperal  Septicemia  and  Their 
Treatment."  and  it  was  discussed  by  some  of  the  ablest  and  best  obstetri- 
cians of  New  York. 

So  far  as  one  may  judge  from  this  report  not  a  word  was  uttered  in 
regard  to  draining  and  flushing  an  infected  uterine  cavity  through  tubes. 
No  mention  was  made  of  the  alcohol  treatment  of  Corossa.  though  it  was 
brought  to  the  attention  of  the  American  Association  of  Obstetricians  and 
Gynecologists  at  Niagara  Falls  in  1897  by  Dr.  Ill  of  Newark,  New  Jersey, 
and  he  tells  me  that  "In  the  hospitals  of  this  neighborhood  it  has  become 
the  standard  treatment  as  soon  as  the  diagnosis  of  Puerperal  Endometritis 
has  been  made." 

Can  it  be  possible  that  a  method  so  sound  and  rational  in  theory  and 
so  valuable  and  effective  in  practice  is  not  known  and  not  used  in  our 
test  medical  metropolis? 

I  note  with  pleasure  the  prevailing  opinion  of  the  abler  men  at  this 
meeting  against  the  use  of  the  uterine  curette  and  douche  in  this  disease, 
but  feel  certain  that  the  established  routine  of  the  average  practitioner  will 
be  little  changed  for  a  long  time  to  come,  a-  the  rut  in  which  he  works  is 
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a  deep  and  long-traveled  one  and  as  yet  few  can  clearly  see  the  way  out 
of  it. 

For  ten  years  I  have  protested  against  this  abuse  of  the  curette,  and  I 
hope  to  live  long  enough  to  see  it  universally  cast  aside  in  all  acute  infec- 
tions of  the  female  pelvic  organs.  11.  G.  W. 

1632  Welton   Street. 


PUERPERAL  HEMATOMA;  WITH  REPORT  OF  A  CASE  AXD 
REMARKS  COXCERXIXG  IT. 


H.   R.   COSTON',   M.D., 
Birmingham,   Ala. 

Denaux  was  the  first  to  give  any  systematic  treatise  on  this  sub- 
ject. 

It  is  of  very  rare  occurrence  and  would  require  the  aggrega- 
tion of  several  hundred  thousands  of  cases  of  labor  to  arrive  at 
the  exact  truth  of  its  frequency.  Dubois  only  saw  one  case  in 
fourteen  thousand  labors :  Barker  reports  twenty-two  case?  which 
came  under  his  personal  observation.  Hirst  {Text.  B.  Obs.) 
places  its  frequency  at  once  in  sixteen  hundred  labors. 

The  predisposing  cause  is  the  engorged  condition  of  the  puden- 
dal arteries  and  veins  and  the  strain  put  upon  them  by  labor ;  and 
to  this  may  be  added  any  pathological  condition  of  the  vessels  as 
sclerosis  or  varicosities.  The  great  number  of  women  who  have 
varicosities  of  the  vulvar  veins  and  the  very  few  who  suffer  from 
hematoma  would  argue  against  the  etiological  importance  of 
varicose  veins.  Croom  (Ediu.  Med.  Jour.,  Vol.  xxxi)  attributes 
etiological  importance  to  anteversion  of  the  pregnant  uterus.  Hirst 
(Loc.  Cit.)  says  an  elongated  cervix  predisposes  to  its  occurrence. 
Chronic  nephritis  has  been  given  etiological  importance  by  some 
writers,  but  when  we  remember  the  extreme  frequency  of  nephritis 
and  great  rarity  of  vulvar  hematoma  it  requires  quite  a  long 
stretch  of  ihe  imagination  to  connect  the  two  conditions.  Deform- 
ity of  the  pelvis  or  a  disproportion  between  the  child  and  the  pel- 
vis may  cause  it.  Jewett  (Obstetrics)  mentions  "circulatory  dis- 
ease or  morbid  alteration  of  the  blood."  I  fe  also  says  the  accident 
is  sometimes  spontaneous,  [n  the  case  herein  reported  I  believe 
it  to  liner  been  <\ur  to  the  rapid  delivery  of  the  after-coming  head. 

The  exciting  cause  in  most  cases  is  the  pressure  of  the  fetal 
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mass  "ii  the  soft  parts  of  the  mother.  The  use  <>i'  Eoreceps  or 
other  instruments;  symphyseotomy,  or  the  spontaneous  separation 
of  the  symphysis  pubis;  the  rapid  deliver}  of  the  after-coming 
head;  or  the  accidental  striking  of  the  parts  against  a  hard  sub- 
stance, as  in  a  case  reported  by  Beck  and  Wagner,  in  which  a 
woman  struck  the  vulva  on  the  edge  of  a  chair,  causing  a  hem- 
atoma to  form  which  increased  in  size  until  it  ruptured.  The 
bleeding  could  only  he  controlled  by  continuous  suture.  (N.  Am. 
Pract,  Feb.  4.  1903.) 

It  may  occur  before,  during  or  after  labor,  but  the  vast  majority 
occur  during  labor : — That  is  the  vessel  will  be  ruptured  during 
the  passage  of  the  child's  head  over  the  mother's  soft  parts.  Those 
esses  occurring  before  labor  will,  I  believe,  usually  be  found  upon 
close  investigation  to  be  due  to  violence.  If  small,  it  may  be  due 
to  hemorrhagic  diathesis,  but  the  mere  statement  of  the  patient 
that  she  has  not  hurt  herself  in  any  way  must  be  accepted  cum 
gratia  salis — a  violent  attempt  at  coitus  in  the  latter  weeks  might 
cause  even  a  large  hemorrhage. 

Those  cases  occurring  after  labor  have  received  the  injury  which 
causes  it  during  labor  and  the  act  of  sneezing,  violent  coughing  or 
the  act  of  quickly  sitting  up  in  bed  has  dislodged  a  thrombus  and 
allows  bleeding  in  those  who  would  otherwise  be  free  from  it. 

It  varies  in  size  from  the  smallest  subcutaneous  extravasation  to 
a  tumor  holding  several  pints  and  reaching  up  to  the  umbilicus  in 
front  or  the  kidneys  behind.  It  may  occupy  any  position :  its 
usual  position  is  in  one  or  other  of  the  labia  majora,  but  it  may  be 
in  the  perineum,  before  or  behind  the  labia  minora;  rarely  it  occu- 
pies both  labia  ;  it  may  dissect  up  the  vaginal  wall  or  the  deeper 
pelvic  structures ;  it  has  been  reported  as  extending  in  the  subperi- 
toneal tissue  as  far  as  the  kidneys  behind  or  the  navel  in  front ;  it 
may  burrow  under  the  mons  veneris  or  the  inguinal  ring  and  be- 
come subcutaneous  on  the  belly. 

If  the  effusion  occurs  above  the  pelvic  fascia  it  forces  itself  up- 
ward ;  if  below  the  pelvic  fascia  it  dissects  toward  the  vulva. 

The  symptoms  depend  upon  the  amount  of  blood  lost,  its  loca- 
tion and  the  previous  condition  of  the  patient.  Pain  may  he  more 
severe  in  a  comparatively  small  vulvar  hematoma  that  is  stretching 
the  sensitive  skin  than  in  a  much  larger  hemorrhage  into  the  sub- 
peritoneal tissues;  if  the  amount  of  blood  lost,  therefore,  is  greal 
we  will  not  only  have  the  symptoms  of  hemorrhage — rapid  pulse, 
quick  respiration,  sensation  of  choking,  sighing,  great  pallor, 
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but  the  pain  will  be  in  proportion  to  the  amount  of  the  hemor- 
rhage, the  location  being  the  same.  If  the  amount  of  the  hemor- 
rhage be  extreme  we  will  have  in  addition  to  the  foregoing  symp- 
toms, thready  pulse,  blindness,  syncope,  or  even  death  without  the 
appearance  of  blood  externally.  The  pain  complained  of  by  my 
patient  was  "stinging''  and  is  usually  described  as  "stinging," 
"burning,"  "lancinating,"  "sharp."  The  pain  is  produced,  not  so 
much  by  the  traumatism  that  caused  the  hemorrhage,  as  by  the 
separation  and  distention  of  living  tissues  by  the  interstitial  ac- 
cumulation of  fluid  ;  when  it  is  above  the  introitus  vagina?  and  be- 
low the  uterus — around  the  vagina — there  will  be  added  to  the 
above  pain,  expulsive  efforts  excited  by  the  presence  of  the  foreign 
body  in  the  vagina. 

To  the  eye  the  tumor  appears  bluish  or  bluish-black  in  color, 
depending  upon  whether  it  is  under  skin  or  mucosa. 

In  the  great  majority  of  cases  it  appears  after  the  birth  of  the 
child,  but  often  before  the  delivery  of  the  placenta.  It  may  occur 
between  the  births  of  twins  or  before  the  completion  of  labor  in 
any  case  and  enlarge  so  rapidly  as  to  constitute  an  obstruction  to 
labor.  Should  a  hematoma  rupture  while  the  hemorrhage  is  in 
progress — especially  if  it  should  rupture  intraperitoneally — all  the 
symptoms  of  hemorrhage  would  rapidly  increase,  and  unless  the 
attendant  quickly  made  use  of  radical  measures,  the  patient  would 
soon  bleed  to  death.     Hirst  reports  such  a  case. 

After  active  hemorrhage  has  ceased  the  hematoma  may  rupture 
subcutaneously,  diffusing  itself  under  the  skin  of  a  large  area. 
The  pain  abates  soon  after  the  cessation  of  the  hemorrhage,  leav- 
ing only  a  sensation  of  tension,  soreness  and  a  tender  tumor  which, 
if  the  case  progresses  favorably,  gradually  becomes  absorbed;  or, 
if  very  large,  may  become  organized  in  part  leaving  a  permanent 
tumor.  Should  it  become  infected  we  will  have  the  symptoms  of 
suppuration  added — redness,  heat,  pain  increased,  softening,  fluc- 
tuation, and,  should  the  case  be  neglected,  symptoms  of  sepsis  en- 
sue : — rigors,  high  fever,  sweats,  abscesses  in  other  parts  of  the 
body,  rapid  decline  and  death. 

Hematoma  must  be  differentiated  from  varicose  veins  of  the 
vulva,  hernia,  inversion  of  the  uterus,  or  vagina,  blood  clot,  the 
placenta,  or  a  fecal  mass  in  the  rectum.  If  occurring  before  de- 
livery it  might  he  mistaken  for  the  placenta,  and  the  same  may  be 
said  in  case  it  should  occur  between  the  births  of  twins,  and  to  the 
latter  must  he  added  the  presenting  part  of  the  second  child.  The 
two  conditions,  however,  nia\    he  easily  differentiated  upon  pal- 
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pation.  From  varicosities  it  is  easily  differentiated  by  the  total 
absence  of  pain  and  their  disappearance  on  pressure,  and  the 
absence  of  any  of  the  symptoms  of  hemorrhage. 

Hernia  gives  no  pain  unless  strangulated,  presents  no  symptoms 
of  hemorrhage,  disappears  on  the  use  of  pressure,  and  does  not 
present  the  discoloration  seen  in  hematoma. 

Inversions  must  be  diagnosed  by  their  anatomical  characteris- 
tics, by  the  sudden  and  extreme  shock — collapse — produced  by 
uterine  inversion,  by  their  appearance  upon  inspection,  and  by  the 
absence  of  pain.  A  blood  clot  may  be  wiped  away  and  need 
scarcely  be  considered. 

A  polypus  gives  no  pain  unless  of  an  expulsive  character,  pre- 
sents no  symptoms  of  hemorrhage  and  has  not  the  discoloration 
seen  in  hematoma. 

The  placenta  presents  characteristic  anatomical  peculiarities 
which  at  once  identify  it. 

A  fecal  mass  does  not  present  symptoms  of  hemorrhage,  the 
sharp  pain  of  hematoma,  or  the  bluish  discoloration.  A  rectal  ex- 
amination will  be  conclusive. 

Occurring  before  labor  or  between  the  births  of  twins  the  ana- 
tomical characteristics  of  the  placenta  or  fetus  will  differentiate  the 
cases. 

Prognosis :  Formerly  hematoma  was  regarded  as  a  very  serious 
trouble,  the  death  rate  being  from  20  per  cent  to  40  per  cent.  Un- 
der the  present  aseptic  treatment  of  cases  death  should  occur  very 
seldom — possibly  not  more  than  6  per  cent  of  cases  now  terminate 
fatally.  The  danger  lies  in  an  immediately  fatal  result  from  rup- 
ture or  great  hemorrhage  after  incision ;  or  in  a  later  death  from 
exhaustion  from  suppuration  or  sepsis.  Because  of  the  danger  of 
rupture,  a  hematoma  that  forms  before  labor  or  between  the  births 
of  twins  is  much  more  dangerous  than  one  forming  post-partum. 

The  following  case  will  elucidate  much  of  the  foregoing  as  well 
e  the  treatment  for  an  average  case:  Mrs.  J.  T.  McC,  aet. 
30;  iv.  para;  called  me  at  12:30  a.m.,  July  27th,  1902.  I  found 
os  fully  dilated,  membranes  ruptured  and  a  breech  presentation. 
Tin'  delivery  of  the  breech  was  unusually  rapid.  The  head  came 
down  in  the  left  oblique  diameter.  I  had  drawn  down  the  cord 
and  as  the  body  was  expelled  I  pulled  down  the  arms,  placed  my 
finger  in  the  mouth,  and  with  the  next  pain  completed  the  delivery 
of  the  child  by  turning  over  the  mother's  abdomen,  the  entire  labor 
from  my  arrival  in  the  house  having  lasted  not  more  than  twenty 
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minutes.     It  was  very  easy  and  accompanied  with  less  pain  than 
ordinary. 

The  child  cried  at  once  and  was  severed  from  the  mother ;  the 
placenta  followed  the  child  with  the  next  pain,  which  came  on  only 
a  few  minutes  after  the  child  was  born.  Almost  immediately  after 
the  birth  of  the  child  the  mother  complained  bitterly  of  a  sharp, 
stinging  pain  a  little  to  the  left  and  below  the  posterior  commis- 
sure. I  could  find  no  laceration  of  the  skin  or  perineal  body,  but 
soon  detected  a  small,  hard  body  just  where  the  pain  was  most 
severe.  This  body  enlarged  to  the  size  of  a  large  closed  fist  and 
occupied  the  left  labium  majus  and  upper  portion  of  the  perineum : 
it  projected  across  or  into  the  vulvar  fissure,  forming  a  considera- 
ble obstruction  to  the  exit  of  clots  and  debris.  I  immediately 
diagnosed  hematoma  and  kept  the  woman  quiet  upon  her  back 
She  complained  of  being  very  weak  and  "smothery" — symptoms 
due  to  the  loss  of  blood.  I  administered  morphia  and  atropia 
hypodermically  and  gave  3i  F.  E.  ergot  internally.  I  also  applied 
a  firm  compress  held  in  place  by  a  tight  bandage. 

She  soon  rallied  and  when  I  returned  six  hours  later  she  was 
suffering  no  pain  except  a  sensation  of  tension.  The  tumor  had 
not  increased  in  size,  showing  that  hemorrhage  had  ceased.  To 
the  touch  it  was  hard  and  tender.     I  continued  the  compress. 

The  second  day  I  ordered  an  ointment  of  ichthyol  and  lanolin 
and  left  off  the  compress.  At  the  end  of  four  days  the  mass  had 
sensibly  diminished  in  size  and  with  the  use  of  the  ointment  and  a 
general  tonic  the  case  slowly  progressed.  The  woman  was  up  at 
the  end  of  the  third  week  and  when  seen  five  months  after  de- 
livery there  was  nothing  to  be  found  except  a  hard  nodule  the 
size  of  a  small  marble.  This  nodule  gives  her  no  trouble,  and  un- 
less she  should  get  it  bruised,  is  not  likely  ever  to  become  trouble- 
some. 

I  believe  in  this  case  that  some  of  the  fibers  of  the  transversus 
perinei  or  sphincter  vagina  muscle  wire  lacerated  with  the  ac- 
<'  impanying  artery  by  the  after-coming  head.  I  was  not  conscious 
of  any  unusual  resistance  or  sudden  giving  away  of  the  tissues; 
but  the  location  of  the  tumor,  and  the  fact  that  the  head  came 
down  in  the  left  diameter,  the  sudden  oncoming  of  the  symptoms 
and  immediate  appearance  <>f  the  tumor,  all  indicate  to  my  mind 
that  there  was  some  subcutaneous  laceration  by  the  after-coming 
head.  It  was  beneath  the  pelvic  fascia — i.e.,  between  the  fascia 
and  skin — because  it  burrowed  downward,  whereas  if  it  had  been 

above  the  fascia  it  would  have  burrowed  upwards. 
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The  treatment  outlined  above  is  applicable  to  all  cases  in  which 
the  hemorrhage  is  situate  below  the  pelvic  fascia  and  the  tumor  is 
not  larger  than  the  closed  fist — to  all  cases  in  which  the  hemor 
rhage  ceases  before  the  life  of  the  woman  hecomes  jeopardized. 

Jn  ease  the  hematoma  should  rupture  while  the  bleeding  is  in 
active  progress  it  should  he  firmly  tamponed,  or  it  may  he  possible 
to  locate  and  tie  the  Weeding-  vessel;  continuous  suture  may  he 
necessary.  If  it  should  rupture  intrapcritoneally  nothing  short  of 
immediate  laparotomy  would  offer  hope  of  a  successful  result. 

In  case  the  hemorrhage  is  below  the  fascia,  and  cannot  be  con- 
trolled by  ice  and  compress,  incision  with  turning  out  of  the  clots 
and  ligature  of  the  vessel,  or  if  it  cannot  be  found,  continuous 
suture  or  tamponade,  will  become  necessary,  should  the  hemor- 
rhage evidently  be  from  the  uterine  arteries  it  is  advised  that  they 
be  ligated  or  clamped  per  vaginam.  In  any  case  of  primary  in- 
cision the  wound  must  be  closely  packed  with  iodoform  gauze. 
Many  cases  will  require  surgical  treatment  secondarily  for  the 
removal  of  the  clot  because  of  threatened  suppuration  or  because 
of  pain.  In  any  case  in  which  suppuration  has  occurred  it  must 
at  once  be  laid  wide  open,  washed  out  with  hydrogen  peroxide  or 
other  antiseptic  agent  and  treated  as  an  open  wound.  There  is 
but  little  danger  of  hemorrhage  from  secondary  incision. 

In  all  cases  the  bowels  must  be  kept  open ;  the  diet  must  be 
light  but  nutritious ;  the  woman  must  have  stimulants,  tonics  and 
alteratives  as  the  nature  of  the  case  may  demand,  always  remem- 
bering to  keep  the  stomach  in  a  healthy  working  condition.  The 
skin  and  kidneys  must  be  watched  carefully  in  all  septic  cases.  I 
have  found  that  a  calomel  purge  every  second  day  was  beneficial 
iii  any  septic  condition  and  believe  here  it  would  be  beneficial.  In 
long-continued  cases  with  failure  of  nutrition  some  preparation  of 
malt  or  beer  has  given  me  good  results. 

Those  cases  occurring  before  delivery  will  receive  the  same 
treatment  as  others,  except  that  it  may  be  necessary  to  incise  the 
tumor  to  remove  the  obstructing  mass. 

211   Hood  Bldg. 
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CYSTIC    BLADDER    MISTAKEN    FOR    AN    OVARIAN    CYST. 


ENRIQUE  FORTUN,  M.D., 

Visiting  Surgeon,  Hospital  Xo.   I, 

Havana,  Cuba. 


With  the  diagnosis  of  ovarian  cyst,  a  colored  woman  about  40 
years  of  age  was  admitted  to  my  ward.  She  presented  a  tumor, 
cystic  in  character,  intra-abdominal,  about  the  size  of  a  man's  head. 

Two  things  were  evident  upon  inspection ;  the  bulging  of  the 
tumor  in  the  lower  abdominal  segment,  and  its  central  location, 
although  the  large  size  made  it  involve  the  lateral  aspects.  I  could 
not  appreciate  its  relations  with  the  uterus  by  simple  palpation, 
but  the  latter  seemed  large  and  hard.  The  tumor  was  somewhat 
movable.  My  diagnosis  was  also  ovarian  cyst,  without  being  able 
to  determine  from  which  ovary  it  had  developed. 

Patient  was  kept  six  days  under  observation,  no  change  taking 
place  in  the  size  of  the  tumor.  There  was  repeated,  frequent 
micturition  of  small  quantities,  but  the  total  amount  excreted  was 
normal. 

The  operation  was  performed  on  May  18,  1902. 

Upon  opening  the  abdominal  cavity  by  an  incision  from  the  um- 
bilicus to  the  pubis,  the  cyst  came  into  view,  all  efforts  to  withdraw 
it  were  ineffectual.  An  incision  through  the  cyst  brought  forth  a 
watery  liquid.  The  internal  surface  of  the  cyst-wall  seemed  to  us 
so  much  like  the  bladder,  that  we  directed  an  assistant  to  catheter- 
ize  the  patient. 

A  small  amount  of  clear  urine  was  drawn  ;  the  fact  that  the  con- 
tents of  the  cyst  were  then  bloody  from  the  operation  and  that  be- 
sides this  we  could  feel  the  end  of  the  catheter  deeply  in  the  tis- 
sues underneath  the  cyst-wall  reassured  us.  Xot  finding  a  pedicle, 
we  thought  we  might  be  dealing  with  a  cyst  of  the  broad  ligament ; 
enucleation  was  evidently  impossible  and  our  effort  only  produced 
a  laceration  of  the  tissues ;  we  then  decided  to  resect  the  greater 
part  of  the  sac.  Before  proceeding  further,  the  right  hand  intro- 
duced into  the  pelvis  permitted  me  to  feel  a  hard  mass,  about  the 
size  of  an  orange,  which  could  be  nothing  but  the  uterus ;  on  its 
being  brought  to  the  surface,  the  fact  of  a  fibromatous  uterus  was 
made  evident.  There  was  no  doubt  then  that  we  had  been  dealing 
with  an  enormously  distended  bladder.     Separating    this    organ 
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from  the  uterus,  I  performed  supra  vagina]  amputation  of  the 

latter. 

A  second  introduction  of  the  catheter  into  the  bladder  brought 
out  a  small  quantity  of  bloody  tluid  and  the  end,  this  time,  ap- 
peared inside  of  the  false  cyst. 

With  the  scissors,  I  resected  the  lacerated  portion  of  the  vesical 
sac  and  then  sutured  in  two  continuous  planes:  one  sero-muscular 
with  catgut  and  the  other,  serous,  with  silk.  The  abdominal 
wound  was  closed  without  drainage  and  a  self-retaining  catheter 
introduced. 

The  catheter  was  retained  nine  days :  alter  that  urine  was  voided 
naturally  and  spontaneously;  there  was  no  urethral  or  vesical  irri- 
tation or  other  complication.     Convalescence  was  rapid. 

It  is  evident  that  the  bladder  was  bent  and  compressed  by  die 
fibroma;  the  superior  portion,  communicating  with  the  inferior 
one,  emptied  itself  incompletely,  until  the  time  when  the  exag- 
gerated flexure  of  the  bladder  shut  it  off  entirely  from  the  lowe» 
portion,  thus  establishing  a  permanent  cyst.  As  the  ureters  voided 
into  the  lower  portion  of  the  bladder,  no  derangement  took 
place  other  than  the  frequent  micturition  due  to  the  reduced  capa- 
city of  the  bladder.  The  urine  contained  in  the  cyst  lost  its  char- 
acteristics as  in  hydronephrosis,  becoming  watery. 

P-efore  the  Pan-American  Medical  Congress,  which  met  in  Hav- 
ana. I  presented  the  following  case: 

In  the  course  of  a  laparatomy  for  uterine  fibroma,  the  bladder, 
which  was  firmly  adherent  to  thejtumor,  which  had  dragged  it  to  a 
considerable  height,  became  lacerated.  The  tear  was  so  great  that 
the  line  of  suture  extended  for  18  cm.  In  this  case,  which  ter- 
minated successfully,  I  followed  the  same  line  of  treatment  as  in 
the  one  described.  Are  we  to  infer  from  this  that  drainage  by 
gauze  of  the  peritoneal  cavity  should  be  abandoned?  I  think  so, 
in  such  cases. 

A  careful  suture,  in  conditions  analogous  to  the  ones  described, 
ought  to  be  followed  by  success;  the  thickened  bladder  wall  in  such 
cases  permitting  the  line  of  suture  to  occupy  a  location  well-guard- 
ed from  contamination. 

The  case  reported  above  shows  how.  even  when  we  are  on  guard, 
circumstances  may  lead  to  wrong  conclusions.  In  spite  of  the  fact 
that  the  interior  of  the  cyst  suggested  the  bladder  I  was  led  into 
error,  although  it  is  true  that  catheterism  before  and  during  tne 
operation  showed  no  diminution  in  the  size  of  the  tumor  and  this 
to  a  certain  extent  makes  the  "-in  les-  sinful." 
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The  precautions  which  I  take  with  regard  to  the  bladder,  in  my 
laparotomies  for  fibromas,  since  the  occurrence  of  the  case  here 
reported,  may  seem  exaggerated  to  those  who  have  not  met  with 
the  accident  described. 
Salud  Numero  34. 


THE   TREATMENT   OF   GONORRHEA   OF   THE   UTERUS. 


GEORGE   W.   NEWTON, 

Professor  of  Gynecology,   Chicago  Clinical  School;   Attending  Gynecologist  West   Side 

Hospital;   Associate   Professor   Clinical   Gynecology,    Extra   Mural    College 

of    Physicians    and    Surgeons,    Chicago,    111. 


The  treatment  of  gonorrhea  of  the  uterus  varies  with  the  loca- 
tion and  chronicity  of  the  disease.  The  same  methods  should  not 
he  used  in  treating  an  acute  gonorrhea  that  are  employed  in  treat- 
ing the  chronic  cases.  Likewise  the  same  drugs  are  not  applicable 
for  treating  a  gonorrhea  of  the  fundus  that  are  used  in  treating 
gonorrhea  of  the  cervix.  It  is  difficult  to  destroy  gonococci  in  the 
uterus  for  the  ducts  of  the  Nabothian  glands  of  the  cervix  and 
fundus  furnish  them  such  excellent  hiding  places  that  it  is  diffi- 
cult to  destroy  them  with  drugs  or  remove  them  with  the  curette. 
They  also  may  have  penetrated  the  muscular  structures  of  the 
uterus  so  deeply  that  it  is  impossible  to  reach  them  with  the 
curette. 

The  methods  I  have  employed  during  the  past  two  years,  both 
in  my  clinic  and  private  practice,  have  given  me  very  satisfactory 
results. 

When  the  disease  is  limited  to  the  cervical  canal,  the  discharge 
should  first  be  removed  with  my  brush,  a  description  of  which  can 
be  found  in  the  Journal  of  the  American  Medical  Association,  Jan. 
26,  1901. 

This  brush  will  remove  the  tenacious  secretion  perfectly  in  a 
nd's  time.  Then  to  the  membrane  which  lines  the  cervical 
canal,  a  mixture  consisting  of  40  per  cent  carbolic  acid  and  60  pev 
rent  of  tincture  of  iodin  should  he  applied  with  prepared  cotton 
on  an  applicator,  care  being  taken  that  none  of  this  mixture-  goes 
beyond  the  internal  os.  However,  I  believe  it  matters  little  what 
antiseptic  is  used  here  if  the  cervical  canal  is  first  cleansed,  some- 
thing that  has  been  practically  impossible  f<>r  me  to  do  until  I  had 
this  bru^h  made. 
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It"  thru-  is  much  erosion  about  the  external  os,  after  making  the 
application  of  iodin  and  carbolic  acid,  a  tampon  wrung  out  of 
one-per-cent  creoline  should  be  inserted  into  the  vagina,  and  the 
patient  should  use  daily  douches  of  a  weak  solution  of  creoline. 
These  applications  to  the  cervical  canal  can  be  made  once  or  twice 
weekly. 

After  the  disease  has  gone  beyond  the  internal  os,  the  treatment 
varies  w  ith  the  chronicity  of  the  disease.  If  the  gonorrheal  process 
is  subacute,  put  the  patient  to  bed,  prepare  her  as  carefully  as 
though  she  were  to  have  a  hysterectomy  performed,  dilate  the 
uterus  carefully  but  thoroughly,  then  flush  the  uterus  with  two 
quarts  of  sterilized  water,  follow  this  with  a  few  ounces  of  a  one- 
or  two-per-cent.  solution  of  protargol,  then  lightly  pack  into  the 
uterus  gauze  saturated  with  a  two-per-cent.  solution  of  protargol. 
Allow  this  gauze  to  remain  in  the  uterus  twenty- four  hours,  at  the 
end  of  which  time  it  should  be  removed.  The  uterus  is  again 
washed  out  with  protargol  solution.  Continue  to  wash  out  the 
uterus  once  daily  with  the  protargol  solution  until  it  becomes  pain- 
ful to  insert  the  intrauterine  douche  point.  This  will  happen  in 
about  one  week  or  ten  days.  By  that  time  the  disease  should  be 
cured.  If  it  is  not,  you  have  done  your  patient  no  harm ;  and  you 
have  increased  her  chances  of  subsequent  recovery  by  the  better 
drainage  which  your  dilatation  has  afforded. 

If  the  disease  is  chronic  exactly  the  same  procedures  as  above 
described  are  carried  out  excepting  after  dilating  the  uterus  it 
should  be  curretted  thoroughly  with  a  sharp  curette.  Providing 
there  is  no  pre-existing  salpingitis,  little  fear  need  be  entertained 
of  this  treatment  starting  it  up.  If  salpingitis  already  exists  not 
much  is  to  be  hoped  from  any  local  treatment  the  uterus  may  re- 
ceive. Not  once  has  gonorrhea  gone  to  the  fallopian  tubes  after 
the  uterus  has  been  treated  according  to  the  methods  just  recom- 
mended, whereas  salpingitis  developed  so  frequently  after  using' 
the  methods  taught  by  most  of  the  text-books  that  I  practically  de- 
termined never  again  to  curette  a  gonorrheal  uterus.  The  pro- 
cedures I  refer  to  consist  in  dilating,  curetting,  applying  iodin  and 
carbolic  acid  or  a  mixture  of  both,  or  a  solution  of  chloride  of  zinc, 
then  packing  the  uterus  with  iodoform  gauze.  Applying  caustics  to 
the  uterus  is  condemned  by  Pryor,  of  Xcw  York,  for  the  following 
reason.  The  slough  that  results  from  the  use  of  the  caustic  forms 
an  excellent  culture  medium  for  the  microbes  that  have  not  been 
destroyed  or  have  not  been  washed  away.     The  protargol  solution 
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will  destroy  all  the  gonococci  it  reaches,  and  it  does  not  act  as  a 
caustic. 

Curing  a  gonorrhea  of  the  uterus  does  not  bring  quite  so  much 
glory  to  the  doctor  as  does  the  performing  of  a  hysterectomy,  but 
it  certainly  adds  much  more  to  the  patient's  happiness.  Patients 
should  be  examined  before  leaving  the  hospital  and  the  husbands 
should  be  interrogated,  for  if  they  go  home  to  a  husband  who 
has  a  chronic  gonorrhea,  they  may  not  remain  cured  even  though 
they  left  the  hospital  free  of  gonococci. 

Just  what  percentage  of  cases  are  curable  by  these  methods,  I 
cannot  at  present  state.  The  secretions  from  the  uterus  and  the 
vagina  from  the  last  six  cases  I  have  treated  have  shown  no  gono- 
cocci three  months  after  the  operation,  and  symptomatically  they 
arc  well. 

878  W.  Adams  Street. 


SEPTICEMIA    WITH    UNCOMMON    SYMPTOMS.1 


DR.  JOHN   VAX   RENSSELAER, 
Washington,    D.    C. 


It  is  well  known  that  inflammation  of  the  parotid  gland  some- 
times follows  traumatism  or  diseases  of  the  abdomen  or  pelvis 
but  very  rarely  occurs  after  trouble  in  other  parts  of  the  body.  If 
typhoid  fever  be  considered  an  abdominal  malady,  as  it  essentially 
is.  it  is  found  that  in  thirteen  out  of  two  thousand  cases  parotitis 
took  place,  while  in  seven  thousand  cases  of  scarlet  fever  only 
once  was  the  disease  complicated  by  infection  of  this  gland. 

When  it  follows  an  injury  or  disease  of  some  abdominal  or  pel- 
vic organ,  in  nearly  95  per  cent,  of  cases,  it  occurs  as  a  solitary 
event,  unaccompanied  by  any  further  lesion.  No  satisfactory  ex- 
planation has  been  given  of  the  connection  between  the  lower  ab- 
dorhen  and  the  parotid;  probably  the  infectious  properties  are  car- 
ried by  the  blood  from  the  inflammatory  focus  to  the  gland,  but 
why  this  and  not  other  glands  should  become  affected,  is  difficult 
to  determine. 

A    very   inadequate  explanation   is  given   in    Pepper's  system, 

'Read  before  the  Washington  Obstetrical  and  Gynecological  Society,. 
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advanced,  how  -imply  an  opinion,  that  "the  excitii  j 

rhaps  mechanical  in  nature  namely,  the  excessive  dryness  of 
the  mucous  membrane  of  the  mouth  so  common  in  severe  fevers. 
This  dryness  may  lead  to  an  occlusion  of  the  orifice  of  the  parotid 
duet,  with  retention  of  the  saliva,  which  undergoing  decomposi- 
tion, may  act  as  an  irritant,  producing  inflammation,  and  finally 
suppuration  of  the  glandular  tissue,  rhis  is  a  likely  enough  ex- 
planation of  the  causation  in  some  cases,  but  dryness  of  the  mouth 
is  such  a  uniform  symptom  of  fever,  and  suppurative  parotitis 
such  a  comparatively  rare  complication,  that  it  cannot  be  a  very 
active  or  common  caus< .  " 

Though  tins  statement  was  made  less  than  twenty  years  ago, 
the  writer  has  failed  to  connect  the  inflammatory  condition  with 
the  presence  of  bacteria,  as  the  causative  agent. 

When  complicating  ovariotomy  or  parturition,  that  is,  condition- 
supposedly  free  from  pyogenic  hacteria.  it  does  not  make  its  ap- 
pearance until  a  week  or  ten  days  have  elapsed  since  the  operation 
or  confinement,  and  passing  through  a  period  similar  to  mumps, 
des  gradually  without  suppuration.  If  the  infection,  how- 
ex  it.  In-  from  a  septic  focus,  as  an  appendicitis,  pus  tube  or  ab- 
cess  in  the  pelvis,  the  liability  to  suppuration  or  gangrene  is  more 
than  50  per  cent:  out  of  78  such  cases.  45  suppurated  and  33  re- 
solved. As  in  mastitis,  an  enormous  quantity  of  pus  may  be  formed 
some  distance  below  the  surface  and  fail  to  be  recognized  for  some 
time,  because  of  the  tense  condition  of  the  superficial  tissues,  the 
ssi\  e  tenderness  and  the  absence  of  pitting  on  pressure,  though 
finally  well  defined  fluctuation  ma)-  be  apparent.  The  more  usual 
course  is  for  several  small  abcesses  to  coalesce,  and  while  this  is 
taking  place,  suppuration  may  be  set  up  in  the  masseter  and  tem- 
poral muscles,  and  the  pus  force  its  way  up  over  the  zygomatic 
process  into  the  temporal  fossa,  the  periosteum  and  the  cranial 
bones  themselves  becoming  involved,  with  extension  to  the  middle 
ear.  In  fact,  the  pus  generally  breaks  into  the  auditory  canal  near 
the  meatus  or  into  the  mouth,  and  this  in  spite  of  early  incisi<  >n.  1  t 
it  may  burrow  backward  over  the  mastoid  process  :in<\  down  in 
the  neck.  The  lymph  nodes  in  the  vicinity  become  swollen,  tender 
and  also  suppurate,  while  the  nerves  resisl  for  a  long  time,  until 
if  the  inflammation  continues  to  gangrene,  both  the  facial  and  the 
branches  of  the  trifacial  are  rapidly  destroyed.  <  >f  course,  gan- 
grene indicates  extreme  infection  and  is  always  dangerous,  but 
iii  th<  5,  if  the  original  inflammation  in  the  abdomen  has 

had  time  to  subside,  the  risk  to  life  is  much  les>-  than  if  the  two 
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were  co-existent,  and  recovery  is  the  more  frequent  result,  though 
with  the  face  distorted,  the  muscles  on  the  affected  side  being 
paralyzed ;  hearing  on  the  same  side  may  also  be  permanently  im- 
paired, and  the  sight  too,  from  paralysis  of  the  lower  lid.  In  the 
following  case — the  only  one  I  have  ever  seen — nearly  all  the  con- 
ditions just  related,  were  present. 

This  lady,  ast.  35  years,  mother  of  one  child,  12  years  old,  had 
always  enjoyed  fairly  good  health,  except  that  occasionally  she 
suffered  pain  about  the  heart,  and  had  fainting  attacks,  and  had 
been  informed  by  her  physicians  that  she  had  pseudo-angina  pec- 
toris. In  the  early  part  of  1901,  had  an  attack  of  appendicitis,  and 
the  appendix  was  removed  by  Dr.  Bull  of  New  York — the  ab- 
domen being  closed  immediately  without  drainage,  and  the  recov- 
ery uneventful. 

On  June  1,  of  this  year,  she  was  seized  with  a  sharo  pam  in 
the  right  inguinal  region.  Ten  days  previously,  while  shopping 
11:  New  York,  her  menstrual  period  had  come  on,  and  contrary  to 
i:er  usual  custom  of  remaining  quietly  in  bed  at  such  times,  she 
continued  actively  on  her  feet,  though  feeling  quite  bad,  until  her 
return  home  on  June  4th.  After  resting  two  days,  she  was  so 
huch  better  that  she  took  a  trolley  ride  in  the  evening,  returning 
thoroughly  chilled,  as  she  was  thinly  clad,  and  the  temperature 
had  suddenly  fallen  several  degrees.  During  the  night,  pain  be- 
gan, and  when  I  saw  her,  this  was  the  only  symptom.  There  was 
io  fever,  pulse  was  78,  strong  and  full,  no  tympanites  or  distention, 
me  bowels  having  moved  normally  that  morning.  The  seat  of  pain 
was  at  first  below  the  lower  end  of  the  appendicitis  cicatrix,  grad- 
ually shifting  further  on  until  it  was  located  immediately  to  the 
right  of  the  bladder.  My  first  thought  was  that  she  had  strained 
the  adhesions  about  the  cecum,  and  later  that  perhaps  a  renal 
calculus  was  being  passed,  the  urine  containing  a  faint  trace  of 
albumen,  but  no  casts.  Gradually,  with  rest  in  bed.  and  hot  fo- 
mentations  to  the  abdomen,  the  pain  subsided,  and  in  four  days  she 
was  sitting  up,  receiving  visitors  and  said  she  was  well.  During 
the  second  nighl  following,  the  pain  suddenly  recurred  with 
greater  intensity  than  before  and  J  found  a  slight  rigidity  of  the 
I'-  at  the  lower  end  of  the  scar,  and  on  vaginal  examina- 
tion a  poinl  of  exquisite  tenderness  at  the  seat  of  the  righl  ovary. 
T<  mperature  m/  ami  pulse  91  >. 

Next  day  Dr.    1'al.er  Johnson  saw  her  with  me.     The  area  of 

inflammation  from  being  located  on  the  righl  side  gradually  ex- 

I  io  the  left,  indicating  a  general  pelvic  peritonitis,  lasting 
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severs  during  winch  period  her  suffering  was  verj  great. 

She  was  unable  to  retain  nourishment  by  mouth  and  vomited  at 
short  intervals  a  peculiar  greenish  fluid  of  offensive  odor,  while 
the  abdomen  was  greath  distended  and  fears  of  a  general  peri- 
tonitis were  entertained.  Foreseeing  the  necessity  of  opening  the 
abdomen  at  thi>  critical  period  her  physician  in  New  York,  Dr. 
Hodgson,  was  senl  for  to  meet  us  in  consultation,  but  before  his 
arrival,  she  had  been  greatly  relieved  by  the  injection  high  up  into 
the  bowel-  by  catheter  of  a  quart  of  hot  water  containing  a  table- 
spoonful  of  powdered  alum,  which  though  causing  intense  suffer- 
ing, resulted  in  the  passage  of  an  enormous  amount  of  gas  with 
fecal  matter  and  some  mucus.  1  >ischarges  of  a  similar  character 
continued  for  the  next  three  days,  with  gradual  subsidence  of  ab- 
dominal and  pelvic  symptoms,  until  by  the  16th  inst.,  she  was 
tk<  night  to  be  so  far  convalescent,  that  in  a  short  time  she  could 
be  removed  to  her  summer  home  in  New  England.  We  were  led 
to  this  decision  the  more  readily,  because  she  was  fretting  at  be- 
ing detained  in  this  hot  city.  Up  till  now  the  case  had  been  re- 
markable for  the  rapid  development  and  as  rapid  subsidence  of 
abdominal  inflammation.  On  the  evening  of  the  16th,  she  first 
spoke  of  her  neck  feeling  stiff  and  of  her  head  aching  slightly,  and 
within  48  hours,  the  whole  right  side  of  her  face  and  neck,  from 
the  clavicle  to  the  temporal  fossa,  was  enormously  swollen,  the 
parotid  region  being  especially  hard,  tense  and  glistening.  Dr. 
Compton  now  joined  us  in  consultation.  Hot  fomentations  f<  >r  a 
few  hours  were  succeeded  by  applications  of  ice,  which  were  con- 
tinued as  being  less  likely  to  encourage  suppuration.  Though  her 
lever  was  now  about  1030,  the  pulse  rate  rarely  passed  90;  she 
was  very  restless  and  nervous,  being  kept  awake  by  pain  in  the 
neck.  Phosphate  of  codeine  ^2  gr.  hypodermatically  repeated  once 
or  twice  in  the  24  hours,  was  usually  sufficient  to  make  her  com- 
fortable, though  swallowing  was  difficult.  From  being  at  first 
red.  the  whole  side  of  the  face,  from  the  temporal  region  to  the 
chin,  assumed  a  greyish  purple  tinge  and  was  exceedingly  hard  to 
the  touch,  very  tender  on  pressure,  and  glazed  and  shining,  as  if 
highly  polished.  The  auditory  canal  became  occluded  by  the 
swelling  and  the  right  eye  closed.  Breath  very  offensive  and 
throat  s<>re. 

In  the  meantime,  the  urine  which  had  been  normal  in  quantity 

and  quality,  since  just  after  the  beginning  of  her  illness,  became 

tlj  reduced  in  amount,  and  while  the  parotid  inflammation  was 

at  it-  height,  contained  sometimes  25  per  cent,  by  volume  of  al- 
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bumen  and  numerous  granular  and  blood  casts.  Cups  were  applied 
over  the  kidneys  twice  for  twenty-five  minutes,  and  infusion  of 
digitalis  gss  every  four  hours  administered,  but  for  two  days  the 
average  was  less  than  §20  in  24  hours.  Free  purgation,  however, 
prevented  any  uremic  symptoms. 

On  June  21,  though  as  yet  no  fluctuation  could  be  detected,  the 
lances  were  almost  closed  by  the  great  swelling  about  the  right 
tonsil,  and  free  incisions  were  made  in  this  region,  also  in  the 
cheek  from  the  interior  of  the  mouth,  and  in  the  auditory  meatus, 
without  appreciably  relieving  the  state  of  affairs.  June  2$,  an  in- 
cision below  the  ear  led  to  the  exit  of  one-half  a  drachm  of  pus 
with  pronounced  odor,  which  later  became  quite  profuse  in 
amount,  but  the  general  tumefaction  was  not  reduced,  and  on  the 
28th,  nitrous  oxide  was  administered  and  an  incision  made  into 
the  parotid,  which  was  found  to  be  gangrenous,  large  sloughs  be- 
ing removed,  and  only  about  three  ounces  of  pus.  There  being 
now  deep  fluctuation  in  the  neck,  another  incision  was  made  two 
inches  above  the  clavicle,  and  a  drainage  tube  passed  from  one 
opening  to  the  other. 

June  30th.  Large  amount  of  discharge  in  dressings,  contain- 
ing particles  of  slough  and  reddish  pus;  the  right  eye  closes  very 
slowly  and  remains  open  when  asleep.  Face  distorted,  being  drawn 
to  the  left  side,  especially  about  the  mouth  ;  tongue  protrudes  to  the 
left. 

July  1  st.  General  condition  so  much  improved  that  it  was 
thought  safe  to  remove  her  to  New  York,  but  on  the  train  the 
heart  for  the  first  time  flagged,  and  it  was  necessary  to  resort  to 
energetic  stimulation.  After  this  date,  I  did  not  see  her,  but  a 
letter  received  in  September  stated  she  was  rapidly  regaining 
strength,  though  the  facial  paralysis  remained. 

The  noteworthy  features  of  this  illness  were  the  nature  and 
cause  of  this  rapid  pelvic  inflammation  and  the  slow  development 
of  the  gangrene  in  the  parotid.  It  hardly  seems  possible  that  latent 
infection  in  the  right  Fallopian  tube  as  a  result  of  the  appendicitis 
eighteen  months  ago,  could  have  been  present  and  led  to  the  pelvic 
onitis  at  so  Lite  a  day.  The  uterus  itself  was  perfectly  nor- 
mal. 
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PRURITUS    VULVAE    AND    ALLIED    CONDITIONS.1 


EDWARD    A.    BALLOCH,    M.D., 
\\  ashington,    1 '.    I 


lii  is  distressing  and  annoying  affection  continues  to  be  the  bug- 
hear  of  gynecologists  and  physicians  in  general.  While  gyne- 
cology has  made  rapid  strides  in  the  last  quarter  of  a  century,  in 

respect  to  this  particular  malady  we  are  apparently  not  much  bet- 
ter off  as  to  treatment  than  we  were  in  the  early  days  of  gyne- 
cology as  a  specialty. 

A  mere  glance  at  the  long  list  of  remedies  suggested  for  its 
relief  is  ample  proof,  if  proof  were  required,  that  we  do  not  as 
yet  thoroughly  understand  its  pathology  or  have  any  one  agent 
adequate  to  its  cure.  Every  new  medicated  soap  or  dusting 
powder  which  the  ingenuity  of  German  laboratories  can  devise  is 
vaunted  as  the  hoped-for  specific  for  this  disease,  only  to  follow 
its  predecessors  into  the  limbo  of  useless  and  abandoned  remedies 

I  cannot  hope  to  present  anything  new  or  important  in  the  way 
of  pathology  or  therapeutics  but  shall  only  aim  at  presenting  a 
brief  resume  of  the  affection  and  some  of  its  complications  and 
sequeke  in  the  hope  that  a  free  interchange  of  opinion  and  expe- 
rience may  bring  out  something  helpful  to  all. 

While  this  affection  is  not,  strictly  speaking,  a  disease  but  only 
a  symptom  of  disease,  it  is,  like  diarrhea,  a  symptom  of  such  over- 
whelming importance  that  it  overshadows  the  original  disease  and 
becomes  the  point  of  therapeutic  attack. 

It  may  be  defined,  for  our  purposes,  as  a  hyperesthesia  of  the 
nerves  of  the  vulva  leading  to  and  accompanied  by  an  intense 
itching.  Beginning  as  a  slight  irritation  it  produces  an  irresistible 
desire  to  scratch  the  affected  parts.  This  procedure  naturally  leads 
to  increased  irritation  and  inflammation  making  the  itching  more 
intense  than  ever.  1  hus  is  established  a  vicious  circle,  the  final 
n  suit  in  severe  cases  being  that  the  very  existence  of  the  un- 
fortunate patient  is  rendered  miserable  and  that  life  itself  becomes 
a  burden  t"  the  worn  and  despondent  woman.  Fortunately  the 
itching  is  not  always  so  severe  or  so  constant.  It  may  be  inter- 
mittent, coming  on  when  the  patient  is  overheated  from  any  cause 

'Read  !■  fore  the  Washington  Obstetrical  and  Gyi 
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or  presenting  itself,  for  instance,  at  the  menstrual  period- only.  In 
some  reported  cases  it  was  a  symptom  accompanying  pregnancy. 
A  common  type  is  the  form  which  comes  on  at  night.  This  type 
was  present  in  one  case  under  my  observation  and  was  so  severe 
as  to  seriously  interfere  with  sleep.  The  patient  stated  that  she 
actually  dreaded  to  have  night  come  on  as  she  knew  that  it  meant 
for  her  only  hours  of  misery  and  torture  with  intervals  of  broken 
and  unrefreshing  sleep. 

In  a  case  of  any  standing  as  to  time  the  area  of  the  disease 
spreads  by  continuity  beyond  the  limits  of  the  vulva?  and  may  ex- 
tend to  the  thighs  and  abdomen.  The  constant  scratching  renders 
the  skin  red,  inflamed  and  abraded  and  gives  it,  at  times,  a 
macerated  appearance. 

The  causes  of  pruritus  may  be  grouped  under  three  general 
heads — First.  The  contact  of  irritating  discharges.  Among  these 
may  be  mentioned  as  specially  important,  leucorrhea,  hydrorrhea, 
diabetes,  dribbling  of  the  urine  from  any  cause,  urethritis  and  the 
discharges  accompanying  malignant  disease  of  the  uterus  or 
neighboring  organs.  Second.  Local  derangements  of  the  vulva 
such  as  vulvitis,  aphthae,  vulvar  eruptions,  animal  parasites,  vege- 
tations, urethral  caruncle  and  the  growth  on  the  vulva  of  short, 
bristly  hairs.  Third.  General  derangements  of  the  nervous  sys- 
tem or  those  general  diseases  leading  to  debility  of  the  system. 

It  is  probable  that,  in  the  majority  of  cases,  the  cause  of  pruri- 
tus must  be  sought  in  an  irritating  discharge  of  some  kind  and  of 
such  irritating  discharges  that  of  endometritis  undoubtedly  holds 
the  first  place  as  a  factor  in  the  cassation  of  this  malady.  The 
amount  of  discharge  need  not  be  large,  in  fact  in  some  cases  it  may 
be  so  small  as  not  to  be  noticeable  without  the  closest  scrutiny.  It 
is  the  character  and  not  the  quantity  of  the  discharge  which  pro- 
duces the  pruritus.  That  it  does  not  always  follow  any  lack  of  per- 
sonal cleanliness  is  evidenced  by  the  fact  that  these  cases  are  seen 
more  frequently  among  the  better  classes  and  in  those  having, 
presumably,  the  time  and  inclination  for  personal  cleanliness  than 
among  those  in  the  lower  walks  of  life,  whose  attentions  to  per- 
gonal hygiene  are,  to  say  the  least,  intermittent. 

This  affection  is  a  frequent  accompaniment  of  diabetes  and  is 
usually  ascribed  to  tin-  constitutional  effects  of  that  disease,  but 
an  observation  noted  bj  Thomas  suggests  a  different  view. 
Thomas  says  that  in  several  of  ins  cases  where  diabetes  was  pres- 
ent, th<-  frequent  use  of  the  catheter  greatly  alleviated  the  dis 
Yin-  would  seem  to  indicate  that  it   was  rather  the  contact  of  the 
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diabetic  urine  with  the  parts  than  the  constitutional  effects  of  the 
disease  which  caused  the  pruritus.  For  this  reason  diabetes  has 
been  put  among  the  first  class  of  causes  of  the  affection. 

A  short  summary  of  the  anatom)  of  the  vulva  may  make  it 
clearer  win  superficial  affections  of  this  locality  arc  likely  to  be 
persistent.  The  labia  majora  arc  formed  by  integument  covered 
with  hair  un  their  outer  surfaces.  The  inner  surfaces  are  more 
like  mucous  membrane  but  contain  sebaceous  glands  instead  oi 
mucous  follicles.  The  tissues  beneath  the  skin  are  connective  tis- 
sue, elastic  elements  and  tatty  lobules,  with  an  underlying  basis  of 
fat.  There  is  an  abundant  vascular  supply.  We  thus  have  a  part 
which  is  naturally  warm  and  moist;  with  numerous  sebaceous 
glands;  subject  to  constant  friction  from  clothing  and  movement 
and  constantly  bathed  by  discharges  which  may  be  acrid.  Every 
condition  is  certainly  present  to  favor  a  maceration  and  chronic 
inflammation  of  the  skin,  accompanied  by  such  an  irritation  of  the 
nerve  ends  as  would  lead  to  constant  itching. 

Pruritus  vulvae,  while  not  in  itself  dangerous  to  life,  may  yet 
eventuate  in  and  be  complicated  by  conditions  which  demand  active 
intervention  for  their  relief. 

One  of  the  most  interesting  diseases  of  the  vulva  and  one  in 
which  pruritus  is  the  initial  and  chief  symptom  is  the  condition 
described  by  Breisky  as  kraurosis  vulvae.  This  is  a  very  rare  af- 
fection, Fleischmann  having  observed  only  eight  cases  among 
some  fifteen  hundred  patients  and  Lewin  none  in  seventy  thou- 
sand. Pathologically  the  disease  is  characterized  by  marked  le- 
sions both  of  hypertrophy  and  atroph)  in  different  portions  of  the 
epidermis,  with  a  general  inflammatory  condition  of  the  corium 
and  subcutaneous  tissue.  At  intervals  along  the  surface,  cracks 
or  fissures  are  found,  which  usually  penetrate  the  corium  and  are 
often  filled  with  blood  crusts.  Following  the  horny  layer  into  the 
diseased  portion  it  becomes  enormously  thickened  in  some  areas 
and  in  other  localities  almost  entirely  disappear-.  This  alterna- 
tion of  atrophy  and  hypertrophy  is  the  characteristic  feature  of  the 
disease.  No  disease  of  the  nerves  has  as  yel  been  demonstrated. 
As  to  the  condition  of  the  tissues  beneath  the  epidermis  there  has 
been  noted  a  hyaline  degeneration  of  the  elastic  tissue  with  patches 
of  sclerosis  and  absence  of  capillary  vessels  in  the  corium.  In  a 
carefully  studied  by  Boldt  and  Williams  no  sebaceous  or 
sweat  glands  could  be  found  in  any  of  the  preparation-. 

The  authors  above  quoted  (Amer.  Jour,  of  the  Med.  Sci.,  Nov. 
is. I'm  give  in  their  exhaustive  paper  a  full  summary  of  the  views 
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of  different  observers  as  to  the  etiology  of  the  condition,  some  of 
which  may  be  quoted. 

Breisky,  who  saw  twelve  cases,  attempted  only  a  clinical  and 
pathological  description  and  could  furnish  no  valuable  etiological 
suggestion,  beyond  the  fact  that  some  of  the  patients  had  suffered 
previously  from  a  vaginal  discharge  and  that  in  a  number  of  them 
symptoms  of  pruritus  were  markedly  present. 

Jenowsky  ( six  cases  )  compares  kraurosis  with  leukoplakia  of 
the  mouth  and  tongue. 

Orthmann  (five  cases)  ascribes  an  etiological  place  to  gonor- 
rhea and  a  leucorrheal  discharge. 

Hallowell  placed  kraurosis  among  the  large  and  interesting 
group  of  chronic  inflammatory  diseases  of  the  skin  and  mucous 
membrane,  such  ozena,  psoriasis  of  the  mucous  membrane,  chim- 
ney-sweepers eczema  and  others,  all  of  which  are  characterized  by 
hypertrophy  and  metaplasia  of  epithelium,  a  hardened  corium  and 
a  tendency  to  terminate  in  epithelioma. 

Reed  saw  six  cases,  and  as  a  result  of  a  study  of  these  and  the 
reports  of  others,  he  inclined  to  the  theory  that  disease  of  the  peri- 
pheral trophic  nerve-filaments,  or  of  the  ganglia  whence  they  orig- 
inate, was  the  primary  etiological  factor.  This  theory,  however, 
has  no  supporting  evidence. 

Veit  describes  kraurosis  as  a  narrowing  and  shrinking  of  the 
vulva,  which  is  brought  about  by  an  inflammation  of  the  skin, 
which  again  is  brought  about,  after  intense  itching,  by  scratching. 
That  not  all  cases  of  pruritus  pass  on  into  kraurosis  is  explained 
by  the  fact  that  many  patients  seek  treatment  for  pruritus,  and  a 
sufficient  alteration  of  the  skin  is  not  produced  to  bring  about 
shrinking. 

Sanger  and  Martin  both  lay  stress  on  the  inter-dependent  rela- 
tions between  pruritus  and  kraurosis,  while  Martin  places  special 
weight  on  its  development  out  of  a  previously  existing  inflam- 
matory condition.  Sanger  alludes  to  it  as  a  senile  and  pre-senile 
atrophy  of  the  vulva. 

Boldt  and  Williams,  in  their  monograph  already  alluded  to  and 
tc  which  I  acknowledge  my  indebtedness,  ascribe  to  kraurosis  an 
inflammatory  origin,  and  agree  with  the  hypothesis  of  Veit,  that 
the  itching  induces  scratching,  which  in  turn  sets  up  a  chronic 
inflammatory  condition,  with  the  formation  of  cicatricial  tissue 
in  th<-  d<  eper  layers  of  the  derma  and  subcutaneous  strata,  shrink- 
age and  contraction  of  the  vulva  and  atrophy  of  the  skin  surface. 
They  recognize  the  fad  thai  the  larger  number  of  cases  of  pruri- 
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tus  apparently  do  not  degenerate  into  kraurosis;  it  seems  likely, 
therefore,  that  there  is  some  other  element  which  causes  further 
changes  than  ordinaril)  take  place  with  the  symptoms  in  this  dis- 
This  element  they  believe  to  be  a  microbic  invasion  of  the 
skin  and  subcutaneous  tissues. 

The  clinical  picture  of  a  case  of  kraurosis  is  well  shown  in 
the  report  of  the  following  case,  which  recently  came  under  my 
1  bservation,  and  which  also  illustrates  very  well  one  of  the  ten- 
dencies of  the  disease,  namely,  its  liability  to  result  in  epithelioma. 

The  patient  was  Mrs.  M.,  widow,  white,  about  sixty-five  years 
of  age,  seen  by  me  in  consultation  with  Dr.  George  X.  Perry.  She 
had  been  a  widow  for  many  years,  having  had  three  children  and 
no  miscarriages.  The  family  history  contains  nothing  of  impor- 
ts.nee  bearing  on  this  condition.  Her  personal  history  is  that  of 
uniform  good  health  up  to  twelve  years  ago,  when  the  phenomena 
of  the  menopause  appeared  and,  among  other  nervous  manifesta- 
tions incident  to  that  period,  an  intense  itching  of  the  vulva  oc- 
curred. For  this  she  consulted  her  physician,  but,  through  a  false 
sense  of  modesty,  she  refused  to  submit  to  the  examination  of  the 
affected  parts  which  he  deemed  necessary  to  an  intelligent  treat- 
ment of  her  case.  Accordingly  she  had  borne  for  twelve  years, 
as  best  she  could,  the  pruritus,  which,  at  times,  was  very  intense 
and  caused  her  great  suffering.  There  were  spasmodic  efforts  at 
treatment  of  an  empirical  character,  but  no  systematic  attempts  to 
cure  the  trouble.  In  June,  1902,  she  noticed  two  growths  on  the 
right  labium  majus,  which  seemed  to  increase  in  size  during  the 
following  two  months  and  which  were  at  times  the  seat  of  sharp, 
lancinating  pains.  In  September,  three  months  after  the  first  ap- 
pearance of  the  growths,  she  so  far  overcame  her  scruples  as  to 
consent  to  an  examination  by  Dr.  Perry,  who  found  the  condition 
described  below  and  asked  me  to  see  her  with  him.  I  found  her  to 
be  a  well-nourished  woman,  in  good  physical  condition.  The  labia 
minora  were  so  shrunken  and  atrophied  as  to  he  identified  with 
difficulty.  Both  labia  majora  showed  patches  of  red,  angry-look- 
hickened  epidermis  and  mucous  membrane,  alternating  with 
areas  of  greyish-white,  atrophic  tissue.  At  the  time  of  my  ex- 
amination the  grey  areas  were  in  excess  of  the  red.  The  disease 
involved  the  clitoris  and  fourchette  and  extended  outwardly  to  the 
sound  ^-kin  of  the  pudendum  and  inwardly  as  far  as  the  mucous 
membrane  of  the  vagina.  The  line  dividing  tin  labia  from  the 
vagina  was  distinctly  marked.  <  In  the  right  labium  majus.  at  its 
upper    part,  was    an    1  d,    fissured    ulcer,    a    half-inch    in 
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diameter,  with  ragged  edges  and  containing  crusts  of  dried  blood. 
At  the  lower  part  of  the  same  labium  was  an  elevated,  hard,  red, 
circular  nodule,  an  inch  in  diameter,  sensitive  to  touch  and  painful 
on  pressure.  Xo  involvement  of  the  inguinal  glands  could  be  de- 
tected. There  was  no  apparent  disease  of  the  uterus  or  adnexa 
and  her  general  condition  was  excellent,  all  the  vital  organs  being 
in  good  condition.  The  urine  was  examined  and  found  free  from 
albumen  and  sugar. 

The  case  may  be  summarized  as  'follows :  Pruritus  vulvae,  ap- 
pearing, as  it  so  often  does,  at  the  menopause  and  running  an  un- 
checked course  for  twelve  years ;  kraurosis  developing  at  some 
time  during  this  period  and  the  two  conditions  finally  resulting  in 
epithelioma.  Obviously  the  only  treatment  appropriate  to  such 
a  condition  was  excision  of  the  affected  area.  This  was  recom- 
mended and  was  accepted  by  the  patient  after  some  little  hesitation 
as  she  had  the  impression  that  something  of  a  medical  nature 
might  be  done  for  her  relief.  Accordingly  on  September  29,  1902, 
I  dissected  out  the  involved  area.  The  excision  extended  laterally 
from  the  sound  skin  to  the  mucous  membrane  of  the  vagina  and 
perpendicularly  from  the  mons  veneris  to  a  point  midway  between 
the  fourchette  and  the  anus,  circumscribing  the  meatus  urinarius. 
The  clitoris  was  completely  excised.  The  flaps  came  together 
without  tension,  although  it  was  necessary  to  unite  the  margins 
of  the  urinary  meatus  to  the  skin  on  both  sides.  The  healing  was 
aseptic  and  convalescence  uneventful.  I  heard  from  this  patient  a 
few  days  since  to  the  effect  that  there  had  been  complete  relief 
from  all  her  troubles  and  that  there  was  no  evidence  of  any  re- 
currence, either  of  the  kraurosis  or  the  malignant  disease. 

The  report  of  the  pathologist  was  to  the  effect  that  the  nodule 
was  epitheliomatous  in  character.  The  diseased  skin  is  undergo- 
ing a  more  extended  examination  the  result  of  which  has  not  as 
yet  been  received. 

The  treatment  of  pruritus  resolves  itself  into  a  search  for  the 

cause  of  tlic  disease  and  an  effort  to  remedy  it.    The  uterus  should 

be  carefully  examined  and  any  discharge,  however,  slight  it  mav 

.  should  be  remedied  by  curettage  or  otherwise.    The  urine 

should,  of  course,  be  examined  I  ir  sugar  in  view  of  the  association 

of  many  of  thi  3  with  diabetes.     In  this  connection  attention 

should  be  paid  to  the  bladder  and  urethra  and  any  dribbling  of 
urine  corrected. 

Any  demonstrable  disease  of  the  liver  or  digestive  apparatus 
would  call  for  a  careful  regulation  of  the  diet.    As  a  general  rule, 
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tea,  coffee,  alcoholic  liquors  and  all  highly  seasoned  food  can  be 
abstained  from  with  advantage  to  the  patient. 

In  the  way  of  local  treatment,  the  number  of  remedies  advocated 
for  this  annoying  affection  is  legion,  which  in  itself  is  a  sufficient 

proof  that  none  of  them  is  of  decided  benefit.  I  have  none  to  add 
to  the  already  long  list.  Suffice  it  to  say  that  every  powder,  salve 
01  lotion  that  has  ever  been  suspected  of  having  anti-pruritic  prop- 
erties has.  at  one  time  or  another,  been  used  or  suggested  for  this 
disease  with  the  result  that  our  pruritic  patients  still  continue  to 
scratch. 

As  the  disease  is  aggravated  by  heat  moisture  and  friction,  the 
dictate--  of  common  sense  would  suggest  an  avoidance  of  thesi 
i  far  as  possible. 

The  success  of  excision  in  cases  of  kraurosis  leads  me  to  advo- 
cate it  for  cases  of  simple  pruritus,  after  a  reasonable  trial  of  the 
ordinary  remedies.  It  is  not  difficult  of  execution  and  the  final 
result  is  all  that  could  be  desired. 

1013  Fifteenth  Street. 


THE    REASON'    WHY    LACTATION    CANNOT    BE    PROLONGED 
UNDER  EXISTING  CIRCUMSTANCES. 


JENNIE  G.    DRENNAN,    M.D., 
St.  Thomas,   ( int..   Can. 

the  last  meeting  of  the  American  Gynecological  Society  in 
the  discussion  of  a  paper  on  "A  Further  Contribution  to  the  Study 
of  Lactati«»n  Atrophy,"  one  member  made  the  remark  that  "it  was 
a  mistake  to  tell  a  woman  to  stop  nursing  at  seven  months:  she 
should  go  on  nursing  for  at  least  two  years."  In  the  face  of  pres- 
ent opinion  this  sounds  as  incorrect,  and  one  almost  wonders  at 
the  statement:  but  is  it  an  erroneous  opinion?  It  is  known  for  a 
fact  that  children  nursed  for  twelve  and  fifteen  months  and  even 

-  in  a  few  cases  by  their  mothers  are  usually  the  subje. 
rickets.  marasmus  and  various  other  disorders  of  childhood.     The 
theory  is  that  the  mother's  milk  is  not  sufficiently  nourishing,  does 
not  contain  all  the  nutriment  that  the  nursing  child  demands,  and 
that  consequently  mother's  milk  must  hanged  for  food  : 

suited  to  its  needs.  This  other  food  is  mainly  cereals  and  cow's 
milk  for  the  best  authorities  deprecate  the  feeding  of  young  chil- 
dren with  meat  and  the  ordinarv  food  stuffs  of  adults.     Meat  is 


620        DRENNAN  :    WHY    LACTATION    CANNOT    BE    PROLONGED. 

too  stimulating  to  the  child's  nervous  system  which  in  its  impres- 
sionable stage  of  childhood  does  not  require  stimulation  as  it  may 
later  on,  but  requires  nutritive  material  to  develop  it.  If  a  child 
is  fed  on  cereals — vegetable  albumen — and  cow's  milk  it  is  getting 
a  diet  very  similar  to  that  furnished  it  by  its  mother.  Cow's  milk 
is  richer  in  proteid  matter — casein ;  but  this  is  an  ingredient  which 
tends  to  rapidly  develop  muscular  and  fibrous  tissue  and  and  al- 
though these  portions  of  the  child's  body  require  to  be  developed 
still  the  young  child  is  not  destined  to  be  a  young  cow  but  a  young 
human  being  with  a  much  higher  grade  of  intelligence  than  its  bo- 
vine fellow  and  it  is  not  desirable  to  develop  its  muscular  at  the 
expense  of  its  nervous  system  as  may  be  done  by  feeding  on  cow's 
milk.  This  vegetable  albumin,  contained  in  cereals  is  not  as  easily 
digested  by  the  delicate  organs  of  the  young  child  as  is  albumin 
of  the  mother's  milk.  Its  digestive  system  will  be  overtaxed  to 
digest  this,  or  else  it  will  be  cast  off  in  undigested  masses  acting 
not  as  a  food  but  as  an  irritant.  Moreover,  cow's  milk  already 
containing  so  much  proteid  matter  does  not  require  this  extra 
amount  of  vegetable  albumen.  Cow's  milk  is  deficient  in  sugar, 
that  ingredient  which  is  so  necessary  for  the  production  of  heat  in 
the  young  child.  "It  is  its  dietetic  birthright."  The  amount  of  fat 
is  less  in  human  milk  but  the  excess  of  sugar  will  obviate  this  dif- 
ficulty. The  greater  amount  of  water  in  human  milk  renders  the 
digestion  and  assimilation  of  the  solids  more  easy  for  the  delicate 
organism  of  the  child.  The  slow  rate  of  bony  development  does 
not  require  the  same  amount  of  salts  or  mineral  matter  as  does 
the  rapidly  maturing  body  of  the  calf. 

Human  Milk.  Cow's  Milk. 

Proteids   35 68 

Fats _>5 38 

Sugar 48 30 

Water 890 858 

Salts  2 6 

In  attacking  this  diet   <<nv  is  attacking  the  best   one  allowed  to 

•lie  child  after  weaning,  for  a  great  many  children  are  deprived 

com  's  milk  and  given  starch)  food  ad  libitum. 

The  question  is  why  should  lactation  be  interrupted  as  it  is  at 

1,  eight  "i"  nine  months?     Why  does  mother's  milk  deteriorate 

in  quantity  and  quality  as  lactation  advances?    The  ordinary  moth- 

- 1'"-  milk  d<  >es  deterii  >rate  and  thi  reas<  >n  is  n<  >t  difficult  to  ascertain. 
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There  is  a  physiological  generative  cycle — ovulation,  pregnancy 
and  lactation  a  lesser  cycle  of  which  is  ovulation  and  menstrua- 
tion. In  the  civilized  woman  this  lasl  cycle  is  a  monthly  phenom- 
enon of  her  generative  system;  in  some  uncivilized  woman — 
natural  woman  it  is  not  a  monthly  phenomenon  bul  occurs  only 
at  certain  distant  periods  or  seasons  or  a  few  times  in  the  year. 
1  do  not  believe  that  it  was  ever  intended  to  be  a  monthly  phe- 
nomenon but  that  such  has  been  the  result  of  broken  natural  laws, 
menstruation  being  the  result  of  a  disappointed  pregnancy,  which 
never  occurs  in  lower  animal  lite  nor  in  primitive  human  life. 
Naturally  ovulation  should  occur,  then  pregnancy,  then  lactation 
and  at  the  termination  of  this  ovulation  again.  It  is  known  that 
primitive  women.  Hottentots  for  example,  bear  few  children — four 
— and  that  they  nourish  them  for  two  years  or  more.  Now,  in 
these  primitive,  uncivilized  races  sexual  intercourse  occurs  only 
at  certain  times,  as  it  does  in  the  lower  animals  and  in  response  to 
natural  law  and  not  alone  to  satisfy  the  intemperate  desire  of 
civilized  humanity.  The  wdiite  elephant  of  civilization  is  this  dis- 
obedience to  natural  law.  Returning  from  this  digression  to  the 
statement  that  there  is  a  physiological  generative  cycle — ovulation, 
pregnancy  and  lactation — we  shall  proceed  to  discuss  the  physi- 
ology of  this  phenomenon.  When  ovulation,  the  first  factor  in 
this  cycle  is  in  progress  the  greater  portion  of  the  blood  in  the 
generative  circulating  system  is  directed  to  the  ovaries,  which 
are  in  a  condition  of  physiological  congestion ; — every  normal 
I  hysiotogical  act  is  accompanied  by  a  physiological  congestion — 
ovulation  being  over  and  fecundation  having  occurred  the  conges- 
tion is  transferred  to  the  uterus.  Upon  the  termination  of  preg- 
nancy it  is  transferred  to  the  mammary  glands  for  the  function  of 
lactation.  To  every  one  of  these  three  organs,  ovaries,  uterus  and 
mammary  glands,  an  active  hyperemia,  under  the  control  of  a 
healthy  nervous  system  is  necessary  for  the  free  and  normal  per- 
formance of  its  function.  If  from  any  cause  this  normal  cycle  is 
interfered  with  and  more  blood  than  is  required  to  keep  the  non- 
functionating  organs  in  health  is  directed  to  them,  then  the  one 
supposed  to  be  in  an  actively  functionating  stage  is  deprived  of  its 
normal  amount  of  blood  and  its  function  is  lessened.  In  the  case 
of  the  mammary  glands  the  secretion  of  milk  is  diminished  in 
quantity  and  quality.  Now,  in  the  majority  of  married  women 
of  civilization,  ovulation  and  the  late  months  of  lactation  and  even 
pregnancy  in  its  early  months  ami  lactation  are  concurrent  func- 
tions.   The  mammary  glands  in  these  cases  must  be  deprived  of  a 
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sufficient  amount  of  blood  and  this  secretion  will  therefore  be  in- 
sufficient in  quantity  and  deficient  in  quality.  If  sexual  excitement 
which  is  a  factor  in  causing  the  re-determination  of  blood  to  the 
ovaries  were  not  encouraged  by  sexual  intercourse  during  lacta- 
tion the  mother  could  with  benefit  to  herself  and  her  offspring 
furnish  the  child  with  a  sufficient  and  efficient  food  for  a  much 
longer  time  than  she  now  can.  when  natural  law  is  not  understood 
and  obeyed.  When  the  day  comes  in  which  reproduction  alone  is 
regarded  as  the  cause  for  exercising  the  sexual  act,  then  happiness 
and  health  may  be  looked  for.  This  one  disobedience  or  ignor- 
ance causes  untold  worry  and  misery  to  thousands  and  all  because 
they  do  not  know  or  will  not  observe  natural  law.  Only  one  por- 
tion of  the  cycle  at  a  time  can  properly  be  completed. 

Box  961. 
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CHURCHILL    CARMALT,    M.D., 
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In  the  Surgeon-General's  Reports  I  noted  records  of  more  than 
1, 000  cases  of  Cesarean  section.  Probably  treble  that  number 
have  been  done.  Dr.  Fritz  Curschmann  from  Giessen.  in  the 
Monatschrift  f.  Geburtshulfe  unci  Gynakologie  of  August,  Octo- 
ber and  November,  1902,  has  tabulated  reports  of  119  cases,  with 
cross  incision  of  fundus  recommended  by  Fritsch  of  Breslau.  T. 
G.  Thomas  in  this  country  in  1884  recommended  that  the  uterus 
be  turned  out  of  the  abdomen  and  incised  on  the  anterior  wall. 
The  uterine  incision  he  sutured  with  deep  silver  wire  or  heavy  silk 
interrupted  sutures,  as  Sanger  had  recommended. 

This  was  an  innovation  upon  the  previous  open  uterine  incision 
with  thorough  drainage  into  the  vagina,  or  the  panhysterectomy 
of  Porro. 

P.  Miiller,  at  the  International  Congress  of  Medical  Sciences 
at  <  bpenhagen,  1884  and  1885,  reported  cases  with  longitudinal  in- 
cision of  fundus  and  also  transverse  incision  at  inner  os.  the  latter 
promoting  healing  by  the  normal  position  of  anteflexion. 

J.  C.  Webster,  of  .Montreal,  in  the  American  Journal  of  Ob- 
-11  ikk  s,  [901,  XLIII,  p.  390,  reported  a  longitudinal  fundal  in- 
cision,  but  removed  the  uterus  after  he  had  delivered  the  child. 
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In  [900  Catterina  (A.)  reported  a  case  with  a  posterior  uterine 
incision,  and  in  [901  Kuhne  i  1".  i  reported  a  cross  or  X-shaped  in- 
cision as  making  less  tension  on  sutures. 

In  1895  A.  P.  Dudley  (American  Journal  oi  Obstetrics, 
XXXI,  p.  i"i  advised  short  abdominal  incision,  anterior  uterine 
incision  and  running  catgut  suture  in  uterine  wound. 

Cragin  in  the  Med.  Record  for  1901,  LIX,  pp.  695-699,  de- 
scribes ten  cases,  in  the  last  seven  of  which  practically  this  method 
was  followed.  Since  that  time  I  know  from  his  assistants  and  him- 
self that  Dr.  Cragin  lias  done  ten  more  cases,  with  only  one  death 
of  mother  in  his  series.     The  child  mortality  I  do  not  know. 

Hirst  in  [897  gave  us  the  data  for  the  Porro  operation,  better 
described  as  the  modern  panhysterectomy,  to  that  date. 

Six  cases  of  Cesarean  section  or  the  Porro  operation  have  been 
under  my  immediate  care  during  the  last  eight  years.  At  the  time 
of  labor  of  one  case  at  the  Nursery  and  Child's  Hospital  I  was  out 
of  town,  and  Dr.  Henry  D.  Nicoll  was  good  enough  to  operate 
upon  the  patient  by  median  abdominal  and  longitudinal  uterine  in- 
cision. The  case  was  delightfully  normal  throughout,  the  child 
and  mother  both  did  remarkably  well.  Ten  months  after  operation 
the  uterus  was  not  adherent  to  the  anterior  abdominal  wall.  The 
patient,  a  negress,  a  rachitic  dwarf,  had  had  two  previous  crani- 
otomies. One  case,  the  first  I  had,  in  1894.  occurred  in  private 
practice,  after  rupture  of  the  uterus.  A  Porro  operation,  supra- 
cervical hysterectomy,  was  done  after  a  longitudinal  uterine  in- 
cision had  freed  a  dead  child.  The  patient  lived  five  days,  but 
1  only  an  ounce  of  urine  during  that  time.  The  abdomen 
soft,  no  adhesions  found  by  an  incomplete  autopsy,  uterus 
free. 

<  »ne  case  Dr.  A.  V.  S.  Lambert  did,  and  I  assisted. 
Transverse  fundal  incision,  primary  union,  large  child,  healthy 
mother,  who  had  had  three  craniotomies  previously.  I  have  as- 
sisted at  six  other  Cesarean  operations  done  by  other  men,  in  four 
of  which  the  mothers  died  and  two  children:  in  two  recovery  of 
both  mother  and  child  occurring.  I  had  not  the  care  of  the  c 
and  the  deaths  were  all  due  to  sepsis.  One  of  the  children  was 
anencephalic.  Five  more  cases  I  have  seen  after  or  before  opera- 
tion in  consultation. 

•  If  the  three  cases  I  did  myself,  all  had  live  children  who  did 
well  afterward.  One  mother  had  a  transverse-fundal  incision,  did 
remarkablv  well  and  eleven  months  later  had  no  abdominal  adhe- 
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sions,  a  movable  uterus  in  good  position,  and  a  firm  abdominal 
scar.     She  is  now  pregnant  again. 

Two  cases  had  a  longitudinal  uterine  incision.  Both  recovered ; 
both  has  stitch  abscesses  in  the  abdominal  incision  due  apparently 
to  my  careless  preparation  of  the  field. 

One  case  recovered  after  hysterectomy  done  on  the  third  day 
after  her  Cesarean,  for  leakage  through  uterine  incision  which 
had  given  way  at  its  lower  end  (the  sutures  had  been  catgut).  As 
I  had  seen  this  same  accident  in  the  autopsy  of  the  case  of  a  col- 
league three  weeks  previously  I  was  prepared  to  adopt  the  radical 
measure  of  hysterectomy,  and  fortunately  was  successful  in  its  per- 
formance. 

In  1897  Fritsch  of  Breslau  advised  in  Cesarean  section  a 
transverse  incision  of  the  fundus  of  the  uterus  from  the  uterine 
attachment  of  one  round  ligament  to  the  opposite  one.  Miiller  of 
Strasbourg,  1884,  advised  a  longitudinal  incision  of  the  fundus,  as 
opposed  to  the  almost  universal  use  of  the  longitudinal  incision 
of  the  anterior  uterine  wall,  beneath  and  parallel  to  the  abdominal 
incision  of  entrance. 

Fritsch  claimed  as  advantages  accruing  in  his  method  : 

1st.     Less  hemorrhage. 

2nd.     Easier  apposition  of  divided  tissues. 

3rd.     Lessened  tendency  to  abdominal  hernia. 

.Mullcr  had  said  : 

4th.  Lessened  tendency  to  adhesion  of  uterus  and  abdominal 
wall. 

5th.     Rapidity  of  execution. 

6th.     Lessened  liability  to  strike  the  placental  site. 

I  would  add : 

7th.     Lessened  liability  to  leakage  through  uterine  wound. 

This  incision  of  Fritsch.  has  been  reported  in  119  cases  in  the 
bands  of  different  operators  whose  work  has  been  exhaustively 
reviewed  by  Curschmann  with  much  physiological,  anatomical,  and 
rimental  data  for  and  against  the  incision. 

II-  reaches  the  conclusion  that  the  incision  is  usually  unneces- 
sary and  has  tb<'  following  disadvantages: 

1.  The  abdominal  incision  is  unnecessarily  long. 

2.  The  operation  is  prolonged  by  that  longer  incision. 

3.  In  complicated  cases  the  incision  cannot  be  prolonged. 

4.  If  the  child's  head  is  low  it  may  be  difficult  to  withdraw  it 
through  this  incision. 
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5.  The  adhesions  to  the  omentum  or  intestines  may  be  more 
objectionable  than  adhesions  to  the  anterior  wall. 

6.  That  the  wound  is  not  easily  reached  it  secondary  operation 
should  by  any  chance  be  called  lor. 

7.  That  these  disadvantages  more  than  outweigh  the  advan- 

He  justly  states,  however,  that  in  certain  cases  it  is  a  useful 
variation  oi  an  ordinary  operative  procedure. 

Cases.     From  service  of  Lying-in  Hospital. 

I. — Mrs.  S.,  Russian.  February,  1902.  Had  had  two  crani- 
otomies. Rachitic  pelvis.  Conjugate  vera.,  6  cm.,  internal  pel- 
vimetry. Narrow  from  side  to  side.  Head  of  fetus  would  not 
enter  pelvis  at  7th  month.  Operation  of  election,  two  days'  prepa- 
ration of  bowels  and  skin.  Membranes  unruptured.  Abdominal 
incision  20  cm.  long,  half  above,  half  below  umbilicus.  Uterus 
turned  out  of  abdomen.  Transverse  fundal  incision.  Between 
uterine  ends  of  Fallopian  tubes.  Child  lived.  Weighed  3,800  grms. 
Turned  out  of  uterus  in  membranes  with  placenta.  Mother, 
primary  union.  Left  hospital  23rd  day.  Xo  adhesions  of  uterus 
to  intestine  apparent ;  none  to  abdominal  wall.  Two  months  later  : 
Child  had  pneumonia.  Recovered.  Mother,  washing.  Xo  hernia. 
Infusion  began  with  operation,  500  c.c.  Bleeding  slight.  Pla- 
centa on  posterior  wall  of  uterus.  Uterine  contraction  very  good. 
Pulse  120  after  operation;  100  following  day. 

II. — Mrs.  S.,  Russian  Jewess.  August,  1902.  Had  had 
three  previous  craniotomies,  one  after  induction  at  7th  month. 
Rachitic  dwarf.  Conjugate  5  cm.  Three  physicians  had  tried 
forceps  and  torn  the  cervix  somewhat  when  the  patient  entered 
the  service  of  the  Lying-in  Hospital,  she  having  been  eight  hours 
in  labor.  Fetal  heart  strong  and  regular.  Membranes  had  rup- 
tured. Preparation  of  patient  hurried.  Abdominal  incision  23 
cm.  long,  half  above,  half  below  umbilicus.  I 'terns  tinned  out  of 
abdomen.  Longitudinal  anterior  incision,  10  cm.  long,  from 
fundus  to  contraction  ring  below.  Child  lived.  Weighed  3,400 
grms.  Temperature  of  mother  rose  after  operation  to  103°  on 
third  day.  Local  tenderness  over  anterior  surface  of  uterus. 
Third  day:  Hysterectomy  on  mother.  Lower  end  of  uterine  in- 
gaping,  partially  adherent  to  swollen,  congested  si<: 
omentum.  Drainage  through  vagina,  condition  very  bad.  Re- 
ry,  with  stitch  abscess  around  sutures  of  hysterectomy.  Left 
hospital  32d  daw  Soundly  healed,  no  hernia.  Infusion  during 
operation.     Placenta  on  anterior  wall  of  uterus     Uterine  contrac- 
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tion  very  good.     Bleeding  slight.    Pulse  130  after  operation;  140 
following  day. 

III. — Mrs.  F.,  Finn.  August.  1902.  Had  had  one  craniotomy 
done  in  Helsingfors ;  one  child  after  induction  at  7th  month.  En- 
tered hospital  at  end  of  10th  month.  Had  been  in  labor  12  hours. 
One  doctor  had  tried  forceps.  Fetal  heart  strong  and  regular. 
Head  of  fetus  would  not  enter  pelvis.  True  conjugate  8  cm. 
apparently,  but  great  narrowing  of  pelvic  brim  laterally.  After 
abdomen  was  opened  it  was  found  that  the  body  of  the  last  lumbar 
vertebra  encroached  upon  the  brim  of  the  pelvis  also.  Membranes 
had  ruptured.  Preparation  of  patient  hurried.  Abdominal  inci- 
sion 20  cm.  long,  half  above,  half  below  umbilicus.  Uterus  turned 
out  of  abdomen.  Longitudinal  anterior  incision  10  cm.  long, 
through  contraction  ring.  Child  lived.  Weighed  3,200  grms. :  did 
not  do  well  for  long  time,  but  was  gaining  nicely  when  woman 
left  hospital.  Mother  had  stitch  abscesses  on  10th  day  down  to 
uterine  wound.  Recovered  with  strong  adhesion  to  anterior  ab- 
dominal wall.  Left  hospital  on  45th  day ;  no  hernia.  Child  well. 
Bleeding  considerable.  Placenta  under  site  of  incision.  Uterine 
contraction  poor.  Infusion  500  ex.  during  operation.  Pulse  140 
after  operation;  130  following  day. 

LITERATURE. 

Cross  incision  of  fundus  of  uterus  in  Cesarean  Section   {after  Fritsch): 

Curschmaxx,  (F.)  :  Monatschr.  f.  Geburts.  u.  Gyn.,  August.  October 
and  November,  1902.    Gives  literature  of  all  German  cases  to  1901. 

BlDONE  (E.)  :     Arch.  Ital.  di  Ginec,  Napoli,  1901,  iv,  253. 

Bignani   (E.)  :     Arch.  Ital.  di  Ginec,  Napoli,  1900,  iii,  16. 

DOBROWOLSKI  (S.)  :     Nov.  lek.,  Poznan,  1900,  xii,  355-364;  4  cases. 

Heidenhain  (L.)  :  Centralb.  f.  Gynak.,  Leipzig,  1901,  xxv,  337-342;  4 
cases. 

Holzapfel  (K.)  :     Monatschr.  f.  Geb.  u.  Gyn.,  Berlin,  1901.  xiii,  55"6o. 

Laxiu.  M. :     Lucina,  Bologna.  1900,  v,  85. 

Longitudinal  incision  of  fundus  and  transverse  incision  at  inner  OS: 

Mri. u.K.  I'.:     International  Congress  of  Medical  Sciences.  Copenli 
1884   and    l 

Webster  (J.  C.  >  :    Am.  Jour.  I  >bst.,  [901,  xliii.  390,  finished  case  a-  Porro. 

Posterior  uterine  incision: 

Catterina   (A.):     Rassequa  d'Obst.  c.  Ginec,  Napoli,  1900.  ix,  385. 
1  incision: 

Kuhne  i  !•'.):    Central!),  f.  Gynak.,  Leipzig,  1901,  xxv,  102-110. 

Median   anterior    incision: 

Di  1,1  i.v  (A.  1'.  1:    Am.  Jour.  Obst.,  xxxi,  [895,  i>.  16. 

lam  (W.  J  I       Lancet,  [901,  i.  p.  158-166. 
Cramn:     Med.  Record,  [901,  lix,  ^15-609. 
Porro  Cesarean: 
Hirst:    Am.  Jour.  Obst.,  xxxv,  1897,  p.  97. 

\\l    M     1 


wells:  SURGICAL   iki:aimi.M   of  uterine  fibroma. 


THE   SURGICAL   TREATMENT   OF   UTERINE    linkOMA' 


BROOKS   II.   WELLS,   M.D., 
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New  York  Academy  of  Medicine,  the  Society  of  the  Alumni 

of   the   City   Hospital,   etc. 


In  the  fifteen  minutes  which  your  chairman  has  allotted  to  my 
division  of  to-night's  discussion  I  do  not  propose  to  go  over  all 
of  the  many  surgical  procedures  which  have  been  advised  and 
employed  at  one  time  or  another  in  the  treatment  of  fibroi 
the  uterus,  but  will  speak  only  of  those  measures  which  my  i  \\  n 
experience  has  shown  to  be  of  value. 

Uterine  fibroids  we  know  to  be  exceedingly  common.  Many 
women  have  them  for  years  without  symptoms,  so  that  the}-  may 
only  be  discovered  accidentally.  On  the  other  hand,  they  may 
cause  most  serious  disturbance.  Could  they  all  be  removed  with- 
out risk  to  life  the  surgical  indications  for  their  ablation  would 
always  be  clear,  but  as  there  is  a  definite  mortality  radical  sur- 
gical measures  are  only  indicated  when  the  tumor  is  the  cause 
of  persistent  hemorrhage,  persistent  pain  or  other  pressure  symp- 
tom, when  complicated  by  serious  ovarian  or  tubal  disease,  and 
occasionally  because  of  the  worry  caused  to  a  nervous  patient  by 
the  knowledge  of  its  presence. 

The  treatment  may  be  palliative  or  radical. 

Setting  aside  ligation  of  the  uterine  or  ovarian  arteries  or  cas- 
tration, palliative  treatment  is  practically  covered  by  curettage, 
which  is  useful  in  controlling  metrorrhagia  in  patients  with  small 
tumors  near  the  menopause.  It  may  have  to  be  repeated  several 
times  at  intervals  of  four  to  six  months  and  is  only  efficient  when 
the  cavity  of  the  uterus  is  of  such  a  shape  that  all  of  its  surface 
can  be  safely  reached  by  the  curette. 

Radical  measures  include  vaginal  or  abdominal  removal  of  the 
tumors  and  often  of  the  entire  uterus. 

The  vaginal  operation  is  indicated  when  the  tumor  is  situated  in 
the  cervical  region.     Fibroids  in  this  location  are  rather  rare  and 

'Part  of  a  discussion  before  the  Obstetrical  Section  of  the  New  York 
Academy  of  Medicine,  January  22,  1903. 
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can  often  be  removed  by  simple  incision  of  their  capsule  and 
enucleation.  Intra-uterine  fibroid  polyps  when  small  may  be  re- 
moved through  the  dilated  cervix.  When  too  large  for  this 
they  may  be  reached  by  making  a  transverse  or  i-shaped  in- 
cision through  the  vaginal  mucosa  in  front  of  the  cervix,  sep- 
arating the  bladder  from  the  uterus  and  dividing  the  anterior 
uterine  wall  to  any  extent  that  may  be  necessary  by  a  median 
longitudinal  incision.  This  incision  is  followed  by  very  little 
hemorrhage  and  gives  free  access  to  any  part  of  the  cavity  of  the 
uteriu-.  Even  very  large  submucous  or  pediculated  intra-uterine 
tumors  may  be  removed  by  this  route  by  morcellation,  that  is,  by 
cutting  away  with  stout  scissors  or  the  knife  the  presenting  por- 
tion of  the  tumor,  dragging  a  fresh  portion  into  reach  by  strong 
traction  forceps,  cutting  this  away  and  repeating  the  process  until 
the  whole  tumor  is  removed.  The  wound  in  the  anterior  uterine 
and  vaginal  wall  is  then  carefully  closed  with  interrupted  catgut 
sutures  and  any  hemorrhage  controlled  by  a  packing  of  sterile 
gauze  placed  in  the  uterus  and  vagina.  This  method  is  only  to 
be  recommended  when  we  can  assure  ourselves  that  the  uterine 
appendages  are  not  seriously  diseased.  The  presence  of  pus  tubes 
is  a  strong  contra-indication  and  would  necessitate  a  vaginal 
hysterectomy.  Vaginal  hysterectomy  may  also  be  indicated  when 
there  are  many  small  interstitial  myomata.  In  larger  tumors  or 
tumor  masses  I  prefer  the  abdominal  route.  When  operating 
through  the  vagina  one  must  always  be  prepared  and  ready  for 
abdominal  section  which  may  at  any  time  be  necessitated  by  un- 
expected difficulties.  Before,  during  and  after  the  vaginal  opera- 
tions the  most  scrupulous  asepsis  must  be  observed.  The  gauze 
packing  is  to  be  removed  on  the  third  day  and  the  vagina  after- 
wards irrigated  every  eight  hours  with  a  sterile  saturated  boric 
acid  solution.  The  mortality  after  this  operation  should  be  almost 
nothing  if  we  could  always  prevent  infection.  Yet  vaginal  hyster- 
ectomy in  my  hands  has  given  a  much  greater  mortality  than  have 
the  supra-vaginal  operations. 

All  interstitial  or  subperitoneal  fibroids  larger  than  t,- j  inches 
in  diameter  are  best  reached  through  an  abdominal  incision. 

The  ideal  abdominal  operation  is  myomectomy.  Unfortunately 
it  can  only  be  employed  with  pedunculated  subperitoneal  tumors 
and  occasionally  where  with  a  limited  number  of  small  fibroid 
nodules  it  is,  as  in  young  women  desiring  the  possibility  of  chil- 
dren, of  great  importance  to  preserve  the  uterus.  The  capsule 
over  each  tumor  is  incised,  the  tumor  enucleated,  the  redundant 
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the  capsule  removed  and  the  wounds  closed  by  deep 
catgut  sutures.  When  the  wounds  left  after  enucleation 
m>  that  there  is  difficulty  in  securing  accurate-  and  complete  closure, 
or  when  drainage  is  required,  the  danger  of  the  operation  equals 
and  often  exceeds  that  of  hysterectomy.  In  many  instances  when 
myomectomy  has  been  employed  small  fibroids,  overlooked  and 
left  behind,  have  grown  and  necessitated  a  radical  operation  later. 

The  operation  of  hysterectomy  is  always  formidable,  and  as 
conditions  may  arise  at  any  time  which  tax  the  resources  and 
nerve  of  the  most  skilled,  and  where  hesitation  or  lack  of  ex- 
pedient may  mean  the  immediate  death  of  the  patient,  it  should 
not  be  undertaken  without  an  adequate  practical  knowledge  both 
of  aseptic  surgical  technique  as  applied  to  abdominal  surgery  and 
of  the  anatomy  of  the  pelvic  contents,  particularly  of  the  relations 
of  the  bladder,  ureters,  rectum,  uterine  and  ovarian  arteries,  and 
large  venous  trunks. 

The  patient  is  prepared  as  for  any  abdominal  operation  ;  the  in- 
testines arc  thoroughly  emptied;  for  several  days  she  is  encour- 
aged to  drink  water  freely ;  the  skin  of  the  abdomen  is  carefully 
disinfected,  the  vulva  and  vagina  are  cleansed  and  packed  with 
i  to  2,000  bichloride  gauze  for  two  days,  the  gauze  being  changed 
every  eight  hours  and  the  limbs  covered  with  cotton  and  a  band- 
age to  prevent  chilling  of  the  surface  during  the  operation. 

The  instruments  needed  are :  Two  scalpels,  two  pairs  of  strong 
blunt-pointed  scissors,  two  anatomical  forceps,  six  traction  for- 
ceps, twelve  short  hemostatic  forceps,  eight  long  clamp  forceps, 
pedicle  needle,  retractors,  long  and  small-curved  needles,  slightly 
chromicized  catgut  Nos.  1.  2. 

The  patient  is  put  in  the  Trendelenberg  position.  The  abdomen 
is  opened  by  a  median  incision  beginning  half  an  inch  above  the 
pubes  and  extending  upward,  as  far  as  may  be  necessary  to  allow 
the  delivery  of  the  tumor.  In  making  this  incision  care  must  be 
taken  not  to  injure  the  bladder  which  sometimes  is  drawn  high  up. 
Remembering  that  any  injury  to  the  capsule  of  fibroids  will  cause 
free  and  troublesome  bleeding,  adhesions  are  carefully  detached, 
slight  ones  being  wiped  free  by  a  bit  of  gauze  and  firmer  ones 
divided  betwen  two  ligatures.  Dense  adhesions  to  intestine  may 
require  that  small  areas  be  detached  from  the  surface  of  the  tumor. 
The  tumor  being  freed  from  adhesions  is  lifted  up  and  out  of  the 
abdominal  cavity.  Large  flat  gauze  pads  with  strings  attached 
are  wrung  out  of  hot  sterile  salt  solution  and  placed  so  as  to 
Ct  and  cover  the  intestines.     The  finger  is  passed  under  the 
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broad  ligament  on  the  more  accessible  side,  and,  guided  by  it,  the 
pedicle  needle,  threaded  with  a  long,  strong  ligature,  is  passed 
through  a  portion  free  from  veins,  so  as  to  include  the  ovarian 
artery.  This  ligature  is  then  firmly  tied  and  occludes  the  artery 
and  the  adjacent  large  venous  trunks.  The  ovary  is  to  be  left 
outside  the  ligature,  unless  it  is  so  diseased  that  its  removal  is 
desirable.  A  second  bite  with  the  same  ligature  ties  off  the  round 
ligament.  A  long  clamp  is  now  placed  so  as  to  control  the  vessels 
on  the  uterine  side  and  the  tissues  between  clamp  and  ligature 
are  divided  with  the  scissors.  If  the  ovarian  artery  on  the  other 
side  is  easily  accessible,  it  is  tied  in  the  same  way.  Careful  in- 
spection of  the  anterior  surface  of  the  uterus  will  now  determine 
the  upper  limit  of  the  bladder,  and  a  transverse  incision,  through 
the  perineum  only,  is  made  a  third  of  an  inch  above  this  point, 
running  from  the  lower  edge  of  the  cut  in  the  broad  ligament 
across  the  uterus  to  a  corresponding  point  on  the  other  side.  The 
bladder  is  freed  from  the  uterus  by  being  carefully  wiped  down 
with  a  piece  of  gauze  held  by  fingers  or  forceps.  The  uterine 
artery  is  now  exposed,  and  a  finger  passed  down  by  the  side  of 
the  cervix  can  feel  its  pulsation.  This  artery  is  to  be  carefully 
ligated  on  one  side  and  then  on  the  other,  close  to  the  side  of  the 
cervix,  the  pedicle  needle  being  passed  forward  and  not  outward, 
so  as  to  avoid  the  ureter.  The  cervix  is  then  divided  and  the 
uterus  and  tumor  are  removed. 

When  the  operator  has  attained  confidence  in  his  technique,  the 
procedure  is  greatly  simplified,  especially  in   difficult  cases,   by 
first  securing  the  ovarian  and  round  ligament  arteries  on  the  more 
easily  accessible  side,  freeing  the  bladder,  securing  the  uterine 
vessel,  cutting  freely  across  the  cervix  until  its  tissue  is  nearly 
divided,  and  catching  the  lower  portion  of  the  cervix  with  traction 
forceps  so  as  to  have  it  under  control  in  case  of  unexpected  hemor- 
rhage.    Then  tearing  carefully  the  last  fibres  of  the  cervix,  the 
operator  will  see  the  remaining  uterine  artery  arching  across  the 
torn  space.     After  this  has  been  clamped  or  ligated.  and  the  re- 
mainder of  the  broad  ligament  has  also  been  clamped,  the  tumor 
moved.    All  bleeding  points  having  been  secured  by  ligatures 
anterior  and  posterior  peritoneal  edges  "f  the  pelvic  wound 
arefully  brought  together,  so  as  to  cover  in  all  raw  surfaces 
leave  finally  only  a  seam  across  the  pelvis.     The  abdomen  is 
then  closed. 

When  it  i<  considered  besl  t'>  remove  the  entire  cervix,  after 
ring  the  arteries  by  ligature  or  clamp,  the  uterus  or  the  cer- 
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vical  stump  is  drawn  away  from  the  vagina  and  the  dissection  is 
carried  down  1>\  scissors,  keeping  close  to  the  cervix  so  as  even  to 
ka\  e  a  slight  ring  of  its  tissue  in  place.  When  the  cervico-vaginal 
junction  is  reached  the  scissors  are  pushed  through  into  the  vagina 
and  with  this  opening  for  a  guide  the  remaining  tissues  are  easily 
divided.  All  bleeding  points  having  been  secured,  a  piece  of  sterile 
gauze  is  pushed  down  into  the  vagina  so  that  the  upper  part 
comes  just  above  the  cut  vaginal  edges,  and  the  peritoneal  edges 
are  drawn  together  and  sewed  so  as  to  close  off  the  peritoneal 
cavity  as  in  the  supra-vaginal  operation.  The  gauze  drain  is  left 
in  place  two  to  six  days,  being  pulled  clown  a  half-inch  or  so  every 
day  after  the  second. 

In  certain  instances,  especially  when  there  are  inflammatory  dis- 
ease of  the  appendages  and  extensive  adhesions  so  that  the  tumor 
masses  are  fixed  in  the  pelvis  and  the  vessels  covered  in  out  of 
reach,  it  becomes  necessary  to  incise  the  uterus  anteriorly,  always 
keeping  strictly  in  the  middle  line,  and  rapidly  to  enucleate  the 
tumor  or  tumors.  The  uterus  then  being  collapsed  and  its  rela- 
tions easily  recognized,  the  vessels  can  be  secured  and  the  opera- 
tion completed. 

Very  large  subperitoneal  tumors  under  the  vesical  peritoneum, 
or  in  the  broad  ligament,  are  often  best  removed  by  a  bisection 
of  the  tumor,  as  this  allows  the  tumor  to  roll  up  and  out  on  to 
the  surface  with  the  least  handling  and  injury  to  its  cellular  invest- 
ment. 

In  two  instances  I  have  successfully  employed  a  method  first 
described  by  Kelly,  who.  in  a  case  of  fibroid  reaching  the  umbilicus 
and  with  extreme  adhesions  to  the  colon  and  adjacent  structures, 
first  dissected  the  bladder  from  the  cervix,  then  cut  cautiously 
through  the  cervix  transversely,  tearing  the  last  few  fibres  on 
each  side,  and  as  the  uterine  vessels  came  into  reach  clamped  them 
with  short-jawed  forceps,  compressed  the  vessels  and  cervix  above 
the  incision  with  long-jawed  forceps,  cut  the  vessels,  and  as  the 
:s  could  be  pulled  into  reach  after  the  cervix  was  loosened, 
secured  the  vessels  up  to  the  upper  edge  of  the  broad  ligament, 
dealing  with  the  adhesions  to  the  colon  after  the  mass  had  been 
entirely  freed  from  below  and  lifted  out  of  the  abdomen. 

After-Treatment. — After  an  abdominal  hysterectomy,  before 
the  patient  is  taken  off  the  table,  and  while  still  under  the  influence 
of  the  anesthetic,  a  high  enema  of  a  pint  of  decinormal  salt  solu- 
tion is  introduced  into  the  rectum,  and  if  there  i>  shock  this  is 
repeated  every  three  to  six  hour-.     Nothing  is  to  be  given  by 
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mouth  for  six  or  eight  hours,  and  then  hot  water  in  half-ounce 
doses  with  ten  drops  of  lemon  juice  added  is  allowed  every  hour. 
Should  there  be  persistent  nausea  it  is  often  wise  to  give  water 
freely  for  a  time  so  that  the  patient  by  vomiting  can  wash  out 
her  stomach.  If  the  stomach  will  retain  it,  half-ounce  doses  of 
hot  broth  or  hot  milk  may  be  given  at  hour  intervals.  If  the  case 
progresses  favorably  it  is  not  necessary  to  begin  to  move  the 
bowels  until  the  end  of  forty-eight  hours ;  but  if  there  is  evidence 
of  intestinal  distention,  salines  should  be  started  as  soon  as  twelve 
hours  after  the  operation.  Many  good  operators  give  calomel 
or  a  saline  an  hour  before  the  beginning  of  the  anesthetic. 
Rubinat  or  Apenta  water  in  half-ounce  doses  followed  by  a  half- 
ounce  of  cool  water,  or  drachm  doses  of  Rochelle  salts  are  to  be 
given  every  hour  for  four  to  six  hours.  Three  hours  after  the 
last  dose  an  enema  of  an  ounce  of  glycerin  and  eight  ounces  of 
water  is  given.  In  desperate  cases  with  dangerous  and  increasing 
distention  the  author  has  seen  brilliant  results  follow  the  high 
enema  recommended  by  Hardon  of  an  ounce  of  alum  in  a  quart 
of  hot  water.  Strychnine  is  often  useful  in  one-fortieth  to  one- 
twentieth  grain  doses  hypodermically.  After  the  bowels  have 
moved  freely  and  when  there  is  no  distention,  the  food  is  to  be 
cautiously  increased,  and  the  patient  gets  the  treatment  employed 
after  abdominal  operations  in  general.  She  can  usually  be  allowed 
to  move  about  and  lie  on  the  back  or  side,  as  she  may  prefer.  The 
urine  is  to  be  passed  naturally  if  possible,  but  often  has  to  be 
drawn  for  a  few  days  by  catheter.  The  catheter  should  be  used 
for  three  days  when  it  has  been  necessary  to  drain  through  the 
vagina. 

The  complications  peculiar  to  the  operation,  met  with  during 
and  after  abdominal  or  vaginal  hysterectomies,  are  mainly  due  to 
injuries  to  ureters,  bladder,  or  intestine.  The  main  causes  of 
death  are  hemorrhage  or  sepsis,  leading  to  fatal  exhaustion  or 
general  peritoneal  inflammation  with  intestinal  atony.  The  statis- 
tics of  mortality  vary  greatly,  but  in  general,  in  the  hands  of  prop- 
erly skilled  operators,  it  varies  between  three  and  eight  per  cent. 

Observations  of  Broun  and  others  seem  to  prove  that  the 
chances  of  a  secondary  infection,  possibly  of  a  fatal  character,  are 
slightly  less  when  the  entire  cervix  has  been  removed,  but  in  my 
hands  the  supra- vaginal  operation  has  undoubtedly  given  the 
smoothest  convalescence  and  the  most  satisfactory  final  result.  I 
attribute  my  good  results  after  leaving  in  the  cervix,  first,  to  its 
division  low  down,  as  near  the  vaginal  junction  as  possible;  second. 
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to  non-interference  with  the  cervical  canal ;  and  third,  to  the  avoid- 
ance of  sutures  in  the  cervical  stump,  the  anterior  and  posterior 
peritoneal  edges  only  being  stitched  together.  Drainage  is  onh 
when  it  is  impossible  to  cover  large  denuded  areas  or  satisfactorily 
close  wounds  extending  deep  into  the  lower  and  lateral  regions  of 
the  pelvis.  I  have  performed  to  the  present  time  one  hundred 
and  six  hysterectomies  for  the  removal  of  fibroids  with  four 
deaths.  In  eleven  of  these  cases  vaginal  hysterectomy  was  done 
with  two  deaths,  and  in  ninety-five  abdominal  hysterectomy  with 
two  deaths.     These  four  deaths  were  all  from  sepsis 
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Stated  ^/Leeting,  February  10,  1903. 
The  President,  Charles  S.  Bacon,  M.D.,  in  the  Chair. 

REMARKS     BY     Till-:     PRESIDENT     ON      MAX     SAEXGER     AND     HENRI 

VARNIER. 

Since  the  last  meeting  of  the  Society,  the  medical  world,  and 
gynecology  in  particular,  has  sustained  a  great  loss  through  the 
death-  of  two  colleagues  of  great  eminence — Max  Saenger,  of 
Prague,  and  Henri  Varnier,  of  Paris.  We  especially  are  sadly 
interested  in  Saenger,  who  has  been  for  many  years  one  of  the 
Honorary  Fellows  of  this  Society,  and  was  personally  known  to 
very  many  of  our  Fellows.  Saenger  was  still  a  young  man  when 
he  died.  He  was  born  in  1853  ;  studied  medicine  in  Wiirzburg  and 
Leipsic.  In  Leipsic  he  received  his  degree,  in  1876.  From  1876 
to  1878  he  was  assistant  in  pathology.  In  1878  he  became  assist- 
ant to  Crede.  In  1881  he  became  privat-docent,  and  at  that  time 
nted  the  first  of  his  papers  on  Cesarean  section,  which,  as  you 
are  aware,  were  epoch-making.  From  1884  to  1887  he  was  oper- 
ator at  the  clinic,  a  place  created  especially  for  him.  Crede  at 
that  time  was  getting  old  and  infirm,  and  t li i s  position  was  created 
for  Saenger.  After  that  he  erected  his  own  private  hospital. 
which  many  of  us  have  seen,  and  in  which  he  did  a  great  deal  of 
his  work. 

In  1899  he  went  to  Prague,  and  in  less  than  a  year  he  became 
sick  with  the  trouble  that  finally  caused  his  death  a  few  weeks  ago. 

The  amount  of  work  that  was  done  by  this  man  in  this  period 
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of  twenty  years  was  something  enormous.  There  are  hardly  any 
important  problems  in  obstetrics  and  gynecology  that  were  not 
considered  by  him  in  some  of  his  papers,  and,  as  we  know,  they 
were  treated  always  in  a  way  that  led  to  elucidation  and  to  decided 
development. 

As  an  operator,  he  was  careful,  judicious.  As  a  teacher,  he 
was  very  inspiring.  As  a  friend,  he  was  sacrificing  and  true.  As 
a  companion,  he  was. witty,  genial,  and  everyone  who  was  brought 
in  personal  association  with  him  recognized  him  as  a  great  man, 
and  one  whose  loss  we  now  deeply  deplore. 

Yarnier  was  a  still  younger  man.  He  was  born  in  1859;  en~ 
tered  the  Medical  School  in  Paris,  and  was  stimulated  to  study 
obstetrics,  as  we  are  told,  from  the  fact  that  his  mother  died  in 
childbirth.  In  1882  he  became  interne  in  the  Clinic,  associated  in 
that  way  with  Professor  Pinard.  with  whom  he  afterwards 
worked.  He  was  appointed  Professor,  I  believe,  in  1888,  and  for 
many  years  (  fourteen  years  since  his  activity  in  medicine)  has 
produced  many  works,  both  in  periodical  literature  and  in  treatises 
on  obstetrics.  Personally,  he  was  a  very  amiable  man,  loved  by 
his  friends  and  his  students. 

It  seems  to  me  fitting  that  we  should  express  our  sad  apprecia- 
tion of  the  loss  that  we  all  personally  sustain  in  the  death  of  these 
two  men. 

DEPRESSED  FRACTURE  OF  THE  SKULL. 

Dr.  Joseph  B.  De  Lee. — 1  have  two  specimens  taken  from  pa- 
tients delivered  within  the  last  ten  days.  One,  an  infant,  presents 
a  depressed  fracture  of  the  skull  which  was  produced  by  exag- 
gerated uterine  action.  Over  the  right  ear  you  will  see  a  so-called 
spoon-shaped  depression  of  the  skull,  whch  was  produced  by  the 
uterus  forcing  the  child's  head  against  the  promontory  of  an  1  is- 
teomalacic  or  pseudo-osteomalacic  pelvis.  I  say  either  one  or  the 
other,  because  the  natient,  being  an  Italian,  I  could  not  obtain  a 
word  of  information,  so  I  cannot  tell  whether  it  was  an  acute  or 
an  old  condition.  The  pelvis  is  typical.  The  fracture  as  presented 
is  only  about  one-half  an  inch  deep.  The  infant  has  been  used  at 
the  College  on  the  manikin,  and  various  operations  have  been  done 
with  it  by  the  students,  such  as  version  and  forceps  operations, 
and  in  this  way  the  depression  has  been  pressed  out.  t<>  some  ex- 
tent. 

The  woman  from  whom  this  specimen  was  removed  is  an  Ital- 
ian who  has  had  six  deliveries,  ami  each  successive  delivery  was 
more  difficult  than  the  rest.  The  first  three  deliveries  were  nor- 
mal; the  two  subsequent  were  instrumental.  Some  of  the  chil- 
dren lived,  some  died,  which  ones  1  cannol  determine.  She  had 
been  in  labor  when  1  saw  her.  foi  nearly  forty-eight  hours.  The 
bag  of  waters  had  ruptured  twenty-eight  hours  before,  and  for 
the  last  six  hours  pains  were  almost  continuous  and  powerful,  SO 
that  the  uterus  began  to  threaten  rupture. 
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The  external  pelvic  measurements  showed  a  diminution  of  all 
the  diameters.  Internal  examination  under  an  anesthetic  sb 
that  tin-  rami  of  the  pubes  came  close  together  like  a  snout.  The 
descending  rami  wen  close  together,  and  looked  as  though  it  were 
impossible  t>>  introduce  t\\"  fingers  between  them.  The  head  was 
pressed  down  hard  against  the  pelvis  and.  as  you  sec,  there  was  a 
depression  made  by  the  promontory  into  the  fetal  head.  The 
child  was  not  in  good  condition.  The  heart  tunes  were  very  faint, 
and  internally  we  found  the  cord  pulsating  a  hundred  a  minute. 
As  the  head  became  extremely  movable  when  the  patient  was 
deeply  narcotized,  I  performed  version  in  the  hope  that  1  could 
bring  the  head  down,  to  wriggle  it.  as  I  thought,  through  the  pel- 
\i-.  The  extraction,  however,  was  much  more  difficult  than  I 
anticipated,  and  the  head  was  bulged  firmly  at  the  inlet.  During 
attempts  to  bring  the  head  down,  which  lasted  eight  or  ten  min- 
utes, the  child  succumbed.  Craniotomy  was  performed  through 
the  roof  of  the  mouth,  and  the  child  was  delivered.  It  required 
continual  effort  for  fifteen  minutes  to  bring  the  head  through. 
Kxamination  afterwards  showed  a  conjugata  diagonalis  of  11^2 
centimeters,  but  owing  to  the  fact  that  the  anterior  half  of  the 
pelvis  was  useless  for  labor,  the  actual  conjugate  could  not  have 
been  more  than  6  or  O1/?  centimeters.  The  woman  made  a  per- 
fect recovery.  I  shall  study  her  case  more  thoroughly  and  make  a 
fuller  report  later. 

PORRO  OPERATION. 

The  second  specimen  is  one  of  exceeding  interest.  The  patient 
from  whom  this  specimen  was  removed  is  a  rachitic  dwarf.  She 
stands  four  feet  six  inches  in  height,  was  born  in  Germany,  and 
gives  a  classical  history  of  rickets.  She  learned  to  walk  early, 
but  at  the  age  of  two  years,  she  forgot  how  to  walk,  and  simply 
crept  around.  She  was  in  bed  for  some  time.  She  has  the  square 
head,  the  rachitic  rosary;  the  enlargement  of  the  epiphyses;  the 
bowing  out  of  the  thighs;  the  S-shaped  tibia  and  fibula,  and  the 
ideal  rachitic  pelvis.  The  interspinous  diameter  is  26.1  cm. ;  inter- 
cristous,  24.5  cm.;  Baudelocque's  diameter  is  iS  cm.;  trochanters 
are  29  cm.  The  diagonal  conjugate  is  8  cm.  The  conjugata  vera 
is  estimated  at  6  or  possibly  7  cm.  The  sacrum  projects  sharply 
into  the  pelvis,  is  convex  from  side  to  side,  and  convex  from  above 
downward  to  the  coccyx  ;  the  lower  portion  of  tie  sacrum  projects 
sharply  into  the  pelvis  as  if  bent  with  forceps.  The  child  was  not 
large.  It  weighed  about  six  pounds.  It  lav  right  occipitoanter- 
ior. Heart  tones  were  good  before  operation.  The  woman  had 
been  in  labor  only  a  few  hours.  The  bag  of  waters  ruptured  at 
midnight.  I  saw  her  the  following  noon.  Her  temperatui 
that  time  was  iou;  pulse  100.  The  indications  were  clear  for 
'  Cesarean  sectii  >n.  and  nothing  else  w<  »uld  have  been  c<  msidered  had 
it  not  been  for  a  very  unhealthy  discharge  which  the  patient  had. 
The  vagina  was  rough,  like  a  nutmeg  grater.    This  roughness 
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tended  deeply  into  the  fornices.  With  the  finger  inserted  the  mu- 
cous membrane  here  would  open  in  folds  an  inch  deep,  and  in  ad- 
dition to  that  the  finger  would  penetrate  the  mucosa,  showing"  how 
boggy  and  succulent  the  structure  was.  It  would  have  been  an 
easy  matter  to  have  punctured  the  mucous  membrane  by  the  pres- 
sure of  the  finger  alone.  The  discharge  was  greenish-yellow,  mu- 
coid and  purulent,  and  had  on  odor.  According  to  the  bacteriolog- 
ical report  which  I  received  to-night,  the  discharge  contained  a 
pure  culture  of  a  diplococcus.  The  bacteriologist  does  not  think 
there  were  any  gonococci  in  the  discharge.  In  addition,  there 
were  numerous  bacilli,  but  he  could  not  determine  the  presence  of 
any  streptococci  or  staphylococci.  This  case  will  be  worked  up 
more  thoroughly,  and  I  will  present  a  more  careful  bacteriological 
report. 

In  the  presence  of  this  granular  vaginitis,  the  question  of  con- 
servative Cesarean  section  became  a  serious  one.  Cesarean  section 
is  not  a  favorable  operation  in  cases  of  infection,  especially  of  the 
gonorrheal  type.  The  question  lay  between  Cesarean  section, — 
and  if  Cesarean  section,  extirpation  of  the  uterus, — and  craniot- 
omy. We  selected  the  Porro.  Dr.  Watkins  and  I  did  the  opera- 
tion together.  I  delivered  the  child,  and  then,  while  I  was  re-ster- 
ilizing my  hands,  Dr.  Watkins  went  ahead  with  the  extirpation  of 
the  uterus. 

The  extirpation  of  the  uterus  was  typical. 

There  is  a  point  I  wish  to  bring  out  in  reference  to  the  physiol- 
ogy of  the  third  stage  of  labor.  We  could  see  the  contraction  of 
the  placental  site  through  the  peritoneum  on  the  back  part  of 
the  uterus,  and  the  placenta  was  bunched  up  inside  the  uterus.  It 
remained  adherent  at  the  edge  as  Ahfeld  describes  it,  and  inside 
the  placenta  evidently  there  was  a  blood  clot.  It  was  being  expelled 
with  the  cord  in  advance.  This  demonstration  proves  the  theory 
that  the  placenta  is  separated  by  the  contraction  of  the  uterus, 
and  that  it  is  separated  first  at  the  middle  of  the  area  of  insertion. 

The  patient  made  a  very  fine  recovery.  The  baby  weighed  five 
and  a  half  pounds  and  is  doing  nicely,  although  it  had  a  tempera- 
ture of  1040  for  thirty-six  hours.  After  its  bowels  were  cleaned 
out,  the  pulse  and  temperature  went  down. 

HEART    FROM    A    CASE   OF   CYANOSIS    NEONATORUM. 

Dr.  Henry  I •'.  Lewis. —  1  have  here  the  heart  of  a  new-born 

child,  a  "blue  baby,"  which  is  interesting.  The  child  was  the 
fourth  the  mother  has  had.  The  others  were  normal.  Then'  is 
no  history  of  disease  1  m  either  side.  The  child  was  born  normally  ; 
labor  was  short,  three  or  four  hours  only.  The  child  breathed  well 

at  birth  and  cried  lustily.  1ml  died  in  about  six  hours  with  symp- 
toms of  grave  dyspnea.  The  heart  sounds  were  normal  during 
lain,-  and  there  were  no  murmurs  or  abnormal  sounds  heard  after- 
ward-. The  respiratory  sounds  were  well  heard  over  all  areas  of 
the  lung.     Th<- heart  itself  is  nol  abnormal  ;  it  is  not  h\  pertrophied. 
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The  child  \\a>  emaciated,  although  apparentl)  born  at  full  terra 
There  is  considerable  hypertroplvj  of  the  ductus  arl  ind  a 

persistent  patenc)  of  it.    In  fact,  Uric-  was  so  much  hypertrophy 
of  the  ductus  arteriosus  that  it  i  racticall)  b<  the  descending 

aorta.     I  have  little  sticks  stuck  through  different  parts  of  the  en- 
larged vessels,  so  that  you  will  sec  the  aorta,  the  subclavian  and 
carotid  on  the  right  side;  also  the  carotid  ami  subclavian  of  the 
side  running  off  from  the  aorta.    The  true  arch  of  the  aorta  is 
very  small  in  comparison  with  the  ductus  arteriosus.    There  seems 
to  be  nothing  left  of  it  but  a  narrow  tube  connecting  with  the  duc- 
tus arteriosus  to  form  the  main  trunk  of    the  descending  aorta. 
The  foramen  ovale  was  open.    The  lungs,  on  autopsy,  showed  that 
they  were  not  atalectatic.      Small    pieces    would    tloat,  although 
there  was  marked  passive  congestion  throughout.     There    were 
numerous  emphysematous  areas  along  the  anterior  borders  of  both 
lungs.     There  was  emphysema  of  the  connective  tissue  of  the  an- 
r  mediastinum  and  about  the  thymus. 
Dr.  Hugo  Ehrenfest,  of  St.  Louis,  Missouri,  by  invitation, 
a  paper  entitled 

A   METHOD  OF  DETERMINING  THE   INTERNAL   DIMENSIONS,   CONFIG- 
URATION AND  INCLINATION   OF  THE   FEMALE  PELVIS.1 

Dr.  Rudolph  W.  Holmes. —  I  saw  this  instrument  used  in 
Vienna  three  times  for  clinical  purposes,  and  then  Dr.  Neumann 
himself  demonstrated  the  apparatus  to  me  on  a  case  for  the  pur- 
pose of  instructing  me  how  to  use  it.  In  each  one  of  the  cases  in 
which  this  instrument  was  used,  manual  estimation  of  the  size  of 
the  conjugate  was  made  by  various  men,  and  in  some  of  them  the 
Skutsch  method  was  used.  Repeatedlv.  the  conjugate  was  taken 
by  the  pelvigraph,  and  the  results  were  approximately  the  same, 
There  were  considerable  divergences  in  die  estimations  made  by 
the  Haudelocque  method  with  the  finger.  Of  course,  the  pelvis 
must  be  contracted  to  get  effective  results  by  the  use  of  the  pelvi- 
graph, because  the  finger  must  be  able  to  reach  the  promontory 
to  approximate  accurately  the  end  of  one  of  the  arms.  In  Vienna, 
before  I  saw  the  instrument  used,  I  was  rather  skeptical  as  to 
whether  one  could  get  the  patient  to  he  quiet  enough  to  take  these 
measurements,  but  they  succeeded  in  doing  it.  As  yet.  1  have  not 
used  it  in  this  country.  I  expected  to  have  had  two  cases  for 
demonstration,  but  the  apparatus  was  not  brought  to  me  until  to- 
day, so  Dr.  Ehrenfest  and  I  had  to  defer  taking  pelvigraphs 
measurements  on  American  women.  If  it  can  be  done  on  patients 
in  Vienna  we  ought  to  be  able  to  use  enough  moral  suasion  ti 
onr  women  to  keep  quiet,  so  we  may  use  the  instrument  success- 
fully. If  the  necessity  should  arise  one  should  not  hesitate  in  using 
anesthesia.  If  for  no  other  reason,  the  pelvigraph  ought  to  have 
a  place  for  teaching  purposes.  If  the  teacher  will  use  this  instru- 
ment in  appropriati  case  before  a  class  demonstration  he  can  show 
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to  the  students  the  salient  features  of  the  pelvis  under  considera- 
tion better  than  by  any  description.  I  believe  there  is  about  one 
millimeter,  or  perhaps  a  millimeter  and  a  half  difference  between 
two  of  the  arms  of  this  instrument  before  you :  this  error  can  eas- 
ily be  rectified  by  filing'.  I  made  four  measurements  with  the  in- 
strument on  the  Edgar  pelvis  before  you,  and  the  pelvigraph  gave 
more  exact  results  than  the  steel  tape  or  even  the  Gohmann  pelvi- 
meter. With  reference  to  the  Kliseometer,  there  is  no  question 
but  what  it  is  going  to  be  of  value  in  clinical  obstetrics.  Frequent- 
ly we  see  statements  that  this  much  must  be  added  to  or  deducted 
from  the  figure  used  to  subtract  from  the  conjugata  diagonalis  to 
obtain  the  vera  for  each  degree  of  deviation  in  the  inclination  of 
the  pelvis:  since  there  have  been,  heretofore, -no  means  of  getting 
the  inclination  of  the  pelvis  on  the  living  with  any  accuracy  the 
statements  are  preposterous.  This  is  the  first  instrument  for  this 
purpose  which  is  worthy  of  any  consideration  :  Drs.  Neumann  and 
Ehrenfest  are  entitled  to  great  credit  for  devising  an  addition  to 
our  armamentarium. 

I  think  Dr.  Ehrenfest  made  a  mistake  in  the  title  of  his  paper. 
He  calls  it  "A  Method  of  Determining  the  Internal  Dimensions, 
Configuration,  and  Inclination  of  the  Female  Pelvis."  I  think  it 
should  read.  "A  New  Method,"  etc. 

From  the  time  of  Contouly  and  ( i.  W.  Stein,  who  were  the  first 
ones  to  estimate  the  conjugate  by  mechanical  means,  which  was 
in  1778,  down  to  the  present,  this  principle  of  the  pelvigraph  never 
was  applied,  and  so  it  is  an  entirely  new  one.  Considering  the  well- 
known  geometrical  and  mathematical  facts  upon  which  these  two 
instruments  are  founded,  it  is  surprising  that  they  were  never 
used  before.  Dr.  Ehrenfest  has  talked  with  a  mechanical  engineer, 
who  said  to  him  that  the  principles  of  the  pelvigraph  had  never 
been  used  for  mechanical  engineering  purposes.  I  believe  these 
instruments  are  going  to  have  a  field  in  obstetrics.  The  only  pos- 
sible objection  I  can  see  is  the  occasional  necessity  of  anesthetiz- 
ing a  woman  to  make  the  measurements.  The  woman  has  got  to 
be  stoical,  absolutely  quiet  for  a  few  minutes,  because  the  slightest 
deviation  means  entire  obliteration  of  all  points  taken  thus  far, 
and  the  obstetrician  will  have  to  start  over  again. 

Dr.  Josi  i •  r  1  i:.  l)i.l.i'.];. — 1  would  like  to  ask  Dr.  Ehrenfest  if, 
in  his  experiments,  he  thought  of  using  the  principle  of  the  panto- 
graph in  demonstrating  the  outlines  of  the  interior  of  the  pelvis? 
Professor  Hall,  of  the  Northwestern  University  Medical  School, 
has  invented  a  sort  of  pantograph,  which  takes  the  place  of  the 
cyrtometer,  an  instrument  to  take  the  outlines  of  the  chest.  This 
pantograph  gives  accuratelj  not  only  the  outline,  hut  the  size  of 

'te^t. 

I  agree  with  Dr.  Holmes  that  this  instrument  has  a  place  in  <<}) 
stetrics,    particularly    for    class    demonstration.      However,    the 

•1  ore  a  man  educates  his  fingers  in  obstetrics,  the  less  use  lie  has 

for  instruments,  epeciall)  those  as  complicated  as  this  sen,-  to  he, 
and  expen 
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Dr.  Emil  Ries. —  1  would  like  to  ask  two  questions.  First,  Is 
the  instrument  sufficient^  accurate  to  shou  differences  in  the  true 
conjugate  in  the  Walcher  position  and  with  the  legs  flexed?  Sec- 
ond. It  there  is  a  difference  which  can  be  demonstrated,  1>\  the 
pelvograph,  that  difference,  of  course,  is  dependent  upon  the 
change  of  the  angle  which  the  sacrum  makes  with  the  symphysis. 
As  I  understand  from  the  photographs,  the  measurements  at  first, 

which  constitute  the  outline  of  the  pelvis,  are  taken  with  the  legs 
flexed  on  the  table.  Afterwards,  the  inclination  of  the  pelvic  out- 
let i-~  taken  with  the  legs  straight,  the  patient  standing  up,  almost 
in  the  Walcher  position,  although  not  quite.  Does  not  that  con- 
stitute a  change  in  the  angles? 

Dr.  Frank  E.  PIERCE. —  1  saw  the  instrument  used  and  demon- 
strated in  \  it  una  1>\  one  of  the  assistants  of  Professor  Schauta, 
and  while  it  is  practical  and  accurate,  still  when  it  comes  to  the 
examination  of  a  living  patient,  if  the  patient  moves  slightly,  the 
measurements  are  largely  effaced.  1  saw  three  or  four  measure- 
ments taken  of  one  patient. and  each  time  the  patient  moved  slight- 
ly, thus  interfering  with  the  accuracy  of  the  measurements.  Dr. 
Ehrenfest  mentioned  that  objection,  namely,  that  it  is  difficult  to 
get  accurate  measurements  if  the  patient  moves  slightly.  1  can- 
not see  how  strictly  accurate  measurements  can  be  made  in  most 
cases  without  anesthesia,  and  while  we  may  get  drawings  which 
seem  accurate,  if  we  compare  several,  noticing  the  points  of  the 
instrument  repeatedly,  we  will  find  that  the  patient  is  inclined  to 
shrink  slightly,  and  in  doing  so  we  will  get  a  deviation  of  one  or 
two  millimeters  at  least  in  the  diameters.  Dr.  Holmes  has  had 
the  privilege  of  seeing  more  accurate  demonstrations  than  I,  but 
that  has  been  my  experience  in  seeing  the  instrument  used. 

1  )r.  Rudolph  W.  1  [olmes. — If  there  is  only  a  difference  of  one 
or  two  millimeters  in  the  results  obtained  by  this  instrument  it  is 
not  a  valid  argument  against  it,  because  two  men  in  estimating 
the  conjugata  diagonalis  will  vary,  even  the  same  man  will  obtain 
different  findings  in  repeated  examinations.  Perhaps  one  will  be 
one  or  two  centimeters  off  from  the  measurements  of  the  other: 
one  may  say  there  is  a  normal  pelvis,  when  actual  contractions  are 
present.  I  have  seen  this  happen  where  there  was  a  markedly  con- 
tracted pelvis. 

The  remarks  of  Dr.  Ries  are  pertinent.  For  scientific  purposes 
desirable  to  find  the  inclination  of  the  pelvis  in  the  erect  posi- 
tion. In  the  parturient  woman  our  chief  interest  i>  in  knowing 
the  influence  of  posture  on  the  inclination  of  the  pelvis,  and  more 
particularly  the  variations  in  the  inclination  and  length  of  the  con- 
jugata vera  in  changing  from  the  lithotomy,  to  the  full  recumbent. 
and  eventually  the  Walcher  postures.  By  the  use  of  the  Pelvi- 
graph and  Kliseometer  in  these  postures  we  will  get  correct  data 
while  at  present  our  knowledge  is  only  of  relative  value.  By  hav- 
ing a  table  with  a  proper  opening  in  its  top  under  the  lumbo  sacral 
junction  of  the  woman  T  am  sure  we  could  find  a  practical  appli- 
cation for  the  Kliseometer. 
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Dr.  Charles  S.  Bacon. — At  one  time  1  made  efforts  to  obtain 
transverse  measurements  by  the  Skutsch  method,  and  found  the 
task  exceedingly  difficult.  Jt  was  done  without  an  anesthetic.  I 
do  not  think  there  would  be  any  objection  in  practical  cases,  where 
measurements  were  desirable,  to  give  an  anesthetic.  We  should 
have  no  hesitation  in  doubtful  cases,  where  it  is  necessary  to  de- 
termine with  accuracy  whether  an  obstetric  operation  should  be 
done  or  not,  and  in  a  patient  who  is  anxious  to  have  a  child  it 
would  be  quite  justifiable  to  produce  complete  anesthesia.  I 
should  like  to  know  what  would  be  the  element  of  error,  even  in 
cases  of  complete  anesthesia,  on  account  of  slight  movements  of  the 
patient,  and  whether,  with  complete  anesthesia,  this  method  is  a 
practical  one  for  clinical  use.  That  it  is  of  value  for  teaching 
purposes  there  can  be  no  doubt. 

Dr.  Ehrenfest. — The  principle  of  the  pantograph  was  the  first 
thing  we  tried  to  apply.  We  did  not  find  it  practical,  because  the 
pantograph  must  be  fixed  to  the  draughting  board,  and  it  is  im- 
possible to  utilize  for  such  purposes  within  the  vagina  of  a  pa- 
tient, an  instrument  that  cannot  be  moved  freely. 

There  is  a  difference  in  the  diagrams  in  the  lithotomy  and 
Walcher  positions.  We  can  determine  the  differences  with  the 
instrument.  I  acknowledge  that  there  is  an  element  of  error  in  us- 
ing the  angle  of  inclination,  taken  with  the  woman  in  the  right  po- 
sition, for  the  diagram  made  with  the  woman  lying  down,  the  error 
certainly  is  a  small  one.  The  rotation  of  the  sacrum  may  be  note- 
worthy as  regards  the  length  of  the  conjugate,  but  it  will  make 
very  little  difference  as  regards  the  inclination  of  the  conjugate  of 
the  outlet.  The  inclination  may  become  a  little  larger.  Since,  of 
course,  we  measure  the  inclination  only  on  skin  points  that  are 
-lightly  movable  and  do  nut  permit  of  mathematical  exactness, 
do  not  think  that  the  error  involved  in  the  change  of  position  will 
lessen  the  practical  value  of  such  a  measurement  of  the  pelvic  in- 
clination. 

The  pelvigraph  is  so  constructed  that  it  will  give  exact  meas- 
urements, from  a  mathematical  standpoint,  but  since  we  have  to 
deal  in  the  living  patient  with  soft,  compressible  tissues,  exact  in- 
struments will  always  give  a  difference  of  a  few  millimeters  in 
ited  measurements,  according  to  the  degree  of  pressure  which 
is  u<t(\  to  attach  the  instrument  t<>  tin-  sacrum  or  symphysis. 

You  will  be  surprised  to  sec  with  what  accuracy  you  can  get 

urements  of  the  true  conjugate.     I  will  state  positively  that 

by  careful  manipulation  tin-  can  be  done  without  any  danger  of 

men!  of  the  patient.     It  i-  easy  to  repeat  the  measurements 

if  tin-  patient  should  move.     You  can  make  several  in  a  few  min- 

I  had  reference  in  m)  paper  more  particularly  to  measure- 

[f  we  take  an  entire  tracing  of  a  pelvis,  the  possibility  of 

slight  movement   of  the  patient   and   inaccuracv  from  that  cause 

However,  that  is  not  of  such  great  importance,  be- 

cause  the  whole  tracing  is  of  value  only  for  clinical  purposes,  and 

even  if  there  i-  an  error  of  a  few  millimeters  in  some  dimension, 
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the  character  of  the  formation  of  the  pelvis  will  always  be  ex- 
pressed in  the  tracing. 

Dr.  Bacon.— Can  transverse  measurements  be  taken  as  easily 
li_\  this  instrument ': 

Dr.  Ehrenfest.— As  regards  transverse  measurements  of  the 
the  pelvic  inlet,  1  do  not  think  the)  can  be  made  any  easier  than 
by  the  Skutsch  method,  because  the  greatest  difficulty  is  to  deter- 
mine and  reach  the  appropriate  points.  If  they  arc  well  deter- 
mined and  easily  reached,  then  the  pelvigraph  will  permit  an  exact 
measurement  of  their  distance. 

The  instrument  has  been  carefully  thought  out,  and  is  so  con- 
structed as  to  be  used  b)  one  who  examines  with  the  left  hand  as 
well  as  by  one  who  examines  with  the  right  hand.  There  are  three 
little  legs  attached  to  the  instrument,  which  permit  of  obtaining 
exact  parallelism  between  the  median  vertical  plane  of  the  pelvis 
and  the  surface  of  the  draughting  hoard,  in  this  way  excluding  the 
possibility  of  an  error. 

DIFFICULT  VERSION. 

Dr.  Joseph  B.  DeLee. — The  last  case  which  I  wish  to  bring 
to  the  notice  of  the  Society  this  evening  is  one  which  shows  that 
the  hand  is  a  very  useful  instrument  in  obstetrics,  and  one  which 
I  believe  has  been  very  much  neglected.  The  patient,  in  the  ser- 
vice of  the  Lying-in  Hospital  Dispensary,  got  in  labor  about  three 
and  a  half  weeks  ag<  >.  She  was  a  Lithuanian  Catholic,  thirty  years 
of  age,  married,  with  a  flat,  rachitic  pelvis.  She  had  had  three 
labors  before  this,  all  three  having  been  terminated  by  operative 
means,  and  in  all  of  which  the  child  died  during  the  operation.  As 
the  result  of  the  various  operations,  the  parts  were  very  much 
lacerated.  The  cervix  was  torn  in  several  directions,  and  there 
were  scars  in  the  vagina.  These  did  not  interfere  with  the  dila- 
tability  or  size  of  the  passage. 

Labor  began  twelve  hour-  before  I  saw  the  patient.  On  my 
arrival,  the  cervix  was  completed  dilated  and  effaced.  The  interne 
reported  a  face  presentation,  with  prolapse  of  the  arm.  It  was. 
in  fact,  a  mento-dextro-posterior.  with  prolapse  of  the  arm  com- 
plete. The  hand  was  almost  visible  at  the  vulva.  I  do  not  know 
the  external  measurements.  The  conjugata  vera.  I  estimated  at 
eight  and  a  half  or  perhaps  nine  centimeter-.  In  view  of  the  fact 
that  all  the  children  previously  born  had  died,  and  the  woman  had 
made  no  preparation,  it  was  expected  that  the  child  would  be  re- 
moved  by  some  mutilating  operation.  On  examination,  it  was 
found  the  child  was  still  alive,  and  the  uterus  had  stretched,  so 
that  the  contraction  ring  was  almost  above  the  navel.  On  making 
an  internal  examination,  we  found  posteriorly  the  contraction  ring 
higher  than  it  was  anteriorly.  Alongside  the  arm  the  cord 
had  prolapsed,  pulsating  quite  vigorously,  but  not  rapidly.  It  was 
a  typical  face  presentation.    We  estimated  the  child  to  weigh  about 
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seven  and  one-half  pounds,  which  proved  to  be  a  fact.  The  case 
now  had  to  be  carefully  considered,  whether  to  do  a  high  forceps, 
or  version  and  extraction,  or  changing-  the  face  to  an  occipital . 
The  high  forceps  operation,  with  prolapse  of  the  arm,  and  partial 
prolapse  of  the  cord,  with  mento-dextro  posterior  and  the  head  not 
engaged,  presented  a  very  sad  outlook  for  a  living  baby.  Version 
and  extraction  were  contraindicated ;  by  the  condition  of  the  uter- 
us, it  was  almost  on  the  point  of  rupture.  The  bag  of  waters  had 
ruptured  twelve  hours  before.  1  nevertheless  essayed  version,  al- 
though it  was  dangerous ;  although  the  contraction  ring  was  high, 
and  the  lower  uterine  segment  was  on  the  point  of  rupture,  I  felt 
1  could  by  careful  manipulation  bring  the  breech  down  and  com- 
plete version  without  rupturing  the  uterus.  Finally,  if  there  was 
too  great  danger  of  rupture,  I  was  determined  to  do  a  craniotomy 
and  deliver  the  child  in  that  way.  It  was  a  right  position  ;  the 
chin  was  on  the  right  side  behind,  and  the  arm  alongside  of  it.  I 
went  into  the  uterus  with  the  left  hand,  and  without  much  diffi- 
culty brought  down  the  foot.  I  found,  however,  when  I  attempted 
to  bring  down  the  foot  and  push  the  head  upward,  instead  of  slip- 
ping above  the  contraction  ring  the  head  would  belly  up  into  the 
left  parametrium  beneath  the  ring.  I  gave  up  version,  and  re- 
placed the  foot  by  the  hand,  which  was  (.lone  as  easily  as  it  was 
brought  down.  The  cord  now  had  prolapsed  further,  and  was 
getting  weak  in  its  pulsation.  I  pushed  the  cord  out  of  the  wax- 
up  under  the  leg  which  1  had  brought  down,  and  immediately  no- 
ticed an  improvement  in  the  pulsation  of  the  baby's  heart,  which 
was  under  my  hand.  Then  1  used  Thorn's  method  of  changing 
the  face  to  an  occipital  presentation,  which,  you  remember,  con- 
sists of  three  motions.  The  chin  and  face  are  pushed  up ;  the  occi- 
put is  pulled  down,  and  the  shoulder  is  pulled  to  the  side  by  an  as- 
sistant in  order  to  straighten  the  S-shaped  spinal  column.  The 
first  attempt  at  Thorn's  method  did  not  succeed.  In  order  to  get 
space,  I  replaced  the  arm:  I  pushed  the  arm  up  with  the  hand, 
folded  it  across  the  chest  where  it  belonged,  then  tried  Thorn's 
method  again.  This  time  it  was  successful,  and  1  brought  the 
head  down  over  the  pelvis;  it  entered  the  pelvis  with  a  large  seg- 
ment. During  these  manipulations  the  cord  prolapsed,  and  the 
heart  tones  almost  disappeared.  1  then  rapidly  applied  the  axis- 
traction  forceps,  and  as  soon  as  the  head  was  pulled  into  the  pelvis, 
instead  of  rotating  to  the  front,  the  occiput  rotated  to  the  rear,  and 
tracted  the  asphyxiated  child,  which  survived.  The  ease  with 
which  under  deep  narcosis  the  various  manipulations  were  per- 
formed was  striking,  and  although  1  have  used  the  hand  in  just 
as  complicated  maneuvers  before,  it  seems  to  me,  from  my  ex] >< n- 
ence,  that  the  hand  has  a  much  more  extensive  field  in  obstetrics 
than  is  commonly  supposed.  I  feel  that  in  posterior  position-  of 
the  occiput,  before  engagement,  the  hand  can  he  used  more  fre- 
quently  to  bring  the  occipul  into  a  good  position,  than  ha-  been 
recommended.  I  would  emphasize,  therefore,  the  importanc 
the  recognition  of  the  use  of  ihe  hand. 
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Ai'tcr  the  operation  was  completed,  the  child  delivered  and  re- 
suscitated, the  woman  began  to  bleed,  but  not  seriously.  1  sus- 
pected a  post  partum  hemorrhage  from  a  rupture  of  the  uterus, 
and  made  a  careful  examination.  1  found  that  there  was  a  slight 
tear  of  the  lower  uterine  segment.  This  tear  \\a->  very  peculiar. 
k  was  underneath  the  contraction  ring,  on  the  left  side,  where  I 
said  1  had  pushed  the  head  up.  In  order  to  prevent  any  further 
hemorrhage  from  the  laceration,  1  packed  the  uterus,  lower  uterine 
segment  and  vagina  full  oi  gauze;  put  my  hands  on  tin-  outside 
of  the  uterus  for  live  minutes,  held  the  uterus  tight  through  the 
abdominal  wall,  in  the  hope  that  1  might  produce  coagulation  ■! 
the  blood  in  the  vessels,  afterwards  applying  -iron-  compression. 
The  woman  recovered  without  any  untoward  symptoms. 

Dr.  Davis. — I  have  relied  on  the  use  of  the  hand  in  obstetric 
work  for  many  years.  1  believe,  as  Dr.  De  Lee  has  said,  the  hand 
is  neglected  many  times  when  it  could  be  used.  It  is  my  belief  that 
if  this  case  had  been  seen  early  enough,  version  could  have  been 
done  safely,  and  that  there  would  not  have  been  any  tear  of  the 
lower  uterine  segment. 

Dr.  EMIL  RlES. —  I  was  much  interested  in  the    case    mentioned 
by  Dr.  De  Lee,  and  particularly  in  his  discovery  of  a  comparative- 
ly insignificant  tear  by  examining  the  case  after  labor.     This  is 
one  of  those  cases  where  the  labor  was  apparently  uncomplicated, 
and  yet  suddenly  a  rupture  takes  place  without  instrumentation, 
without  undue  manipulation,  and  at  first  the  rupture  appears  inex- 
plicable.    If  Dr.  De  l.ee  had  not  examined  this  woman  after  labor 
and  had  not  found  this  tear,  and  the  woman  had  gone  on  and  de- 
veloped a  complete  rupture  of  the  uterus  in    the    next    labor,  it 
would  have  been  a  great  question  as  to  how  such  a  tear  could  have 
come  about.     After  such  a  tear  in  the  uterus,  we  have  more  or  less 
insufficiency  in  the  muscular  wall,  and  a  predisposition  to  future 
rupture.     This  predisposition  to  rupture  has  been  dwelt  upon,  and 
anatomical  investigations  regarding  these  ruptures  have  been  un- 
satisfactory.    But,  it  seems  to  me,  in  just  such  examinations  as 
this  we  have  a  very  valuable  pointer  as  to  the  origin  of  tin- 
called  spontaneous  ruptures.     I  have  had  occasion  to  examine  a 
number  of  women  after  labor,  who  have  been    delivered    with 
instruments  or  by  manipulation,  or  where  the  labor  had  been  nor- 
mal, and  T  have  been  astonished  to  find  how  frequently  there  were 
tears  in  the  cervix  which  appeared  like  fistulous  tracts  extending 
up  into  the  uterus,  apparently  in  an  oblique  direction,  so  that  one 
would  expect  some  instrument  had  been  introduced  from  below 
upwards.     That  is  what  Dr.  De  Lee  suspected  in  his  case.     He 
thought  of  the  possibility  of  having  injured  the  uterine  wall  with 
his  forceps,  producing  thereby  a  tear  extending  from  below  inward 
to  above  and  outward  in  the  uterine  tissue.      It   is  not  nee 
that  such  a  tear  should  be  produced  by  an  instrument.     It  is  pos- 
sible that  such  a  tear,  on  account  of  the  distended  condition,  befor  ! 
retroaction  sets  in.  is  perfectly  straight  in  the  uterine  wall,  and 
mes  apparently  oblique  and  points  upwards  and  outwards  only 


644  TRANSACTIONS    OF 

by  the  retraction  of  the  uterine  tissue.  In  medico-legal  cases  that 
has  been  repeatedly  a  question  which  has  led  to  difficult  interroga- 
tions of  the  obstetrician  and  of  experts  in  the  case.  I  do  not 
hesitate  to  say  that  it  is  impossible  to  state,  from  the  direction  of 
the  tear  alone,  whether  it  is  due  to  instrumentation,  or  simply  a 
rear  straight  into  the  uterine  tissue  itself,  which  has  changed  its 
shape  by  the  retraction  of  the  uterine  muscle.  We  observe  the 
same  condition  in  the  vagina  without  any  instrumentation.  If  you 
examine  a  woman  immediately  after  labor,  you  will  find  tears  in 
the  vagina  which  extend  straight  down  into  the  surrounding  tis- 
sue, and  which  are  not  at  all  fistulous-like.  You  wait  until  the 
puerperium  is  six  or  eight  days  old,  you  examine  again,  and  you 
may  find  a  tear  which  extends  in  a  slanting  direction  outwards 
and  upwards  toward  the  spine  of  the  ischium.  The  same  thing 
obtains  in  regard  to  tears  of  the  perineum,  which  look  entirely 
different  after  labor  than  they  do  six  months  afterwards,  a  matter 
which  should  be  considered  more  in  the  repair  of  these  tears  than 
is  usually  done. 

The  uterine  muscle  in  its  configuration  and  mechanism  is  still 
very  much  of  a  riddle,  in  spite  of  the  extensive  work  of  Bayer 
and  others,  who  have  tried  to  trace  the  individual  muscles.  It 
would  be  desirable  to  have  a  clear  understanding  of  the  arrange- 
ment of  the  uterine  muscle,  so  that  we  could  differentiate  between 
the  various  structures,  find  one  muscle  pulling  straight  up  or 
down  and  one  pulling  in  a  circular  direction,  and  so  on,  and  if  we 
had  a  distinct  and  clear  diagram  of  the  uterine  muscle,  we  might 
come  to  a  better  understanding  of  such  tears.  But  so  far  we 
have  not  reached  a  complete  understanding. 

This  summer,  while  in  Europe.  I  saw  some  work  done  in  the 
clinic  of  Werth,  in  Kiel,  where  they  have  been  cutting  uteri  of 
various  ages  in  pregnant  and  non-pregnant  women,  young  and 
old.  and  have  traced  the  uterine  muscle  section  by  section,  trying 
i'-  build  up  a  complete  uterus  by  the  sections,  thereby  isolating 
and  differentiating  the  muscle  bundles  and  their  various  functions. 
Of  course,  you  understand  at  once,  if  you  look  at  a  section  of  the 
uterus,  what  an  enormous  amount  of  work  that  implies.  I  have 
had  the  good  fortune  of  seeing  Professor  Bayer  at  work.  He 
lias  made  complete  sections  of  the  entire  uterus,  in  pregnant  and 
non-pregnant  women,  and  has  carried  mi  this  work  for  a  great 
ars.  In  spite  of  this  enormous  amount  of  work  we  are 
-till  wry  far  from  arriving  at  a  thorough  understanding.  We 
are  familiar  with  the  work  done  by  I  lis  on  the  muscle  bundles,  and 
their  arrangement  in  connection  with  the  heart.  A  good  deal  de- 
pends  upon  the  arrangement  of  the  muscle  fibers.  At  first,  a  pic- 
torial representation  of  the  heart  muscle  may  seem  just  as  difficult 
and  complicated  as  the  representation  of  die  uterine  muscle;  but 
His  has  been  able  to  work  out  a  certain  diagrammatic  representa- 
tion "t'  the  heart  muscle  which  makes  the  heart  muscle  appear 
much  simpler  in  its  architecture  than  the  uterine  muscle.  Of 
•  .  the  heart  muscle  in  it-  functions  is  much  more  simple  than 
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the  uterine  muscle.  All  the  heart  has  to  do  is  to  contract  and 
relax.  The  uterus  does  much  more.  The  uterus  not  only  con- 
tract- and  relaxes,  but  retracts  also.  The  heart,  when  it  has 
grown  to  its  full  size,  is  an  unchangeable  organ;  whereas  the 
uterus  undergoes  enormous  changes  during  pregnancy  and  the 
puerperium.  The  methods  which  so  far  have  been  used  in  the  in- 
vestigation of  the  functions  of  the  various  muscle  bundles  in  the 
uterus  and  heart  have  mainly  depended  upon  the  methods  of 
microscopical  examination  of  serial  sections  and  reconstruction. 
It  seems  to  me,  that  we  have  gotten  into  a  blind  alley.  This  is 
not  the  method  by  which  we  will  secure  satisfactory  results.  Wc 
must  hud  out  different  methods.  The  methods  are  easier  when 
applied  to  the  heart  than  they  are  when  applied  to  the  uterus,  be- 
cause the  heart  of  an  animal  is  very  much  like  the  heart  of  a 
human  being;  whereas  the  uterus  of  an  animal  is  different  from 
the  uterus  of  a  human  being.  On  the  other  hand,  it  is  more  dif- 
ficult to  experiment  on  the  heart  because  it  is  so  much  more  im- 
portant to  life  than  the  uterus  is. 

Dr.  De  Lee. — Regarding  the  rupture  of  the  uterus,  it  could 
hardly  be  called  a  rupture,  as  such  injuries  are  produced  in  the 
majority  of  cases  by  difficult  obstetric  operations,  and  it  was  only 
by  a  careful  examination,  which  it  is  the  routine  practice  at  the 
Lying-in  Hospital  to  insist  upon,  that  this  rupture  was  discovered. 
It  was  simply  a  little  tear  in  the  uterus.  Probably  it  would  have 
given  the  woman  no  trouble  whatever:  it  might  have  healed  up 
without  treatment. 

The  point  Dr.  Ries  made  about  ruptures  in  previous  labor- 
healing  well,  and  the  predisposing  to  rupture  in  subsequent  labor-, 
is  one  I  thought  of  myself.  1  reported  to  the  Chicago  Medical 
Society  two  cases  of  rupture  of  the  uterus  which  occurred  at  the 
Lying-in  Hospital.  Out  of  nearly  five  thousand  consecutive  la- 
two  women  have  died,  and  these  two  bad  rupture  of  the 
uterus.  <  >ne  was  a  case  of  injury  in  the  first  labor.  The  woman 
wa-  a  primipara,  who  was  having  apparently  a  normal  labor,  but 
got  tired  of  our  plan  of  watchful  expectancy,  and  called  in  a  local 
practitioner,  who  immediately  applied  forceps,  and  after  a  fruit- 
. ".tempt  of  three  hours'  duration  he  said  he  had  an  appoint- 
ment, and  fled.  The  interne  of  die  hospital  was  recalled  and 
found  the  woman  in  good  condition,  but  very  much  injured  by 
the  application  of  the  forceps.  Me  placed  her  on  the  side,  and 
she  delivered  herself  spontaneously  of  a  still-born  baby,  with  head 
injured.  This  woman  then  passed  through  a  period  of  - 
of  three  months'  duration,  and  was  discharged  from  the  Michael 
Reese  1  [ospital  as  well. 

She  soon  became  pregnant  again,  and  her  subsequent  labor  is 
of  interest.  She  began  to  have  labor  pains  at  half-past  two  m 
tin-  morning.  At  half  past  three  -he  sent  her  husband  for  the 
physician  or  interne  at  the  Dispensary,  and  while  he  was  gone 
sin-  suddenly  felt  a  bearing-down  pain  in  the  abdomen.  The 
pains  had  not  been  strong.      She  -at  on  the  edge  of  the  bed:    the 
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bag  of  waters  ruptured  and  the  arm  prolapsed ;  she  complained 
of  feeling  faint  and  lay  down  on  the  bed.  The  interne  responded 
to  the  call,  and  was  at  the  house  in  forty  minutes  after  having 
been  sent  for.  The  woman  was  then  in  collapse ;  it  was  about 
half-past  four  when  they  telephoned  me  for  help,  because  the  in- 
terne recognized  at  once  a  serious  condition.  I  sent  Dr.  Holmes 
to  see  the  case.  Dr.  Holmes  arrived  at  half-past  five.  The  wo- 
man was  in  a  frightful  condition.  They  went  ahead  with  resus- 
citating measures.  I  arrived  at  about  a  quarter  after  six.  In  a 
few  minutes  we  did  decapitation.  We  determined  before  de- 
capitation that  there  might  be  a  rupture  of  the  uterus ;  the  abdom- 
inal cavity  was  full  of  blood,  and  there  was  a  tear  extending  from 
the  cervix  on  the  left  side  up  towards  the  fundus.  There  was  an 
immense  hematoma  in  the  broad  ligament ;  this  had  ruptured,  too, 
because  there  were  clots  on  the  left  side.  I  removed  these  and 
found  blood  in  the  free  peritoneal  cavity.  Complete  spontaneous 
rupture  of  the  uterus  occurred  within  an  hour  and  a  half  after  the 
labor  pains,  which  were  not  very  strong. 

The  point  I  would  make  as  a  sort  of  moral  from  this  case  is  the 
importance  of  insisting  upon  careful  intrauterine  examination  after 
all  operative  deliveries. 

Rudolph  W.  Holmes, 
Editor  of  the  Society. 
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Meeting  of  February  10,  ipo;. 
The  President,  Egbert  II.  Gkaxdix,  M.D..  in  the  Chair. 

I X STRUM  F.N  I  \I.  DILATATION  OF  THE  CERVIX. 

I  >k.  A11KAM  Broi  HERS. — The  firsl  instrument  which  I  present  is 
one  devised  by  me  a  number  of  years  ago  and  consists  of  a  four- 
bladed  dilator  permitting  dilatation  of  the  cervix  to  the  extent  of 
admitting  one  finger  into  the  uterine  cavity  as  required  for  pur- 
of  digital  examination.  It  was  used  some  ten  days  ago  on  a 
woman  of  40,  who  had  borne  children  but  thought  she  had  passed 
the  change  of  life  eight  months  previously.  During  these  eight 
months  her  health  bad  been  miserable  and  she  bad  been  treated  for 
all  sorts  of  complaints;  but  tin-  question  of  pregnancy  was  never 
seriously  considered.      1  found  a  uterine  tumor  extending  upwards 

and  above  the  umbilicus  and  corresponding  to  a  six-months'  preg- 
nant uterus.     There  was  no  evidence  of  ;i  fetus  or  liquid  contents 
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and  the  cervix  was  elongated  and  hard.  There  was  no  fetal  head 
or  other  parts  to  be  felt  per  vaginam  and  the  entire  picture,  sub- 
jective and  objective,  was  distinctly  against  pregnancy.  Under 
anesthesia,  I  proceeded  to  dilate  the  cervix  in  order  to  explore  the 
uterine  interior  with  the  ringer.  The  cervix  was  excessively  rigid 
and  completely  closed  so  that  it  took  nearly  five  minutes  t< 
sufficient  dilatation  to  insert  the  index  finger.  The,  lower  uterine 
segment  was  empty,  but  further  nj>  a  fleshy  mass  could  be  felt 
With  placenta]  forceps  some  of  this  was  brought  down  and  proved 
to  be  hydatid  nick-.  I  turned  the  rest  of  the  operation  to  my 
'  nit.  Dr.  S.  W.  Handler,  and  lie  succeeded  in  filling  a  two- 
quart  jar  with  the  hydatid  masses.  The  patient  lias  so  far  made 
an  uneventful  recovery. 

The  second  instrument  which  I  wish  to  present  is  Bossi's  dilator 
made  in  Milan  and  the  property  of  Dr.  T.  Parodi,  of  this  city 
Through  the  courtesy  of  1  >r.  Candella  I  saw  a  young  woman  about 
twelve  days  ago  suffering  from  eclampsia.  She  was  19  years  old 
and  seven  months  advanced  in  her  first  pregnane}.  She  had  re- 
cently begun  to  suffer  from  severe  attacks  of  vomiting  headaches 
suppression  of  urine,  anasarca  and.  when  I  saw  her.  complete 
blindness.  Her  urine  was  loaded  with  albumin.  She  had  had 
three  convulsions,  and  although  able  to  answer  questions,  her  con- 
dition was  one  of  semi-coma.  The  cervix  was  partially  obliter- 
ated, although  the  OS  was  still  completely  closed.  Pulse  was  150 
and  prostration  intense.  1  had  her  removed  to  Beth  Israel  Hos- 
pital and  slight  chloroform  anesthesia  was  given.  With  B< 
instrument  and  working  very  slowly  for  fear  of  injuring  the  soft 
parts,  the  cervix  was  readily  dilated  to  7  cm.  in  six  minutes.  I 
then  withdrew  the  instrument,  completed  dilatation  manually,  did 
a  version  and  delivered  a  living  child  which  died  several  hours 
later.  There  was  no  injury  to  the  cervix.  The  placenta,  was 
easily  removed.  The  patient  had  one  convulsion  on  the  operating 
table  before  fully  emerging  from  the  anesthetic  and  one  more 
that  same  night.  Since  then  her  sight  has  gradually  been  re- 
stored, the  anasarca  has  disappeared,  and  the  kidneys  have  acted 
freely,  although  the  urine  still  contains  albumin. 

MYOMECTOMY    PER    VAGINAM,    TWO    WEEKS    AFTER    LABOR,    ON 
I  or xt  OF  SEPSIS. 

Dr.  LeRov  Broun. — On  the  night  of  February  2nd  I  was  asked 
by  Dr.  S.  to  see  with  him  a  patient  who  had  been  confined  by  him 
January  15th.  He  requested  me  to  come  prepared  to  remove  a 
fibroid  tumor  from  the  Uterus.  The  patient  presented  the  follow- 
ing history  : 

Mrs.  R.  F.,  36  years  old.  had  had  two  previous  confinements, 
both  normal.     A  month  after  the  third  conception   she  ii"t!' 
mass  in  the  abdomen.     With  the  advancement  of  pregnancy  this 
mass  increased  in  size,  but  was  not  attended  b\  any  unusual  symp- 
toms.    The  labor  began  on  January  15th  and  terminated  in  a  nor- 
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mal  manner.  The  child  weighed  6^2  pounds.  On  the  morning 
of  January  17  the  patient  had  a  chill  which  was  followed  by  a 
temperature  of  102.  During  the  day  there  were  repeated  chilly 
sensations.  Her  physician  gave  an  intra-uterine  douche  daily. 
The  uterus  continued  to  be  of  large  size,  the  fundus  reaching  to 
the  umbilicus.  From  the  17th  to  the  21st  there  was  a  night  rise 
of  temperature  to  102  and  a  morning  remission  to  99.5.  On 
January  21  quinine  sulphate,  grs.  iij  every  four  hours  was  ordered, 
The  intra-uterine  douches  were  continued.  On  January  24  severe 
contracting  pains,  similar  to  those  of  labor,  commenced.  On  Jan- 
uary 25  cinchonism  was  complete  as  evinced  by  the  ringing  in  the 
ears.  The  contracting  pains  in  the  uterus  continuing  quinine  was 
omitted.  On  January  26  the  uterine  contractions  continued  at  in- 
tervals, relieved  by  codeine.  On  January  27,  same  as  on  26th. 
From  the  28th  to  the  31st  there  were  no  contracting  pains.  Tem- 
perature ranged  from  99.5  to  101.  On  February  1  she  had 
chilly  sensations  at  intervals  during  the  day  and  complained  of 
feeling  generally  sick  and  miserable.  The  temperature  rose  to 
102.  On  February  2  the  contracting  pains  were  constant  during 
the  day. 

I  saw  the  patient  on  the  night  of  the  2nd  of  February,  having 
been  previously  informed  by  the  attending  physician  that  a  fibroid 
tumor  presented  at  the  os,  and  I  was  requested  to  come  prepared 
to  remove  it.  On  examination  I  found  the  os  dilated  sufficiently 
to  admit  three  fingers.  The  fundus  of  the  uterus  was  large  and 
reached  to  the  umbilicus.     The  pulse  was  100  and  strong. 

The  patient  being  under  an  anesthetic  the  os  was  dilated  suf- 
ficiently to  admit  four  fingers  and  the  interior  of  the  uterus  was 
explored.  The  myoma  was  found  to  be  sessile  and  attached  to 
the  fundus  and  right  side  of  the  organ.  Under  strong  traction,  an 
assistant  at  the  same  time  keeping  firm  pressure  on  the  fundus, 
about  half  of  the  tumor  was  removed  by  morcellation.  The  re- 
mainder came  away  with  comparative  ease.  The  capsule  was 
removed  with  scissors,  two  fingers  being  in  the  uterus  to  guide  the 
points.  After  removal  of  the  tumor  there  was  a  sudden  and  pro- 
fuse hemorrhage,  which,  however,  was  controlled  by  pressure. 
The  uieru>  was  packed  with  sterile  gauze  and  the  patient  was  re- 
turned to  bed  in  fair  condition.  Reaction  soon  commenced  and 
the  recovery  ha-  since  been  uninterrupted.  The  uterus  has  in- 
voluted rapidly. 

It  is  interesting  to  note  the  cause  of  the  chills  and  temperature 
occurring  a  few  days  after  the  confinement.  They  evidently  had 
tlxir  origin  in  the  disintegration  of  the  capsule  which  was  rup- 
tured by  expulsive  contracting  efforts  of  the  uterus  at  the  time  of 
labor,     h  is  also  interesting  to  note  that  the  quinine  given  on  the 

_'i-t  and  continued  until  the  25th  undoubtedl)  Caused  further  con- 
traction- of  the  uterus,  giving  rise  to  the  severe  contractile  pains 
on  the  23rd.  It  i-  also  interesting  to  note  the  character  of  the 
tumor.  It  i>  largely  made  up  of  muscular  tissue,  and  is  almost  a 
pure  myoma.     The  weighl  of  the  tumor  removed  was  .}  pounds. 
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A  CASE  OF   UNR1   PTURED    rUBAL   PREGNANCY — DIAGNOSIS   MAUI:   BE- 
FORE OPERA  i  [ON. 

1  >r.  George  II.  Mallett.-  1  present  this  case  because  it  is  typi- 
cal and  the  specimen  is  a  beautiful  one.  The  patient  was  25  years 
old,  married  7  years,  and  lias  had  five  miscarriages,  the  last  one 
six  months  ago.  Menstruation  began  at  [3,  and  was  always  regu- 
lar, 28-day  type,  flows  moderately,  and  has  no  pains.  Her  la>t 
period  was  on  September  i<>,  and  was  normal  in  every  respect.  In 
October  no  menstruation  appeared.  On  October  _'i  a  catheter 
was  introduced  into  the  uterus  for  the  purpose  of  causing  a  mis- 
carriage and.  from  that  time,  she  flowed  quite  freely  until  Novem- 
ber 7,  when  she  was  curetted.  From  that  time  she  flowed  irregu- 
larly and  in  small  quantities  until  I  saw  her.  She  presented  most 
of  the  symptoms  of  normal  pregnancy,  changes  of  coloration  of 
skin  and  nipples  and  nervous  and  gastro-intestinal  symptoms. 
The  uterus  was  slightly  enlarged  and  soft.  A  tumor  was  felt  in 
right  side  of  the  pelvis  presenting  the  soft  feel  described  by  Veit. 
Operation  was  performed  on  November  _><>  or  two  and  a  half 
months  after  the  lasl  normal  menstruation.  The  tubal  tumor  was 
removed  by  laparotomy.  The  patient  made  an  uneventful  re- 
o  '\  ery  and  left  the  hospital  three  weeks  after  the  operatit  in. 

DYSTOCIA    DUE   TO   ACCIDENTAL  ADHESION    OF  THE   UTERUS    TO   THE 

ABDOMINAL   WALL   SUBSEQUENT  TO   LAPAROTOMY   FOR   ECTOPIC 

GESTATION — DELIVERY    PER   VIS    NATURALIS    \XD 

BY.     \<  I  OUCH  EMENT    FORCE. 

Dr.  II.  X.  VlNEBERG. — The  patient,  28  years  old.  married,  and 
mother  of  two  children,  had  been  operated  upon  at  Beth  tsrael 
Hospital  for  ectopic  gestation.  A  large  gauze  drain  at  the  lower 
angle  of  the  wound  had  been  employed.  The  resulting  fistula  was 
some  time  in  closing;  otherwise  the  patient  made  a  good  recovery 
and  became  pregnant  again  about  three  months  later.  The  preg- 
nancy apparently  progressed  normally,  and  when  seen  by  me  at 
10  a.m.  July  3,  1901,  it  had  just  entered  the  eighth  month.  The 
woman  had  then  been  in  severe  labor  pains  for  three  days  without 
making  any  progress.  She  was  beginning  to  suffer  from  exhaus- 
tion. (  >n  examination  of  the  abdomen  I  found  a  long,  wide  -ear. 
and  its  lower  third  was  a  circular  opening  about  the  size  of  a  ten- 
cent  piece.  A  thin,  transparent  membrane  resembling  peritoneum 
stretched  across  the  bottom  of  the  opening,  through  which  the 
uterus  could  he  seen.  The  uterus  and  the  overlying  abdominal 
wall  projected  considerably  over  the  symphysis  and  could  not  be 
pushed  upward  to  it<  natural  position.  <  >n  vaginal  examination 
cervix  was  crowded  backwards  and  upwards  towards  the 
promontory  and  could  not  he  reached  with  the  index  and  mid- 
dle fingers.  <  »n  palpating  the  anterior  fornix  a  thick  wall  of  tis- 
sue could  he  made  out  extending  above  the  symphysis  and  corre- 
sponding to  the  condition  described  a-  found  in  dystocia  following 
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ventral  fixation  of  the  uterus.  The  patient  was  at  once  trans- 
ported to  Mt.  Sinai  Hospital,  where,  after  hasty  preparation,  she 
was  anesthetized  and  an  attempt  made  with  the  hand  in  the  vagina 
to  catch  and  bring"  down  the  cervix,  an  assistant  at  the  same  time 
pushing  the  fundus  forcibly  upward.  This  was  not  successful  at 
first  and  it  seemed  as  if  Cesarean  section  would  have  to  be  resorted 
to.  But  on  inspecting  the  abdomen  I  found  that  in  scrubbing  it 
the  thin  membrane  stretching  across  the  circular  opening  above 
described  had  been  torn  away  and  that  a  portion  of  omentum  pro- 
truded through  the  small  opening.  Under  proper  aseptic  precau- 
tions this  was  replaced,  and  introducing  my  index  finger  through 
the  opening  I  swept  it  across  the  lower  part  of  the  abdomen  as  far 
as  I  could,  breaking  up  several  adhesions  between  the  uterus  and 
abdominal  wall.  I  now  repeated  my  attempt  to  bring  down  the 
cervix  and  after  some  time  succeeded  in  doing  so.  I  then  dilated 
the  cervix  manually  and  delivered  by  version  a  male  fetus  corre- 
sponding to  about  the  eighth  month  of  development.  The  ab- 
dominal fistula  was  freshened  and  packed  with  iodoform  gauze. 
The  patient  made  a  good  recovery,  though  the  fistula  was  rather 
slow  in  healing.  She  left  the  hospital  July  24,  three  weeks  from 
the  day  of  her  admission.  The  baby  at  this  time  was  not  thriving 
very  well,  having  an  attack  of  entero-colitis,  but  it  throve  satis- 
factorily after  the  patient  left  the  hospital.  One  of  the  note- 
w<  >rthy  features  of  the  case  is  the  accidental  adhesion  of  the  uterus 
subsequent  to  a  laparotomy,  proving  such  an  obstacle  to  the  pro- 
gress of  labor  as  might  have  necessitated  serious  surgical  inter- 
vention. Had  it  not  been  for  the  presence  of  the  circular  defect 
in  the  abdominal  scar  admitting  the  index  finger  with  which  the 
adhesions  between  the  uterus  and  abdominal  wall  were  broken  up, 
a  necessity  for  a  laparotomy  would  have  arisen.  Further  interest 
in  the  case  in  the  fresh  illustration  it  presents  that  no  matter 
how  an  adhesion  between  the  uterus  and  ventral  wall  is  brought 
about,  dystocia  may  result ;  and  all  the  talk  about  avoiding  the  pos- 
sibility of  dystocia  in  ventral  suspension  by  passing  the  sutures  on 
the  anterior  or  posterior  surface  of  the  fundus  and  only  through 
the  parietal  peritoneum  and  not  through  the  muscle  or  fascia,  is 
rudely  shattered  by  such  a  case  as  the  foregoing  and  other  cases  in 
literature.  In  my  opinion  the  course  pursued  in  the  case  is  also 
of  value  in  affording  a  suggestion  as  to  treatment  of  cases  of  dys- 
tocia subsequent  10  ventral  fixation  or  suspension  in  which  the 
same  conditions  obtain,  i.e.,  fundus  prevented  from  rising  through 
adhesions  to  the  abdominal  wall  and  in  consequence  the  cervix  be- 
ing pushed  up  to  the  promontory  or  beyond  it.  If,  with  the 
patient  under  anesthesia,  the  cervix  cannot  lie  grasped  with  the 
fingers  of  one  hand  while  the  other  hand  makes  forcible  pressure 
upon  the  fundus  upwards,  would  i'  not  be  wise  before  resorting  to 
Cesarean  section  to  make  an  attempt  to  break  up  adhesions  be- 
ll the  uterus  and  abdominal  wall  after  the  abdomen  has  been 
opened  afterwards  delivering  the  woman  by  accouchement  force? 
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PARTIAL     INVERSION      01      PUERPERAL     UTERUS     WITH       VDHE1 
PUTRID     PLACENTAL    TISSUE;    GENERAL     SEPS1 
VAGINAL   HYSTERECTOMY;     RECOVERY. 

Dr.  H.  X.  Vineberg. — Mrs.  M.  Z.,  r  old,  had  been  de- 

livered of  her  eighth  child  about  four  weeks  prior  to  her  admis- 
sion to  Mt.  Sinai  Hospital,  on  July  8,  1901.  Her  physician  in- 
formed me  that  he  had  diagnosticated  placenta  previa,  but  apart 

from  this  the  delivery  had  been  normal.  A  few  days  later  die  be- 
gan to  have  fever  and  chills,  with  fetid  lochia.  For  this  she  was 
given  several  vaginal  antiseptic  douches  daily  by  his  assistant. 
Her  condition  apparently  improved  for  a  time  hut  the  high  fever 
remained  and  the  patient  was  evidently  losing  ground.  The  assis- 
tant now  found  that  it  was  difficult  to  insert  the  douche  point  as 
there  appeared  to  be  something  in  the  vagina  which  was  obstruct- 
ing it.  The  lochia  now  became  more  fetid,  and  sloughing  pieces 
of  membranous  tissue  were  passed.  One  of  these  was  given  to  a 
pathologist  for  microscopic  examination,  but  he  could  make 
nothing  of  it  as  it  was  in  such  an  advanced  state  of  decomposition. 
On  her  admission  I  was  notified  at  once  that  a  case  of  pnerpurai 
sepsis  had  been  admitted  to  the  service.  I  responded  as  quickly  as 
possible.  I  found  that  everyone  who  had  come  near  the  patient 
was  in  a  condition  bordering  on  demoralization,  for  the  odor  from 
her  was  indescribably  sickening  and  repulsive.  The  patient  for 
this  reason  was  not  sent  to  the  ward  but  to  the  anesthesia  room 
awaiting  my  arrival.  When  I  entered  the  room  I  came  nigh  suc- 
cumbing to  the  terrible  odor  myself  as  some  of  the  others  had. 
In  my  whole  experience  I  had  never  encountered  an  odor  so 
peculiarly  fetid,  overpowering  and  nauseating.  The  patient  had  a 
strongly  septic  appearance,  was  very  anemic,  had  a  small  rapid 
pulse,  130,  and  a  temperature  of   104  .1  She  was  immedi- 

ately anesthetized  and  taken  into  the  operating  room,  where  I  first 
made  a  vaginal  examination.  I  found  the  vagina  tilled  by  a 
globular  mass  the  size  of  a  double  closed  fist.      The  surface  of  the 

was  covered  here  and  there  with  black  string)-  membranous- 
like  tissue.  I  could  find  nothing  resembling  a  cervix,  but  on  bi- 
manual examination  I  felt  a  body  above  the  mass  which  I  took  to 
be  the  uterus.  I  was  very  much  puzzled  with  the  condition  and. 
at  first,  thought  I  had  to  do  with  a  sloughing  fibroid  "r  a  malignant 
growth  1  deciduoma  malignum  ).  There  was  no  other  course  open 
but  an  attempt  at  removal  of  the  mass,  in  which  I  was  very  much 
handicapped  by  lack  of  assistants,  as  the  house-surgeon  had  given 
leave  of  .absence  to  most  of  the  staff.     I  began  cautiously  to  re- 

the  mass  piecemeal,  being  careful  to  avoid  hemorrhage  by 
the  free  use  of  clamps.  While  1  was  proceeding  with  this,  one  of 
the  house  staff,  Dr.  Robert  T.  Frank,  suggested  that  it  might  be 
an  inverted  uterus,  and  before  I  went  much  further  1  became  of 
the  same  opinion.  But  the  tissues  were  so  disorganized  ami  the 
land-marks  so  altered  that  it  was  not  until  I  had  cut  away  mosl  of 
tb.r  vaginal  mass  that  I  was  certain  of  'he  correctness  of  that  view. 
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The  intestines  were  walled  off  with  gauze  compresses  as  soon  as 
the  peritoneal  cavity  was  entered.  After  the  vessels  were  ligated, 
the  vagina  was  cleansed,  the  gauze  compresses  removed  and  a  strip 
of  iodoform  gauze  employed  to  pack  the  intestines  away  from  the 
vaginal  incision.  The  patient  made  an  excellent  recovery  and  was 
discharged  sixteen  days  after  operation. 

To  the  free  drainage  which  the  local  condition  permitted  and  to 
the  frequent  washing  away  of  the  debris  with  antiseptic  douches, 
must  be  attributed  the  fact  that  the  patient  did  not  succumb  to  the 
sepsis  for  so  comparatively  long  a  time  as  four  weeks.  Everyone, 
hi  iwever,  who  saw  her  when  she  entered  the  hospital  was  strongly 
convinced  that  she  could  not  have  held  out  much  longer.  It  was 
also  a  surprise  to  many  that  any  operative  intervention  could  have 
saved  her.  The  case  furnished  an  instructive  object  lesson  as  to 
the  physical  impossibility  at  times  of  removing  adherent  placental 
residue  in  some  cases  of  puerperal  sepsis,  and  as  to  the  value  of 
hysterectomy  in  such  cases. 

DISCUSSION  OF  DR.   MARX'S  PAPER  ON  VERSION  OR  FORCEPS. 

Dr.  George  L.  Brodhead. — It  seems  to  me  that  the  use  of  for- 
ceps is  better  than  version,  not  only  in  cases  where  the  presentation 
fetal  head  and  pelvis  are  normal,  but  also  and  more  especially 
where  the  head  is  relatively  too  large  for  the  pelvis.  The  pelvis 
may  be  normal  in  size  and  the  head  abnormally  large,  or  the  pelvis 
may  be  justo-minor,  with  a  normal  head.  In  the  first  class  of 
cases,  delivery  by  forceps  may  not  be  at  all  difficult ;  but  it  is  in 
the  second  class  of  cases  that  the  results  after  the  forceps  operation 
are  so  much  better  than  by  the  use  of  version.  Take  for  example, 
the  case  of  a  woman  with  a  slight  general  contraction  of  the  pelvis, 
and  a  normal  fetal  head.  In  many  instances,  by  slow  careful  trac- 
tion in  the  proper  axis  we  are  able  to  mould  the  head  through  the 
pelvic  brim  and  down  into  the  pelvis,  whereas  to  attempt  to  drag 
the  head  unmoulded  through  the  pelvis  (as  an  after-coming  head) 
would  mean  frequently  the  loss  of  the  child,  from  the  failure  to 
extract  the  head  within  the  very  few  minutes  in  which  it  must  be 

mplished.  In  cases  of  flat  pelvis,  on  the  other  hand,  version 
offers  a  distinct  advantage  over  forceps.      In  these  cases,  the  for- 

hi  'Id-  the  head  nearly  if  not  quite  over  the  middle  of  the  pelvic 
brim,  and  therefore  the  bi-parietal  diameter  of  tin-  vertex  is 
brought  opposite  to  the  narrowed  conjugate,  and  is  held  there, 
whereas  in  tin-  extraction  of  the  after-coming  head,  tin-  head  slips 
to  one  side  of  the  pelvis  where  there  is  more  room  and  thus  the  bi- 

oral  diameter  meets  die  narrowed  conjugate,  passing  it  easily. 
of  Hat  pelvis  offer  an  excellent  field  for  the  performance 
ib.  fore  labor  1  of  external  pelvic  version.  I  was  able  to  demon- 
strate tin-  in  a  patient  who  was  referred  to  me  several  years  ago. 
she  gave  a  historj  of  two  difficult  instrumental  deliveries  (the 
child  being  still-born  in  both),  and  two  internal  podalic  versions 
with  one  living  child.     As  the  patient  had  a  typical  flat  pelvis,  and 
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as  the  child  at  eight  and  one-half  months  was  of  large  size,  I  per- 
formed pelvic  version  by  the  external  method  and  induced  the  la- 
bor, which  was  perfectly  normal,  the  woman  being  delivered  with- 
out difficulty  of  a  nine  and  a  half  pounds  child  in  excellent  COndi 

tion. 

Again,  1  believe  that,  in  man}  cases,  both  version  and  foi 
have  been  used  where  craniotomj  was  clearly  indicated.     1  have 

known  of  men  pulling  for  an  hour  or  more  on  the  head  of  a  dead 
child,  producing  extensive  lacerations  of  the  soft  parts,  finally  do- 
ing version  in  order  to  get  the  child  out;  whereas,  knowing  the 
child  to  he  dead,  craniotomy  in  the  first  place  would  have  resulted 
in  a  quicker  delivery,  with  greater  safety  to  die  mother. 

Dr.  K.  A.  Murray. — I  have  observed  accoucheurs,  when  the 
head  has  been  at  the  superior  strait,  apply  forceps,  leaving  ver- 
sion as  the  last  resort.  I  believe  it  should  be  considered  as  co- 
equal with  forceps.  When  the  head  is  above  the  superior  strait 
and  does  not  enter  it.  there  is  some  reason,  and  that  reason  should 
always  lie  carefully  sought  for.  There  is  no  question  but  that 
version  will  bring  the  head  through  where  forceps  could  not  in 
cases  of  contracted  pelves. 

Again  the  question  arises,  do  we  not  often  fail  because  we  want 
to  make  an  immediate  extraction?  Do  we  not  often  prevent  the 
gradual  descent  of  the  child  and  allow  the  arms  to  go  up  so  that 
during  our  endeavors  to  liberate  them,  the  child  is  lost? 

External  version  can  only  be  done  when  the  membranes  are  in- 
tact. Bipolar  version  can  seldom  be  used  when  the  membranes 
have  ruptured.  Internal  version  bears  with  it  this,  that  we  must 
use  careful  asepsis.  I  believe  that  we  can  do  more  with  version 
than  with  forceps.  I  contend  that  we  get  as  good  results  from 
version  if  it  be  elective  and  not  a  dernier  resort. 

Dr.  Malcolm  McLean. — I  do  not  believe  that  forceps  should 
ever  be  used  above  the  brim  in  cases  where  version  can  be  done. 
It  is  an  unscientific  operation  because  of  the  shape  of  the  instru- 
ment, the  shape  of  the  canal  making  it  impossible  to  apply  the 
forceps  to  the  head  in  the  normal  location  and  to  make  traction 
without  making  the  long  diameters  of  the  head  engage  in  the 
short  diameters  of  the  inlet. 

As  to  the  dangers  of  version  I  think  the  last  speaker  has  hit 
upon  it  exactly.  Version  is  a  dangerors  procedure  when  at- 
tempted after  the  forceps  operation  has  failed.  Where  it  has  been 
ive  and  failures  have  resulted  they  have  been  due  to  a  hasty 
deliver}-.  In  such  cms.-,  hasty  delivery  should  not  be  attempted. 
When  pressure  was  applied  from  above  in  forty-one  consecutive 
cases  I  can  report  but  one  child  lost. 

Dr.  George  Tucker  Harrison. — Tn  the  main.  T  concur  most 

heartily  with  what  has  been  advocated  by  Dr.  Marx,  hut  in  certain 
points  I  differ.  Tn  the  first  place  the  title  of  the  piper  is  objec- 
tionable. Putting  in  contrast  forceps  and  version  ignores  true 
obstetrical  relations;  because  when  version  is  applicable,  forceps 
is  contra-indicated,  and  when  the  use  of  forceps  is  indicated,  the 
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time  for  version  has  passed.  When  we  are  called  to  a  case  with 
a  narrow  pelvis,  with  the  head  not  engaged  in  the  pelvis,  and 
examination  has  shown  that  the  disproportion  between  head  and 
pelvis  is  not  so  great  but  that  we  can  hope  to  deliver  a  living  child 
then  the  question  is  simply  this  :  Should  our  treatment  be  ex- 
pectant, or  should  we  employ  version  ?  The  tendency  of  modern 
obstetricians  is  to  allow  expectancy  to  play  a  conspicuous  part,  and 
it  does  play  a  larger  part  in  the  treatment  than  it  did  formerly. 
Of  course,  it  does  seem  as  though  we  ran  a  risk :  we  may  find  that 
we  must  interfere  when  the  conditions  are  not  favorable,  at  least 
not  so  favorable  as  they  would  have  been  had  we  employed  prophy- 
lactic version.  As  a  rule  I  am  most  emphatically  in  favor  of 
prophylactic  version.  If  we  adopt  the  expectant  plan  we  must 
assume,  as  a  postulate,  that  the  uterine  contractions  are  regular 
and  strong,  and  also  that  we  may  rely  upon  the  accessory  forces,, 
such  as  result  from  the  action  of  the  abdominal  muscles.  In  mul- 
tipara, from  over-distention  of  the  muscles,  with  the  consequent 
atrophy,  we  find,  at  times,  that  when  the  woman  is  called  upon  to 
exert  the  abdominal  muscles  she  is  unable  to  do  so.  On  the  con- 
trary, when  the  head  has  engaged  in  the  pelvis  and  becomes  fixed 
there,  the  use  of  the  forceps  is  indicated,  but  not  the  prolonged 
use  of  it.  The  question  that  comes  up  under  these  circumstances 
is  as  to  the  election  between  forceps  perforation  or  symphyse- 
otomy. 

Dr.  F.  A.  Dorman. — There  are  one  or  two  points  that  I  should 
like  to  make  and  the  first  is,  that  there  is  great  danger  in  per- 
forming version  in  these  cases.  Cases  are  lost  again  and  again 
from  prolapse  of  the  cord,  or  from  the  cord  becoming  entangled 
about  an  extremity,  and  from  the  danger  to  the  after-coming  head 
from  obstruction  at  the  pelvic  brim.  All  experienced  men  should 
be  able  to  apply  the  blades  of  the  forceps  and  make  traction  with- 
out serious  damage  to  the  head  of  the  child.  The  tentative  appli- 
cation of  forceps,  except  in  flat  pelves,  is  always  in  order.  There 
is  especial  danger  in  version,  in  justo-minor  pelves,  because  you 
may  lose  your  cases  from  injury  to  the  cord  or  from  failure  to 
engage  the  after-coming  head.  The  forceps  in  these  cases  can 
often  bring  the  head  safely  through.  I  believe  the  only  safe  way 
is  to  carefully  mould  the  head  and  deliver  by  forceps. 

I  >i<  S.  Marx. — As  I  have  stated  in  my  paper  the  question  of  the 
use  of  forceps  or  version  in  these  cases  depends  largely  upon  the 
individual  experience  of  each  operator,  some  feeling  that  they  have 
more  skill  with  one  method  than  with  the  other  and,  therefore, 
each  chooses  the  operation  he  feels  he  can  better  do.  In  the  border 
line  cases  one  occasionally  cannot  decide  which  operation  is  pref- 
erable. I  think  that  the  failure  or  success  in  doing  version  is  due 
to  the  fad  thai  the  operation  is  no1  properly  done.  The  mem- 
branes should  be  ruptured  after  the  foot  has  been  grasped.  The 
membranes  should  not  be  ruptured  at  the  external  os  and  then 
search  for  the  fool  made.  After  version  has  been  done  a  rapid 
1  tion  should  be  effected  for  reason  of  the  greater  danger  that 
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is  encountered  from  retraction  of  the  cervix  which  enables  tl 
to  grasp  the  child's  head  with  serious  consequences.  In  our  ef- 
forts at  extraction  we  may  cause  extension  of  the  head  and  Libera- 
tion of  the  shoulders,  etc.,  and  so  lose  "in-  case.  Use  firm  supra- 
public  pressure  and  it  will  aid  in  saving  a  large  number  of  the 
children. 

L  am  sure  that  the  caption  of  the  article  rubs  the  wrong  way. 
I  said  "High  Forceps  or  Version,  Which?"  and  meant  it.  As 
heard  to-night  the  tendency  appears  to  elect  forceps  in  minor  cases 
over  version.  In  minor  contracted  pelvic  cases  that  would  apply 
when  the  head  is  engaged,  and  would  be  the  preferable  meth< 
procedure. 

These  border  cases  are  rare.  In  most  cases  we  know  absolutely 
what  to  do. 

DISCUSSION    OF    DR.    BARROWS'    PAPER    ON    SEPTICEMIA    TREATED    BY 

FORMALIN'. 

Dr.  J.  S.  Stone,  of  Washington. — If  this  use  of  formalin  proves 
to  be  what  is  hoped  of  it,  and  if  further  experimentation  upon  ani- 
mals and  human  beings  attests  its  value,  this  will  be  the  greatest 
discovery  since  it  was  demonstrated  that  yellow  fever  and  malaria 
are  propagated  by  the  mosquito.  There  are  one  or  two  questions 
I  should  like  to  ask  Dr.  Barrow.  Will  a  1  to  5000  formalin  solu- 
tion do  outside  the  body  what  he  says  it  will  apparently  do  when 
introduced  into  the  circulation  of  the  patient?  Has  he  found  that 
the  coagulation  of  albumin  which  occurs  from  the  use  of  the  for- 
malin solution,  and  which  prevents  the  growth  of  bacteria,  will 
act  longer  than  twenty-four  hours  in  either  the  human  or  animal 
circulation?  In  some  cases  of  sepsis  that  I  have  seen  and  watched 
the  idea  has  occurred  to  me  of  introducing  saline  solution  into  the 
bl<  tod.  (  >nly  one  case  that  gave  results  might  be  mentioned.  This 
was  a  case  of  suppression  of  urine  occurring  in  a  septic  case. 
Saline  solution  was  allowed  to  enter  the  circulation  until  the  blood 
was  changed  in  color  from  the  amount  introduced.  The  idea  was 
to  wash  out  the  blood,  so  to  speak.  This  patient  was  apparently 
benefited  but  finally  succumbed  to  pyemia. 

Dr.  H.  X.  Vineberg. — I  was  exceedingly  interested  in  Dr.  Bar- 
row's paper,  for  I  had  hoped  that  now  we  had  a  remedy  which 
would  give  us  good  results  in  cases  of  virulent  sepsis,  especial- 
ly in  those  cases  where  the  women  appeared  to  be  exceedingly 
ill.  with  no  local  sign.-,  and  who  generally  died  within  a  few  days. 
These  are  the  cases  where  I  had  hoped  formalin  mighl  he  of  great 
benefit.  I  think  Dr.  Killiani  has  expressed  the  matter  accurately 
from  a  scientific  standpoint.  Recently  I  had  a  talk  with  Dr.  E. 
Libman,  Assistant  Pathologist.  Mt.  Sinai  Hospital,  who  has  done 
a  great  deal  of  blood  work  in  septic  conditions,  and  he  stated  that 
in  the  severest  forms  often  you  will  not  find  any  streptococci  in  the 
blood  at  all.  At  times  they  are  present  for  a  day  or  two,  or  again 
only  for  a  few  hours.     Therefore,  it  is  to  In-  deducted  that  an  ex- 
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amination  of  the  blood  is  no  criterion  in  guiding  us  in  the  treat- 
ment. Nevertheless,  I  think  that  all  of  us  should  be  glad  to  sub- 
ject such  a  treatment  to  the  test  with  unbiased  minds.  I  am  at 
liberty  to  cite  a  case  in  Dr.  Howard  Lilienthal's  service  at  Mt. 
Sinai  Hospital.  The  woman  suffered  from  a  mixed  tubercular 
and  streptococcic  infection  with  a  suppurating  knee-joint  which 
was  laid  open  and  drained.     Her  temperature  was  105  plus. 

After  the  intravenous  infusion  of  the  formalin  in  salt  solution 
the  patient  became  cyanotic  and  the  temperature  dropped  10.5  de- 
grees. The  temperature  went  up  again ;  when  it  was  105  again 
an  infusion  of  simple  saline  solution  was  given  with  the  result  that 
the  temperature  dropped  9.5  degrees.  The  patient  has  since  died. 
Streptococci  were  at  no  time  found  in  the  blood.  The  only  dif- 
ference between  the  effects  of  the  infusion  of  formalin  and  the 
saline  solution  was  that,  when  the  former  was  used,  cyanosis  de- 
veloped and  the  drop  in  the  temperature  was  one  degree  more  than 
when  the  saline  solution  alone  was  used. 

Dr.  S.  Marx. — Cyanosis  occurring  after  the  infusion  of  forma- 
lin has  been  reported  several  times.  Personally  I  have  never  had 
occasion  to  use  this  method  of  treatment,  although  day  before  yes- 
terday I  came  near  having  a  case.  I  was  called  to  see  a  patient 
and  was  asked  to  come  prepared  to  treat  a  grave  case  of  sepsis  by 
formalin  infusion.  The  temperature  was  106  and  the  pulse  108. 
I  had  my  suspicion  as  to  the  cause  and,  introducing  my  hand, 
hauled  out  large  pieces  of  retained  placenta.  I  am  afraid,  gentle- 
men, that  the  pendulum  is  going  to  sweep  the  wrong  way  and  that 
the  cases  reported  are  nothing  more  or  less  than  cases  of  sapremia. 
1  believe  that  Dr.  Barrows  cases  should  be  critically  analyzed.  If 
he  lost  two  out  of  eight  cases,  it  shows  a  mortality  rate  of  25  per 
cent.  I  have  gotten  that  same  result  with  indifferent  treatment. 
Many  of  these  cases  will  get  well  if  you  keep  your  hands  off.  In 
cases  of  puerperal  sepsis  I  have  had  a  fairly  large  experience  and 
have  tried  nearly  all  forms  of  treatment.  With  Marmorek's  anti- 
streptococcic serum  the  mortality  rate  was  nearly  100  per  cent. 
Next  I  tried  native  serum  with  a  mortality  rate  of  25  per  cent.  1 
feel  that  keeping  your  hands  off  the  cases  of  streptococcic  infec- 
tion, and  filling  them  with  alcohol  to  the  point  of  intoxication  is 
about  the  best  you  can  expect  to  do.  Occasionally  one  treatment 
succeeds  where  others  fail. 

Dr.  Ralph  Waldo. — A  patient,  35  Mars  old,  was  admitted  to 
Lebanon  I  [ospital  January  28.  She  had  been  delivered  two  weeks 
before.  In  the  hospital  a  mass  of  placenta  was  removed  from  the 
uterus.  No  culture  was  made  and  the  treatment  was  expectant. 
At  9  :.v >  a.m.  she  had  a  temperature  104.'".  (  >n  the  evening  of  that 
day  her  temperature  reached  104.4  and  then  200  ex.  of  formalin 

Solution,  infused.       The   teinpcral  'ire   TOSe  to   IO5.')  hv 

the  following  morning.     By  7:30  it  had  dropped  to  101. 
It  reached  98.5  at   11  130,  the  pulse  being  [38  at  the  time  of  the 

injection  and  [28  with  the  normal  temperature.  There  were  sev- 
eral slight  rigors.     The  temperature  gradually  rose  until,  during 
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the  afternoon  of  February  3  it  was  104.2  and  pulse  [60.  She  was 
given  500  c.c.  of  the  same  solution  at  10:30  p.m.  The  temperature 
was  [05.6  and  pulse  [50.  February  4.  3  a.m.,  temperature 
pulse  114.  During  the  next  twenty-four  hours  the  temperature 
varied  between  [oc  and  104.  Ai  2  p.m.,  when  the  temperature 
was  102  F.,  500  c.c.  of  1-5000  formalin  was  again  infused.  The 
temperature  did  not  again  rise.  February  5,  9  a.m.,  temperature 
i,  pulse  1 -'4. 
Dr.  I  rEORGE  L.  Brodhead. — .Mrs.  II..  25  years  old,  viii  gravida, 
was  first  seen  in  the  outdoor  service  of  the  Post-Graduate  I  I 
tal,  on  January  [6  at  4  p.m.  The  patient  had  been  in  labor  since 
8  p.m.  the  previous  evening.  The  position  was  R.  (J.  1'.  in  the 
brim.  The  cervix  admitted  three  fingers  and  was  very  rigid 
Quinin,  strychnin  and  chloral  hydrate  were  administered  at  vari- 
ous times,  but,  at  9  a.m.  the  follow  inn-  morning,  it  was  evident  that 
the  patient  could  advance  the  head  no  further  and,  the  vertex  being 
well  down  in  the  pelvic  cavity,  deliver}-  was  effected  without  dif- 
ficulty by  the  low  operation,  the  duration  of  labor  having 
been  thirty-nine  hours.  The  child  was  in  perfect  condition.  The 
placenta  and  membranes,  both  complete,  were  expressed  entirely 
by  the  Crede  method.  The  estimated  hemorrhage  was  four 
ounces.  There  was  no  laceration  of  the  soft  parts.  Xo  douche 
given.  The  temperature  one  hour  after  labor  was  98.8  and 
the  pulse  96.  The  puerperium  was  uneventful  until  the  sixth  day, 
when  the  temperature  was  103.4  F.  and  the  pulse  138.  There  was 
slight  tenderness  over  the  fundus  which  was  hard  and  one  inch 
below  the  umbilicus.  The  lochia  were  moderate  and  the  bowels 
constipated.  Calomel  and  salts  were  ordered  and  the  bowels 
moved  freely  but,  on  the  following  day,  the  temperature  was  104.8 
F.  and  the  pulse  108.  The  lochia  were  red  and  had  no  odor.  The 
patient  admitted  having  been  up  since  the  second  day  with  no 
vulva  pads,  and  the  surroundings  were  filthy.  Under  ether  an- 
esthesia, the  patient  having  a  loud  mitral  systolic  murmur,  the 
uterus  was  thoroughly  explored  and  nothing  was  found  except  a 
-mall  blood  clots.  A  hot  uterine  douche  was  given  and  the 
uterus  packed  with  iodoform  gauze.  On  the  following  day  (8th 
of  the  puerperium  1  the  temperature  was  103  F.,  the  pulse  108. 
The  packing  was  removed.  There  was  no  odor  but  a  uterine 
douche  was  ordered.  The  afternoon  temperature  was  104.2  F., 
the  pul>e  was  108.  Tonics  and  stimulants  were  administered. 
(  >n  the  9th  day  the  temperature  was  102.8  F.  and  on  the  toth, 
2,  and  on  the  11th  day  the  patient  was  admitted  to  the  Post- 
graduate Hospital.  A  few  hours  after  admission  the  tempera- 
tun-  was  104.6  F.  and  the  pulse  104.  and  respirations  24.  Smears 
taken  from  the  uterus  and  vagina  showed  numerous  streptococci, 
but  the  blood  culture^  were  sterile.  The  blood  showed  90  per 
cent  hemoglobin.  There  were  4.791.200  red  cells  and  11,250  leu- 
cocytes. The  temperature  on  the  morning  after  admission  fell  to 
101.6  F..  the  pulse  to  104.  The  patient  Emulation 
and  forced  feeding,  with  vaginal  douches  of  lysol,  and  an  ice 
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was  placed  upon  the  abdomen.  There  was  no  tenderness  or  ab- 
dominal distention  and  the  uterus  had  contracted  to  a  point  about 
four  fingers  below  the  navel.  The  urine  contained  no  albumen  and 
no  casts.  On  January  29,  the  13th  day  of  the  puerperium,  the 
temperature  at  3  a.m.  was  104.6  F.  and  the  pulse  112,  respirations 
20.  At  noon,  the  temperature  was  103.4  and  the  patient  com- 
plained of  intense  headache.  It  was  decided  to  try  formalin  and 
at  3  p.m.,  500  c.c.  of  a  1-5,000  aqueous  solution  of  formalin  was 
injected  by  Dr.  Loughran  of  the  house-staff  into  the  left  median 
cephalic  vein.  A  sharp  chill  followed  the  procedure  and  the  tem- 
perature, one  hour  later,  was  105.8,  the  pulse  124  and  respirations 
2)6.  Three  hours  after  the  injection  the  patient  was  very  quiet, 
and  the  headache  which  had  been  intense  was  much  relieved. 
Nine  hours  after  the  injection,  the  temperature  had  fallen  to  98.4, 
the  pulse  to  100,  the  respirations  to  22.  Six  hours  later  the  tem- 
perature was  105.6.  the  pulse  112,  the  respirations  28,  and  there 
was  intense  headache,  severe  pain  in  the  left  wrist  and  great  ner- 
vousness. A  septic  thrombus  was  found  on  the  dorsum  of  the  hand 
near  the  wrist,  and  an  intense  conjunctivitis  of  the  left  eye.  Later 
in  the  day  (14th)  the  temperature  fell  to  102,  but  rose  again  rapid- 
ly to  103.4  three  hours  later.  On  the  15th  day.  as  the  temperature 
had  risen  to  103.8,  it  was  deemed  best  to  give  another  infusion. 
This  time  750  c.c.  of  a  1-5.000  formalin  solution  was  used,  the 
procedure  being  followed  by  a  chill  and  subsequent  rise  of  tem- 
perature to  106,  pulse  150,  respirations  28.  Seven  hours  after  the 
injection  the  temperature  fell  to  99.6,  the  pulse  to  120.  Three 
hours  later  there  was  a  chill  lasting  twenty  minutes,  followed  by  a 
temperature  of  103.  On  February  1  (16th  day)  the  patient  be- 
gan to  cough  and  expectorated  mucus  tinged  with  blood.  There 
was  found  congestion  of  both  lungs  posteriorly.  The  heart's 
action  was  fair  and  the  pulse  of  fairly  good  character.  The  uterus 
could  not  be  felt.  There  was  no  tenderness  or  swelling.  The 
lochia  were  very  moderate  and  purulent.  Dry  cups  were  used 
and  sponge  baths  for  the  high  temperatures.  Dr.  Davis,  who 
kindly  examined  the  patient's  eye,  found  choroiditis,  iritis  and 
hypopyon  keratitis.  The  patient  grew  steadily  worse,  became  de- 
lirious, refused  medication,  developed  edema  of  the  lungs,  and 
finally  died  on  February  4  on  the  19th  day  of  the  puerperium. 
The  direct  cause  of  death  was  edema  of  the  lungs  and  septic  pneu- 
monia. The  patient  was  pyemic  and  in  bad  condition.  Crede 
ointment  was  used  the  last  few  days  of  the  patient's  life  without 
appreciable  effect. 

In  this  case  the  injections  of  formalin,  while  giving  temporary 
benefit,  certainly  in  no  way  influenced  the  course  of  the  disease  and 
the  outcome  of  the  experiment  bears  out  the  general  conclusions 
which  were  reached  by  Dr.  Fortescue  Brickdale  who,  after  re- 
peated  experiments  upon  animals,  was  forced  to  the  following  con- 
elusions  : 

"(i.)  That  rabbits  injected  daily  with  toxic  doses  of  (formic 
aldehyde  among  them)  are  not  thereby  protected  from  the  usual 
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effects  oi  a  previous  inoculation  of  anthrax.  (2.)  That  formic 
aldehyde  in  large  toxic  doses  so  depressed  rabbits  infected  with 
pneumococci  that  they  die  sooner  than  the  untreated  animal.  I  «en- 
orally  then  it  ma)  be  said  that,  at  present,  there  is  no  experimental 
evidence  which  would  warrant  the  assumption  that  the  course  of  a 
septicemia  in  animals  can  be  influenced  favorably  by  the  intra- 
venous injection  of  antiseptic  substances  and  that  the  only  result 
to  be  obtained  by  pressing  Mich  a  treatment  beyond  the  maximum 
non-toxic  dose  is  to  hasten  the  death  of  the  animal.  In  view  of 
the  results  described  in  the  paper  and  those  obtained  from  investi- 
gations it  seems  useless  to  continue  to  apply  clinically  a  method 
which  at  present  is  unsupported  by  any  experimental  evidence  of 
present  advantage  or  future  prospects."  ("Intravascular  Anti- 
sepsis."    London  Lancet,  January  10.) 

Autopsy  was  refused. 

Dr.  C.  C.  Barrows. — What  I  gave  was  simply  a  report  without 
any  claims  to  method  or  procedure,  and  the  request  was  given  that 
the  subject  might  be  investigated.  I  want  to  say  that  all  these 
newspaper  statements  were  absolutely  against  my  wishes.  I  wish 
to  express  my  deprecation  of  that  part  of.it. 

Every  possible  precaution  was  taken  in  these  cases  so  far  as  the 
diagnosis  was  concerned  and  by  men  about  whose  skill  as  bac- 
teriologists there  can  be  no  question. 

In  answer  to  Dr.  Stone  I  would  say  that  we  are  now  carrying 
on  a  series  of  experiments  at  the  Cornell  College,  to  determine  the 
influences  of  the  various  solutions  in  various  strengths  on  bacteria 
in  different  media  outside  the  body.  When  completed  these  ex- 
periments together  with  a  full  report  of  a  series  of  cases  of  suf- 
ficient number  to  bear  weight  will  be  published  in  full.  I  may 
say  that  the  clinical  success  which  I  have  met  with  in  the  applica- 
tion of  this  method  has  far  exceeded  my  expectations,  but  before 
going  into  detail  I  prefer  to  wait  until  a  sufficient  number  of  cases 
have  been  treated  at  my  own  hands  to  enable  me  to  draw  definite 
conclusions. 


Meeting  of  March  10,  1903. 
The  President,  Egbert  H.  Granpix,  M.D.,  in  the  Chair. 

MYOMATOUS  UTERI. 

Dr.  Francis  Foerster. — I  would  like  to  demonstrate  a  few 
specimens  of  myomatous  uteri  removed  from  cases  on  which  I 
have  operated  within  the  past  month. 

In  three  of  the  specimens  the  point  of  greatest  interest  lies  in 
the  fact  that  then  was  a  distinct  torsion  of  the  pendunculated 
myoma:  in  the  fourth  case  I  cannot  speak  definitely  regarding  the 
torsion,  but  the  uterus  and  the  myoma  had  turned  to  an  angle  of 
fully  ninety  degrees. 
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In  three  cases  the  first  intimation  of  existing  trouble  was  an  at- 
tack of  peritonitis.  The  patients  were  52,  42  and  36  years  old,  the 
oldest  having  passed  the  menopause  three  years ;  the  two 
younger  patients  menstruated  regularly  but  rather  scantily.  All 
three  were  married,  but  had  never  borne  children.  The  fact  that 
the  principal  symptom  of  uterine  myoma,  menorrhagia  or  metror- 
rhagia, was  missing  in  all  these  cases  is  interesting.  This  could 
be  readily  understood  in  two  of  the  cases  as  they  belong  to  the  in- 
terstitial and  subserous  variety,  while  in  the  third  case  it  is  hardly 
credible  as  the  uterus  presented  all  three  varities  of  myomatous 
degeneration. 

The  first  case  illustrates  that,  with  the  appearance  of  the 
menopause,  the  danger  to  the  patient  by  no  means  ceases ;  this 
pedunculated  myoma  had  experienced  a  total  torsion  of  its  pedicle  ; 
gangrene  of  the  mass  followed,  causing  peritonitis. 

The  fourth  specimen  is  somewhat  interesting  as  the  uterine  ar- 
tery appears  sclerotic  in  a  comparatively  young  person  of  38  years. 
Here  the  typical  symptom  of  hemorrhage  was  most  promi- 
nent, the  patient  showing  a  marked  anemia.  At  the  time  of  oper- 
ation my  ligature  cut  through  the  uterine  artery  like  a  knife.  All 
cases  tecovered. 

The  other  specimen,  a  large 

BROAD  LIGAMENT  CYST, 

is  the  largest  I  ever  saw  of  this  type :  in  fact  it  could  not  have  been 
any  larger,  for  it  filled  the  abdominal  cavity  clear  up  to  the  dia- 
phragm. I  opened  the  abdomen  under  the  impression  that  I  had 
to  deal  with  an  enormous  ovarian  cyst,  but  I  found  to  my  surprise 
the  condition  mentioned.  There  were  no  adhesions  and  the  ex- 
tensive sac  could  easily  be  removed  through  a  very  small  incision. 
The  patient  was  a  young  girl  21  years  old.  The  growth  of  the 
cyst  was  very  rapid  for  it  developed  within  one  year. 

Dr.  If.  X.  Vineberg.- — I  have  now  in  my  office  a  paper  which 
I  wrote  two  years  ago,  but  did  not  publish,  showing  the  number 
-es  operated  upon  that  I  had  during  two  years  (nine  in  num- 
ber), in  which  the  patients  had  reached  the  period  past  the  meno- 
pause;  they  were  from  45  to  48  years  old  and.  in  one  instance,  52 
years  old  ;  in  these  case-  the  symptoms  were  rather  increased  at  the 
time  when  the  menopause  ordinarily  should  have  appeared.   There 
was  one  case  of  particular  interest;  this  patient  I  had  under  ob- 
servation tor  three  or  four  years  and  in  her  the  actual  menopause 
had  become  established.     She  was  50  years  old  when  she  came 
under  observation  and.  for  two  or  three  years,  there  was  an  abso- 
ition  of  menstruation.     At  tin-  end  of  this  time  she  sud- 
denly was  seized  with  a  profuse  hemorrhage  and  then  the  tumor 
began  to  increase  in  size  rapidly.    When  I  first  saw  her  the  tumoi 
lie  size  of  a  fetal  head,  and  at  the  time  of  operation  had  fri- 
ed in  size  until  it   reached  the  umbilicus.     Upon  opening  the 
fibroid  uterus  I  found  a  large  hollow  cavity,  and  die  mucous  mem- 
brane in  parts  showed  hyperplasia. 
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It  was  Miiller  \\ ho  first  called  attention  to  the  fact  that  in  fibroids 
of  the  uterus  the  conditions  were  different  from  what  the  pn  >f< 
generally  supposed;  in  a  large  number  of  cases  the  symptoms  usu- 
ally developed  rather  late  towards  the  so-called  period  of  meno- 
pause.  When  a  woman  has  fibroids  1  think  that  the  general  pro- 
fession should  have  it  brought  more  forcibly  to  his  mind  that  they 
cannot  promise  a  cure  because  the  menopause  is  approaching. 
Many  women  are  allowed  to  go  on  with  fibroids  in  the  hope  that, 
at  the  menopause,  the  symptoms  will  disappear  and  the  growth 
atrophy  when,  as  a  matter  of  fact,  the  opposite  may  obtain;  and, 
finally,  they  may  have  t<>  he  subjected  to  an  operation  after  having 
lived  through  several  years  of  partial  invalidism.  It  seems  to  me 
that  the  better  course  to  pursue  is  to  cut  according  to  indications 
independent  of  the  period  of  life. 

J)k.  I.  E.  Janvrin. — My  observation  has  been  that,  in  the  ma- 
jority of  cases  after  menopause,  fibroid  tumors  which  are  left  will 
not,  as  a  rule,  give  trouble.  At  the  same  time  I  have  had  ca- 
which  operation  for  hemorrhage  prior  to  the  menopause  had  been 
performed  and  still  trouble  subsequently  followed,  i.  e.,  the  hemor- 
rhage came  on  again  after  the  menopause.  In  three  out  of  four 
cases,  in  my  experience,  fibroids  do  not  give  serious  trouble  after 
the  menopause  has  become  established. 

Dr.  E.  H.  Graxdix. — I  should  like  to  go  on  record  as  stating, 
as  the  result  of  my  individual  experience,  that  the  rule  should  be 
in  these  days  when  aseptic  and  elective  abdominal  or  vaginal  sec- 
tion can  be  performed  with  scarcely  any  risk,  to  operate.  In 
view  of  the  fact  that  any  fibroid  may  grow  or  may  become  malig- 
nant or  become  strangulated,  I  feel  that  we  are  justified  in  advising 
operation  whenever  we  discover  a  fibroid.  The  cases  that  I  have 
seen  after  the  period  when  the  menopause  should  have  been  estab- 
lished are  those  which  have  presented  one  or  another  of  the  above 
symptoms.  Again  there  are  cases  that  have  had  a  postponement  of 
operation  until  it  was  too  late  for  any  operation  to  be  of  avail. 
Nowadays,  therefore,  at  any  period  of  life,  when  a  fibroid  is  dis- 
covered, irrespective  of  symptoms,  and  in  view  of  the  fact  that 
they  are  far  easier  to  remove  then  and  with  less  risk  to  the  woman, 
I  believe  that  the  operation  should  be  performed. 

DERMOID      (VST      COMPLICATING      VAGINAL       HYSTERECTOMY       FOR 
COMPLETE  PR0LAPS1 

Dr.  G.  Gray  Ward,  Jr. — This  specimen  I  removed  from  a  pa- 
tient. 40  years  old,  who  was  suffering  from  a  complete  prolaps 
the  vagina]  walls  and  of  the  cervix.  She  had  borne  several  children 
and  the  condition  had  existed  for  two  years.  She  did  not  complain 
of  any  abdominal  symptoms.  She  was  very  fat,  had  a  weak  heart 
action  and  albumen  and  casts  in  the  urine.  The  sound  showed  a 
depth  of  >ix  and  a  half  inches  from  fundus  to  external  OS,  which 
increase  in  length  was  due  to  the  greatly  elongated  cervix,  as  is 
usual  in  these  cases  and  which  is  shown  b)  the  specimen. 
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I  performed  a  vaginal  hysterectomy  four  days  ago.  After  lib- 
erating the  uterus  from  the  broad  ligaments  I  found  that  a  cyst  of 
the  right  ovary,  as  large  as  an  orange,  was  adherent  high  up  in  the 
pelvis.  This  was  removed  and,  as  the  specimen  shows,  proved  to 
be  a  dermoid  containing  considerable  hair,  sebaceous  material,  and 
a  few  small  calcareous  masses. 

Two  or  three  meetings  ago  I  presented  a  specimen  of  complete 
prolapse  in  which  I  operated  by  opening  the  abdomen  and  per- 
formed a  supravaginal  hysterectomy.  I  then  anchored  the  cervix 
to  the  abdominal  wall  by  strong  silk  sutures,  including  the  fascia 
of  the  rectus.  I  did  not  discover  this  dermoid  cyst  until  the  uterus 
was  well  out.  I  found  that  I  could  not  draw  the  uterus  down 
completely,  so  I  introduced  my  hand  and  found  this  cyst,  which 
was  situated  high  in  the  pelvis,  and  was  adherent  to  the  parts  high 
up.  I  do  not  think  the  cyst  had  much  to  do  with  her  prolapse  bo- 
cause  it  was  adherent  so  high.  The  question  of  how  to  retain  the 
vaginal  walls  after  operation  is  a  troublesome  one.  The  woman's 
condition  was  such  that  I  did  not  feel  justified  in  doing  more  for 
her  at  one  sitting.  I  propose  to  do  an  anterior  colporrhapy,  a 
posterior  colporrhaphy  and  a  perineorrhaphy  subsequently,  to  sup- 
port the  vaginal  walls.  I  have  done  that  before  with  most  satis- 
factory results,  especially  in  a  similar  case  to  this  one.  Sometimes 
the  cystocele  will  return  in  these  cases  and  I  have  succeeded  in 
overcoming  this  difficulty  by  the  use  of  the  glass  ball  pessary 
which  was  a  favorite  method  of  the  late  Dr.  Skene,  my  preceptor. 
It  has  the  advantage  of  being  non-irritating  and  is  not  corroded 
by  the  action  of  the  vaginal  secretions,  so  can  be  worn  indefinitely 
without  removal. 

Dr.  E.  H.  Grandin. — Only  six  weeks  ago  I  was  called  upon  to 
operate  for  a  similar  condition  in  a  woman,  not  a  hard  working 
woman,  who  was  about  45  years  old.  I  reversed  the  method  em- 
ployed by  1  )r  .  Ward.  1  curetted  her  and  amputated  the  cervix,  ex- 
sected  a  portion  of  the  anterior  vaginal  wall  and  performed  poste- 
rior colporrhaphy.  When  I  opened  the  abdomen  I  found  a  dermoid 
<>f  the  left  ovary  which  T  had  not  suspected.  I  did  a  ventral  fixation. 
Had  this  woman  been  in  a  different  walk  of  life,  one  requiring  hard 
work,  T  should  probably  have  performed  hysterectomy,  but  by  the 
suprapubic  route,  since,  in  case  of  complete  prolapse,  it  is  neces- 
sary to  hitch  up,  so  to  speak,  the  vaginal  walls,  and  this  can  only 
he  done  from  above.  There  is  a  vasl  difference  between  hyper- 
trophic elongation  of  the  cervix  and  prolapsus  uteri. 

A   PRACTICAL  DEMONSTRATION  OF  THE   POSSIBILITY  OF  THE   EXCLU- 
oi     ELECTRO-THERMIC   HEMOSTASIS   IX     VBDOMINAL 
SURGERY. 


Db  A.  1.  Downes  <>f  Philadelphia,  presented  instruments  and 
demonstrated  their  use  a-  hemostatics  in  abdominal  surgery.  He 
also  presented  drawings  showing  these  instruments  in  situ  in  va- 
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ridus  abdominal  operations.  They  were  especially  applicable  in  in- 
testinal work,  making  an  aseptic  operation  possible. 

Dr.  Cleveland. — This  is  a  method  in  which  1  am  much  inter- 
ested, having  used  it  when  Dr.  Skene  first  brought  out  his  instru- 
ments. 1  believe  I  was  one  of  the  tir.-t  to  employ  it.  1  was  very 
enthusiastic  about  the  method,  and  did  every  operation  with  the  in- 
strument where  it  could  be  employed,  in  both  abdominal  and  va- 
ginal work.  1  employed  it  in  the  removal  of  large  fibromiomata, 
in  the  removal  of  ovaries  and  tubes  and  appendices.  1  felt  then 
that  we  had  an  instrument  and  a  method  that  were  far  superior  to 
any  others.  When  the  angiotribe  came  into  use,  J  took  it  up  and 
employed  it  extensively.  Latterly  1  have  not  used  the  angiotribe  or 
the  electric  clamp  as  much  as  formerly.  This  has  been  largely  due 
to  the  improvement  in  the  preparation  of  catgut  upon  which  I  now 
feel  that  1  can  absolutely  rely.  However.  I  do  continue  to  use  the 
angiotribe  to  control  the  uterine  arteries  in  every  case  of  vaginal 
hysterectomy. 

I  think  these  instruments  of  Dr.  Downes  beautiful  pieces  of 
mechanism,  though  I  always  found  the  clamp  of  Skene  in  every 
way  satisfactory.  1  question  whether  the  method  is  to  be  of  long 
life.  In  removing  section-,  of  intestine  it  is  probably  superior  to 
any  i  ither  method,  and  it  makes  the  operation  absolutely  aseptic.  1 
feel,  though,  very  positive  that  the  time  has  gone  when  this  method 
will  I  to  any  great  extent.     The  ligature  of  catgut  is   far 

more  satisfactory,  and  when,  as  now.  it  can  be  perfectly  sterilized, 
there  is  no  excuse  for  going  to  the  expense  this  electrical  equip- 
ment invokes. 

Dr.  J.  E.  Janvrin. — I  have  had  no  experience  with  either  in- 
strument. Dr.  Downes  has  spoken  of  several  dangers  attending 
the  use  of  the  angiotribe.  I  have  used  the  angiotribe  a  -real  deal 
during  the  past  rive  or  six  years  and  I  have  never  had  any  ill  con- 
sequences follow  its  employment.  I  use  it.  as  Dr.  Cleveland  says 
he  uses  it.  in  vaginal  hysterectomies  and  I  have  never  had  any 
trouble  following  its  use.  Therefore  I  am  favorably  impressed 
with  the  instrument.  Having  had,  however,  no  experience  with 
the  instruments  presented  I  can  say  nothing  further.  They 
to  me  unique  and  very  much  to  the  point,  as  explained  by  Dr. 
Downes.  Whether  they  will  eventually  take  the  place  of  the  angi<  «- 
tribe  or  not,  or  the  clamps,  or  properly  prepared  catgut  ligatures, 
'only  time  will  tell. 

Dr.  J.  Riddle  Goffe. — I  share  in  the  appreciation  expressed  for 
Dr.  Downes'  instrument  and  believe  it  to  be  a  beautiful  piece  of 
mechanism.  I  quite  agree  with  what  has  been  said  by  the  speakers 
who  have  preceded  me.  1  still  have  faith  in  the  angiotribe  an 
it  and  ligatures  indiscriminately,  as  fancy  or  conditions  indicate. 
There  is  one  objection  to  the  electro-cautery,  re.  the  necessity  of 
always  having  with  you  a  battery,  ami  one  that  will  invariably  do 
its  work.  A  man  who  comes  to  an  operation  depending  upon 
such  an  uncertain  agent  as  electricity  will  often  find  himself  in  an 
unenviable  situation.     This  I  think  is  a  strong  argument  against 
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its  universal  use.     That  it  will  accomplish  all  that  Dr.  Dowries 
claims  for  it  I  have  no  doubt. 

Dr.  H.  J.  Boldt. — There  is  one  condition  in  which  1  think  this 
method  may  be  very  desirable,  i.e.,  in  malignant  disease.  I  feel 
that  in  the  use  of  heat  we  have  what  is  most  desirable  in  destroy- 
ing malignant  neoplasms,  getting  deeper  into  the  structure  than 
with  any  other  method  so  far  as  I  know,  but  I  cannot  see  how  by 
employing  heat  for  20,  or  30,  or  40  seconds  we  can  accomplish  the 
desired  results.  The  method  which  our  late  colleague,  Dr.  Byrne. 
taught,  gave  excellent  results  in  the  so-called  inoperable  cases  of 
cancer. 

Dr.  Charles  Jewett. — I  had  the  opportunity  often  to  see  Dr. 
Skene  work  with  his  cautery  clamp.  Not  infrequently  he  was 
compelled  to  resort  to  ligatures.  He  labored  not  only  under  the 
disadvantage,  however,  that  his  clamp  was  not  strong  enough  to 
crush  the  pedicle,  but  that  he  had  to  depend  on  a  storage  battery. 
My  own  experience  with  the  Skene  clamp  was  most  unsatis- 
factory. 

Two  questions  I  would  like  to  ask  Dr.  Downes  ( 1 )  whether  his 
clamp  saves  time?  (2)  What  amount  of  pressure  can  be  had? 

Dr.  A.  J.  Downes,  of  Philadelphia. — When  one  has  become  ac- 
customed to  the  use  of  these  instruments  he  can  control  hemor- 
rhage more  quickly  than  with  ligatures.  A  beginner  cannot  do  so. 
I  do  work  more  quickly  with  these  instruments  and  do  it  in  a  blood- 
less field.  My  last  ligature  I  used  in  April,  1902.  I  look  at  these 
instruments  as  a  means  we  can  employ  in  any  operating  room  to 
control  hemorrhage  within  the  abdomen  or  elsewhere  except  where 
we  should  be  dealing  with  a  very  large  artery  like  the  femoral  in 
which  the  blood  pressure  is  probably  too  great.  I  became  inter- 
ested in  these  instruments  before  Skene  had  finished  his  improve- 
ments. I  was  the  first  to  conceal  the  conducting  cord  along  the 
side  of  the  instrument.  The  instruments  of  Dr.  Skene  cannot  be 
used  indiscriminately  in  pelvic  surgery  for  they  furnish  neither 
sufficient  pressure  nor  heat.  The  pressure  required  is  about  600 
to  800  pounds  and  the  heating  apparatus  should  be  such  as  to  re- 
quire not  over  40  seconds  in  heavy  pedicles.  My  reason  for  chang- 
ing the  instruments  so  that  the  poles  are  near  the  pressing  blades 
is  because  this  is  more  practical  and  insures  cool  handles.  In  Dr. 
Skene's  instruments  with  conducting  cords  running  along  the 
shafts,  the  conducting  wire  becomes  so  hot  that  they  cannot  be 
handled  readily.  \i  the  amount  of  heat  that  is  used  in  his  blades 
w.-i^  increased  his  conducting  cords  would  be  too  hot  for  safe 
handling. 

In  regard  to  the  mortality  rate  \  wish  to  state  that  where  these 
instruments  have  been  used  then-  never  has-  been  a  drop  of  second- 
ary hemorrhage  after  the  abdominal  incision  has  been  closed.  My 
first  three  hysterectomies  by  this  method  died  but  the  deaths  were 
so  far  remote  from  the  time  of  operation  that  hemorrhage  could 
not  figure  as  a  cause.  <  >ne  patient  died  on  the  sixth  day  of  double 
pneumonia.     (  >ne  on  the  eighth  after  vomiting  severely  on  the 
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sixth  day  and  thus  possiblj  opened  the  peritoneal  reflections,  for 
the  operation  had  been  vaginal  hysterectomy.  The  vomiting  was 
caused  h\  efforts  to  eject  a  long  round  worm.  I  >n  the  eighth  da. 
she  was  suddenly  seized  with  agonizing  pain  and  died  in  an 
hour  and  twenty  minutes.  An  immediate  post-mortem  showed  an 
angry  red  condition  of  the  peritoneum.  My  post-mortem  was 
limited  and  1  have  been  in  doubt  as  to  whether  death  was 
due  to  opening  of  the  peritoneal  reflections  as  above  stated, 
the  evidence  of  which  was  a  mild  degree  of  exudate,  or  whether  a 
round  worm  had  perforated  the  intestinal  wall,  thus  setting  up  the 
acute  infectious  condition  so  rapidly  causing  death.  The  hemo- 
static stumps  made  at  the  time  of  operation  were  in  excellent  con- 
dition. The  third  death  was  one  in  which  a  chronic  appendicitis 
had  been  operated  on  and  hysterectomy  at  the  same  sitting.  The 
case  was  so  difficult  that  it  required  forty  minutes  to  free  adhesions 
and  remove  the  appendix.  The  appendix  was  removed  by  the  elec- 
tro-thermic instruments.  In  freeing  the  adhesions  the  mesentery  of 
the  cecum  was  badly  torn  and  hemorrhage  was  controlled  by  liga- 
tures in  this  place.  Death  occurred  in  forty  hours.  The  cecum  was 
found  coagulated,  angry  and  black,  probably  due  to  interference 
with  the  circulation  in  the  mesentery.  This  was  one  of  my  early 
hysterectomies  and  I  was  not  using  in  all  places  the  method  as  now. 
1  did.  however,  do  the  hysterectomy  without  ligatures  and  the  ap- 
pendix and  meso-appendix.  I  could  collate  sixty  hysterectomies 
that  have  been  performed  by  this  method  by  different  operators.  In 
no  case  after  the  close  of  the  abdomen  was  there  hemorrhage.  1 
have  performed  twenty-five  hysterectomies  in  my  own  service,  have 
performed  five  for  other  surgeons,  and  have  assisted  in  five  others, 
all  recovering  hut  the  first  three.  One  of  the  great  claims  that  1 
make  for  this  method  is  that  adhesions  are  not  liable  to  form  after 
Operation  and  that  there  is  less  pain,  owing  to  the  fact  that  no 
nerves  are  constricted.  I  am  trying  to  get  the  members  of  our 
profession  to  look  at  this  method,  not  for  use  in  cancer  alone  or 
cases  with  large  heavy  pedicles,  hut  for  all  cases  whenever  hemo- 
statis  is  required.  With  the  method  reduced  to  the  present  practi- 
cal state  we  can  dispense  with  one  assistant  and  do  cleaner  work. 

HYGIENE   IX  GYNECOLOGY. 

Dr.  A.  C.  Von  RamDOHF  read  this  paper,  lie  said  that  a-  in 
general  medicine  hygiene  was  considered  the  most  important  factor 
in  combating  the  source  of  disease,  so  it  was  also  in  gynecology. 
Hygienic  treatment  was  the  most  valuable  therapeutic  agent  in 
wrestling  with  women's  troubles.  In  the  prevention  of  women's 
disease-,  marriage  between  minor-,  between  people  one  of 
which  i>  syphilitic,  between  those  of  near  kin,  and  between 
those  who  by  reason  of  their  poverty  were  unable  to  rear 
their  young  oughl  to  he  prevented  if  possible.  For  the  off- 
spring of  the  former  classes  appeared  as  natural  weaklings, 
while  those  of  the  latter  class  were  forced  bv  circumstances  to  en- 
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ter  the  race  of  life  before  they  were  physically  able  and  thereby 
often  became  physical  wrecks.  The  influence  of  crowded  quarters 
with  their  inherent  absence  of  cleanliness  and  morals  upon  the  fe- 
male child  were  well  recognized.  The  child  in  these  surroundings 
suffered  not  only  from  corrupt  atmosphere  but  from  improper 
clothing  and  a  lack  of  education.  The  parents  made  a  little  girl  a 
self-supporting  wage  earner  as  soon  as  the  lax  law  will  permit,  and 
working  in  sweat-shop  or  factory  she  had  soon  laid  the  founda- 
tion of  future  sickness.  With  wealth}  parents  girls  were  hardly 
any  better  off.  The  bottle  cannot  equal  the  mother's  milk  and 
children's  balls  and  fashionable  boarding-schools  did  not  improve 
the  morale  or  physique  of  the  fashionable  girl.  It  was  the 
duty  of  the  gynecologist  to  prevent  women's  troubles  by  hygiene. 
The  old  axiom  metis  sana  in  corpore  sano  as  applied  to  women 
may  be  made  to  read  "Nullus  uterus  let  adnexa)  nisi  sanus  in 
corpore  sano:"  ergo.  Mens  sana  is  equivalent  to  uterus  sanus. 
That  is,  a  healthy  body  contains  a  healthy  mind  and  healthy  uterus. 
To  the  greatest  extent  the  patients  of  the  gynecologists  suffered 
from  subjective  symptoms.  They  complained  of  pain  and  conse- 
quently the  nervous  system  become  affected.  The  gynecologist 
must  first  make  a  thorough  and  complete  examination  and  diag- 
nosis, and  if  surgical  interference  was  indicated  such  work  should 
precede  all  other  curative  measures.  All  operations  made  a  strong 
impression  on  women's  mind  and  often  relieved  her  complaint  only 
for  a  time,  but  we  should  bear  in  mind  that  therapeutical  measures 
would  sometimes  work  a  like  charm.  Massage,  the  rest  cure, 
Christian  science,  hypnotism,  hydrotherapy,  Kneipp's  vagarisms, 
each  took  their  turn  in  seeming  effective  in  cases  where  the  affec- 
tion was  simply  subjective.  Now-a-days  up-to-date  gynecologists 
u-v<]  the  newe-t  fad.  i.e.,  electricity  in  one  or  the  other  of  its  forms. 
Nerve  specialists  acknowledge  that  this  agenl  only  acted  cura- 
tively  on  25  per  cent  of  their  cases.  In  the  local  treatment  of 
uterine  affections,  deviations  of  the  uterus,  which  produce  painful 
symptoms,  or  may  be  the  cause  of  sterility,  will  of  course  he  bene- 
fited by  restorations.  The  troubles  of  the  majority  of  copulating 
women  are  the  result  of  the  gonococcus.  Noggerath,  by  his  in- 
vention and  Law  s<m  Tail  by  his  original  technique  had  made  a 
noble  effort  toward.-  stamping  out  this  canst'  of  disease.  I  Tot  or 
cold  donches  for  inflammatory  troubles  plus  glycerine  tampons 
could  not  he  dispensed  with.  Whether  paintings  with  one  or  the 
other  agenl  for  plain  endometritis  had  am  hut  impressionable  ad- 
vantage he  seriously  doubted.  Medicinal  agents  were  good,  either 
a-  a  placebo  or  as  aperients,  or  ferruginous  compounds,  as  mosl  oi 
patients  were  subjects  of  anemia  and  constipation.  Ergol 
had  prevented  many  fibroid  operations.  \s  to  Lydia  Pinkham, 
In-  thought  that  her  success  in  many  cases  was  due  to  the  sensible 
hygienic  instructions  that  accompanied  the  nostrum.  Knowing 
that  all  aches  and  pains  were  the  result  of  sensitiveness,  and  as 
sensibilities  were  relative  .and  a  subjective  symptom  which  cannot 
be  appreciated  objectively  by  any  otl  and  that  otherwise 
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healthy  women  were  least  sensitive  comparatively,  therefore  a 
course  of  general  treatment  could  onl)  conduce  to  the  health  of 
the  individual.  This  general  treatment  was  called  hygiene  and  all 
women  would  be  benefited  and  some  restored  to  health  and  happi- 
ness by  such  treatment. 

(  >n  being  consulted  by  a  patient  and  having  heard  her  com 
plaint  which  usuall)  consisted  of  pains  in  the  back  or  abdomen, 
leucorrhea,  etc.  and  having  excluded  heart,  kidney,  lung  trouble, 
and  soon,  and  then  having  excluded  diseased  or  misolaced  genital 
organs,  which  might  uccd  surgical  or  local  treatment,  it  behooves 
us  to  inquire  carefully  into  the  marital  relations  and  to  remedy 
whatever  needs  correction  in  this  direction  of  possible.  The 
house,  surroundings  and  mode  of  life  must  next  be  studied, 
whether  the  patient  was  kept  too  warm  or  too  cold,  whether 
the  fresh  air  suppl)  was  sufficient,  etc.  What  amount  of  care 
she  took  in  the  household  management,  what  work  she  per- 
formed, or  what  food  she  partook,  what  recreations,  theatres,  halls, 
parties,  reading  of  medical  books,  athletic  exercises,  etc.  she  in- 
dulged in.  What  stimulants  or  narcotics  such  as  tea.  coffee,  to- 
bacco, morphine,  chloral,  bromine  she  partook  of,  and  in  what 
quantities.  The  care  of  the  skin  was  next  in  order.  And  last  hut 
not  least  her  mode  of  dressing;  i.e.,  shoes,  heels,  corsets,  under- 
wear, etc.  That  her  stools  ought  to  be  attended  to  was  self-under- 
stood, as  also  the  general  care  at  the  period  of  menstruati<  >n.  Also 
the  support  of  a  pendulous  abdomen.  Physical  exercise  i-  fre- 
quently overdone  unless  carefully  prescribed  and  superintended. 
Six  ounce  dumb-bells  were  better  than  two  pound  ones;  and  a 
walk  of  one-half  mile  than  one  of  several  miles  if  it  tire  the  patient. 
It  was  with  this  graduated  and  superintended  hygiene  that  the 
well-known  watering  places  obtained  their  stupendous  results. 
Absence  from  home  influences  and  the  husband,  fresh  .air.  baths 
and  spongings  carefully  administered,  carefully  prescribed  exer- 
attention  to  diet  and  digestion,  and  early  hours  would  do 
toward  curing  a  patient  of  her  symptoms  than  long-con- 
tinued local  or  symptomatic  treatment  indiscriminately  employed. 

Dr.  Andrew  F.  Currier. — There  is  perhaps  one  point  that 
has  been  overlooked  by  the  reader  of  the  paper,  and.  in  consider- 
ing this,  we  can  paraphrase  the  famous  statement  of  Dr.  Holmes  : 
"If  you  want  to  cure  troubles  of  this  kind  you  must  begin  with 
the  remote  ancestors."  Certain  of  the  points  that  have  been 
brought  to  the  attention  of  the  Society  appeal  to  everyone  of  ns  as 
practical  men.  I  think  that  if  more  attention  were  paid  to  teaching 
hygiene  in  the  female  the  possibilities  for  work  by  gynecologists 
and  surgeons  would  become  fewer,  much  to  the  advantage  of  the 
individual.  \  feel  that  the  time  is  coming,  and  coming  soon, 
when  a  large  number  of  diseases  which  we  now  treat  by  surgical 
means,  will  be  treated  by  other  means.  These  will  be  more  far 
reaching  in  their  results  and  in  effect  upon  the  individual  than 
simple  removal  of  the  portion  which,  to  the  eye  of  the  surgeon,  ap- 
pears to  be  diseased.     Such  treatment  will  be  of  particular  value 
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for  the  malignant  diseases.    I  believe  that  it  will  be  for  the  good 
of  humanity  and  the  medical  profession  as  well. 

Dr.  H.  X.  Vineberg. — There  is  one  point  that  I  should  like 
to  make  reference  to  and  that  is  the  great  risk  a  girl  runs  who 
marries  a  man  who  had  gonorrhea  at  some  time  of  his  life,  when 
she  herself  is  a  sufferer  from  an  endometritis.  In  my  experience  the 
worst  cases  I  have  ever  seen  are  in  those  instances  where  a  man 
marries  a  woman  in  good  faith,  who  has  been  told  by  the  specialist 
that  he  can  marry,  when  this  woman  has  given  a  history  of  leucor- 
rhea  prior  to  her  marriage.  She  may  have  either  an  endometritis 
or  an  erosion  of  the  cervix.  These  cases  represent  some  of  the 
most  unfortunate  cases  I  have  to  deal  with.  I  think  that  this  is  a 
point  on  which  mothers  should  be  instructed.  Girls  who  are  sub- 
jects of  a  marked  leucorrhea  and  dysmenorrhea  should  have  some 
attention  paid  to  these  prior  to  marriage.  This  is  a  practical  point 
which,  to  my  mind,  has  not  yet  received  sufficient  attention.  Very 
few  men  marry  before  they  have  been  pronounced  by  their  attend- 
ing physician  as  cured  of  their  gleet.  Xow  we  know,  as  a  matter 
of  fact,  that  when  a  man  has  had  a  posterior  gonorrheal  urethritis 
it  is  seldom  that  he  is  completely  cured.  Still  if  such  a  man  marries 
a  woman  with  a  healthy  uterus  the  chances  are  remote  of  any 
serious  infection ;  but  should  the  woman  have  had  endometritis 
prior  to  marriage,  be  the  cause  what  it  may,  serious  and  extensive 
infection  is  verv  likelv  to  occur. 


TRANSACTIONS  OF  THE  WOMAN'S 
HOSPITAL  SOCIETY. 


Meeting  of  February  _?./.  1903. 
The  Vice-President,  Dr.  George  H.  Mallett,  in  the  Chair. 

Dr.  George  H.  Mallett. — T  wish  to  speak  of  an  unfortunate 
occurrence  at  the  Memorial  Hospital,  where  a  nurse  and  a  patient 
were  badly  burned.  Tt  was  estimated  upon  careful  observation. 
that  three-fourths  of  the  patient's  body  was  burned.  She  was 
found  in  a  state  of  collapse  when  the  doctors  reached  her.  She 
was  immediately  infused  in  the  veins  with  1,000  c.c.  saline  solu- 
tion and  the  effect  upon  her  pulse  was  remarkable.  Reaction  very 
quickly  set  in  and  the  pulse  improved  immediately. 

Nine  saline  infusions  were  given,  varying  from  1,000  to  1,500 
c.c.  Soon  after  the  accident  occurred,  her  temperature  was  105: 
after  the  injection,  it  went  down,  about  three  degrees  and  re- 
mained so  for  several  hours.  She  had  suffered  intensely  after 
the  accident.  The  day  following  we  gave  her  a  bath  of  bicar- 
bonate of  soda  and  water.  From  that  time  on,  she  did  not  suffer 
at  all;  she  took  nourishment,  the  kidnevs  acted,  and  it  was  re- 
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markable  how   she   rallied.     She  lived  almost  a  week  after  the 

accident. 

I  remember  distinctly  the  accident  at  the  Woman's  Hos- 
pital. About  one-third  of  the  body  surface  was  burned — back 
and  chest,  and  she  died  that  night.  It  really  seemed  as  if  my 
patient  would  get  well,  but  meningitis  developed  and  she  died. 

I  mention  this  case  to  illustrate  the  action  of  saline  infusion, 
and  the  ease  and  comfort  received  from  being  put  in  a  bi- 
carbonate of  soda  bath.  The  water  was  saturated  with  handfuls 
of  sodium  bicarbonate.  She  never  had  to  take  morphin  after 
the  bath.  We  put  an  intlated  rubber  ring  under  her  head  and 
cotton  in  her  ears.  The  temperature  of  the  water  was  1020  to 
1030,  and  we  gave  her  rectal  irrigation. 

It  was  remarkable  that  her  kidneys  acted  as  they  did.  That  is 
always  a  source  of  great  danger  in  the  case  of  burns.  After  in- 
fusion and  rectal  irrigation,  her  temperature  went  down  considera- 
bly, as  it  always  does  in  such  cases. 

Dr.  P.  F.  Chambers. — I  have  tried  bicarbonate  of  soda  for 
years.  I  make  a  paste  of  it.  and  wrap  the  part  up  in  it.  If  possi- 
ble, I  have  found  it  better  to  mix  the  soda  with  linseed  oil ;  it  does 
not  crack  and  get  so  hard  afterward. 

OPERATION     OF     ABDOMINAL      MYOMECTOMY,     COMPLICATED     WITH 
ACUTE    LOBAR     PNEUMONIA. 

Dr.  James  X.  West. — I  will  report  the  case  of  a  young  woman 
who  called  to  see  me  a  short  time  ago.  She  is  twenty-six  years 
old,  had  been  married  two  years.  She  complained  of  menorrha- 
gia,  flowing  eight  to  twelve  days  excessively,  and  was  quite 
anemic. 

Upon  examination,  I  found  the  pelvis  pretty  well  filled  with  a 
myomatous  tumor  of  the  uterus,  which  rose  almost  to  the  um- 
bilicus. Considering  the  age  of  the  patient,  and  the  fact  that 
she  was  married,  and  never  had  been  pregnant,  I  thought  I  would 
attempt  to  give  relief  by  myomectomy.  Upon  introducing  the 
sound  into  the  uterus,  I  found  it  to  be  8  inches  deep.  Upon  open- 
ing the  abdomen,  it  seemed  to  me  an  unfavorable  case  for  myomec- 
tomy. There  were  several  tumors,  one  or  two  small  ones,  one, 
four  inches  in  diameter,  located  in  the  posterior  wall,  intramural, 
and  others  in  different  parts  of  the  uterus.  I  did  myomectomy — 
a  very  extensive  operation  (ten  tumors  were  removed),  and  cut 
out  two  large,  wedge-shaped  pieces  of  the  uterus.  The  whole 
body  of  the  uterus  was  so  much  enlarged,  that  to  close  the  rent 
necessitated  the  cutting  out  of  wedge-shaped  pieces.  The  opera- 
tion took  about  one  and  one-half  hours,  after  which  she  was  re- 
turned to  bed  in  excellent  condition — no  shock,  pulse  about  90. 
Within  forty-eight  hours,  the  temperature  was  105.  pulse  122. 
The  pulse  always  continued  to  be  of  good  volume. 

I  felt  very  much  alarmed  about  her  having  such  a  high  tem- 
perature.    I  notified  some  of  my  friends  to  be  ready  to  help  me 
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by  two  o'clock  if  the  symptoms  had  not  abated,  to  open  the  ab- 
domen and  to  do  hysterectomy,  believing  the  uterus  to  be  the  seat 
of  the  trouble — perhaps  of  septic  infection.  At  two  o'clock  the 
temperature  was  103^,  pulse  115.  I  deferred  operation,  and  left 
instruments  there  to  be  ready  to  proceed  if  the  symptoms  grew 
worse.  The  temperature  the  next  morning  was  i02l/2,  and  the 
symptoms  abated  until  the  sixth  day,  when  the  temperature  was 
in  the  morning  about  99,  and  in  the  evening  loo1/?,  about  what  it 
should  be  after  an  extensive  operation. 

On  the  ninth  day  we  dressed  the  abdominal  wound  for  the 
•second  time ;  it  seemed  to  be  perfectly  healed,  and  in  good  con- 
dition. On  that  day,  the  temperature  was  104 — it  dropped  in 
the  morning  to  nearly  normal.  On  the  tenth  day  my  attention 
•was  called  to  the  fact  that  there  was  a  little  discharge  from  the 
lower  part  of  the  abdominal  wound.  I  found  an  extensive  abscess 
ibeneath  the  skin,  which  had  been  healed  and  apparently  healthy. 

I  freely  opened  the  wound  and  sterilized  it  with  strong  carbolic 
solution  and  peroxide,  and  packed  it.  The  patient  did  well  for 
some  time.  On  the  fifteenth  day,  the  temperature  again  rose  to 
104^2,  pulse  proportionately,  and  the  respiration  became  quite 
rapid.  Within  a  short  time,  I  found  the  lower  lobe  of  the  right 
lung  almost  completely  solidified.  I  feared  that  she  had  septic 
pneumonia ;  at  least  that  she  had  septic  foci  in  that  lung.  The 
•temperature  dropped  quickly  from  that  of  the  fifteenth  day.  The 
pulmonary  complication  has  been  going  on  for  eight  days.  The 
lung  is  still  solidified ;  the  temperature  remains  between  99  and 
IOI.  The  pulse  keeps  down  within  100.  The  general  appear- 
-ance  is  good,  appetite  good.  She  appears  to  be  doing  as  well  as 
a  woman  could  who  has  the  lower  lobe  of  one  lung  solidified. 
This  morning  the  temperature  was  99;  last  night,  ioi>_.  1  be- 
lieve resolution  will  take  place  and  the  woman  will  get  well. 

The  skin  abscess  is  healing  kindly.  There  is  no  tenderness  in 
the  pelvis  or  evidence  of  trouble.  It  is  an  interesting  case  on 
account  of  the  extremely  high  temperature  after  operation,  the 
tit  of  the  operation,  and  also  from  the  complications.  I  do 
not  believe  the  abscess  had  anything  to  do  with  the  lung  compli- 
cation because  I  think  that  had  that  been  a  focus  carried  to  the 
lungs  the  woman  would  have  died  ere  this. 

Dr.  Herman  Grad. — Attention  should  be  called  to  the  fact  that 
in  doing  myomectomy,  little  spaces  arc  left  for  small  blood  clots 
to  form,  which,  being  so  near  the  venous  sinuses,  arc  apt  to  be 
carried  t<>  the  general  circulation.  If  it  were  possible  after  doing 
myomectomy  to  obliterate  the  spaces  it  would  obviate  tin-  condi- 
tion. It  is  almost  impossible  to  do  it.  tin-  blood  clots  and  the 
fibrin  are  carried  to  die  general  circulation. 

In  Dr.  West's  case  there  may  have  been  such  a  deposit 
in  the  Inn-.  In  this  case  there  were  small  septic  foci 
in  the  abdominal  wall.  We  know  germs  are  apt  to  he  carried  in 
the  venOUS  circulation,  and  the  lung  may  become  infected  conse- 
quently. 
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Dr.    Mallett.-  The    English   consider   myomectom)    a   dan- 
gerous operation.    They  think  none  but  the  most  expert  should  at- 
tempt it.     I  think  it  most  valuable  in  many  cases.     Many  women 
will  submit  to  myomectomy  where  they  won'1  hear  of  hyst 
torn  v. 

Dr.  West.—  I  drew  a  conclusion  from  this  particular  case  which 
may  be  useful  to  others.  This  was  my  sixteenth  e;e>e  of  abdominal 
myomectomy.  Ten  tumors  were  removed.  I  closed  up  the  sj 
by  continuous  sutures,  layer  by  layer,  and  also  made  through-and- 
through  sutures.  1  did  something  J  would  not  do  again.  The 
first  inci>ion  was  over  a  large  intramural  tumor  across  the  fundus 
of  uterus.  In  making  this  incision  a  very  large  blood  v  ssel  was 
cut.  1  >eized  the  neck  of  the  uterus  ami  held  the  uterine  arteries 
with  my  hand  until  1  could  get  an  elastic  ligature  about  the  cervix. 
No  considerable  amount  of  blood  was  lost,  the  bleeding  having 
been  quickly  controlled. 

SYPHILITIC  VULVO-VAGINAL   ABS< 

Before  removing  the  ligature  1  saw  large  quantities  of  blood  in 
the  sinuses  and  felt  alarmed  as  to  wdiat  might  happen  in  taking 
the  ligature  off.  I  used  hot  water  from  time  to  time  as  the 
parts  got  cold  from  exposure.  Another  time,  J  would  remove  all 
the  small  tumors  first  without  using  constriction  about  the  uterus. 
It  would  not  be  necessary  to  use  constriction  for  any  great  length 
of  time,  as  most  of  the  time  was  consumed  in  removing  the  small 
tumors.  I  would  even  attempt  to  remove  the  large- tumors  with- 
out constriction.  I  would  then  put  on  the  elastic  ligature  last  if 
hemorrhage  appeared  to  be  too  great. 

Dr.  Chambers.-  A  woman  came  to  me  from  the  country  with 
a  history  of  abscess  of  the  vulvo-vaginal  gland  of  two  months' 
standing.  There  was  pain,  and  she  said  she  had  periodic  dis- 
charges of  pus.  "It  would  discharge,  be  better  for  a  few  days, 
grow  larger  and  again  discharge."  I  found  on  the  left  side  of  the 
vulva  a  mass  the  size  of  a  pigeon's  egg.  I  detected  no  distinct 
fluctuation;  but  it  felt  soft  under  my  finger.  When  I  cut  down 
upon  the  mass  I  found  it  was  not  a  cyst;  it  was  a  hardened,  in- 
durated gland.  I  dissected  it  out  very  carefully,  made  it  aseptic 
and  sewed  it  up.  Three  days  after  the  house  surgeon  told  me  the 
stitches  had  broken  down,  and  it  was  an  open  wound.  I 
cautioned  him  to  dress  it  carefully  and  keep  it  thoroughly  cleansed. 
and  apply  aseptic  dressing. 

In  the  meantime.  1  -cut  the  specimen  to  the  pathologist  for 
examination  and  at  the  end  of  a  week  he  reported  it  to  be  syphilitic 
Up  to  that  time  there  had  been  no  healing.  I  changed  the  I 
ment  and  put  her  on  iodine  and  mercurials,  washing  with  mer- 
cury and  in  three  days  she  went  home  healed.  She  had  given 
no  history  of  syphilis,  and  there  was  nothing  in  her  condition  to 
mak  -it. 
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Dr.  West. — It  is  of  great  importance  to  find  out  the  character 
of  these  cases.  At  the  Post-Graduate  Hospital  a  case  came  in 
with  every  evidence  of  malignant  disease  involving  perineum, 
vagina  and  rectum.  She  had  been  refused  operation  by 
one  surgeon.  As  a  matter  of  routine,  we  had  the  specimen  ex- 
amined. The  pathologist  reported  it  to  be  a  non-malignant,  syphi- 
litic growth.  She  was  put  on  anti-syphilitic  treatment  and  went 
away. 

I  recently  saw  a  case  of  suppurating  vulvovaginal  gland  the 
size  of  a  large  pigeon  egg.  Pus  could  be  squeezed  out  of  it  at  the 
natural  opening.  I  injected  it  with  carbolic  solution,  about  I  to  8, 
leaving  part  of  the  pus  in.  The  mass  subsided,  in  twenty-four 
hours  the  patient  was  free  from  pain.  That  was  ten  days  ago, 
and  there  has  been  no  further  trouble  with  the  gland. 

I  wanted  to  know  if  any  of  the  gentlemen  had  tried  it;  if  not, 
I  would  like  to  have  them  do  so. 

I  did  not  take  the  temperature.  She  was  suffering  very  acutely 
when  she  came  to  the  office.  She  had  had  such  acute  pain  for 
several  days  and  nights  that  she  could  not  sleep. 

Dr.  Churchill  Carmalt  read  a  paper  on 

THE   INCISION    IN    CESAREAN    SECTION.1 

Dr.  Chambers. — 'We  all  owe  Dr.  Carmalt  thanks  for  his  paper. 
He  is  to  be  congratulated  on  his  success.  I  should 
have  said  the  most  natural  incision  was  the  anterior ;  but 
from  his  paper,  the  statistics  he  has  given  us,  and  points  brought 
forward,  I  should  certainly  advocate  the  transverse  section.  It 
appeals  to  one's  good  sense  and  better  judgment. 

Dr.  Dougal  Bissell. — My  experience  in  Cesarean  section  is 
somewhat  limited  as  I  have  operated  but  twice.  On  each  occasion 
I  employed  the  longitudinal  incision.  When  I  did  the  second 
operation  I  seriously  considered  the  advisability  of  making  the 
transverse  incision,  thinking  that  by  that  method  1  might  lessen 
hemorrhage;  hut  I  decided  in  favor  of  the  longitudinal  incision 
ined  to  me  that  I  could  empty  the  contents  of  the 
uterus  through  such  an  incision  with  greater  ease,  thoroughness 
and   rapidity. 

The  transverse  incision  at  the  fundus  crosses  comparatively  few 
i  Is,  which  necessarily  diminishes  the  amount  of  bleeding. 
Also  we  are  less  apt  to  encounter  the  placenta  in  that  region — an- 
other decided  advantage,  and  as  Dr.  Carmalt  has  shewn,  the  cut 
walls  of  the  uterus  approximate  with  more  exactness  after  the 
uterus  is  empty.  The  onl)  objection  which  such  an  incision  would 
seem  to  offer  is  the  somewhal  limited  opening  through  which  the 
child  i-  to  he  extracted. 

Dr.  West.-  I  feel  pleased  t"  have  heard  Dr.  Carmalt's  excel- 
lent paper.  Me  has  called  attention  in  this  way  t<>  the  transverse 
incision,  and  broughl  oul  facts  in  connection  with  it.  which  are  of 

■    original  article,  p;ige  622. 


i  in-:  woman's  hospi  i  a  i.  M>.  hi  \.  673 

greal  importance.     While  1  have  had  no  experience  save  in  a 
ondary  way  with  Cesarean  operations,   I   sin  mid  feel  inclined  to 
adopt  the  transverse  incision  from  the  points  he  has  made  to-night. 
Dr.  Grad.-    I  should  think  the  transverse  incisions  would  cause 

less  traumatism,  and  in  that  way  it  would  be  a  preferable  incision. 

Dr.  .Mai. i. kit. — I  have  seen  but  two  cases  of  Cesarean  section 
and  in  h"th  of  these  the  anterior  incision  was  used.  1  have  won- 
dered whether  it  might  not  be  more  difficult  to  extract  the  child 
through  the  fundus  rather  than  the  anterior  wall.  In  both  of 
these  cases  the  uterus  was  lifted  from  the  abdominal  cavity,  and 
the  child  suffered  from  asphyxia,  and  was  with  difficulty  resusci- 
tated. J  supposed  that  was  the  result  of  the  anesthetic,  and  a 
regular  accompaniment  of  the  operation. 

Dr.  Carmalt. — What  is  looked  upon  as  asphyxiation  after 
Cesarean  section  is  often  the  result  of  the  blood  being  surcharged 
with  oxygen;  if  left  alone  for  a  few  minutes  the  child  will  breathe 
naturally.  Nearly  everybody  tries  to  make  the  child  breathe,  and 
the  first  thing  done,  is  to  remove  the  mucus  from  the  nose  and 
mouth,  when  really  it  is  a  stimulus  to  breathing.  If  alive  and 
the  child  has  been  brought  out  physiologically,  in  two  or  three 
minutes  it  will  breathe  quite  naturally. 

I  have  assisted  at  ten  cases  where  the  child  was  turned  out,  and 
it  was  in  some  instances  moderately  asphyxiated,  but  breathed 
within  two  or  three  minutes. 

.Men  in  this  town  do  not  realize  the  good  work  Dr.  Cragin  has 
done  in  this  operation.  Twenty  cases  with  no  death  of  the 
mother  is  quite  extraordinary,  for  this  country,  because  most  men 
lure  have  not  the  series  individuals  have  abroad.  His  method  of 
short  abdominal  incision  I  deprecate — the  method  of  going  through 
the  abdomen  to  the  uterus  with  one  cut.     In  one  cas  were 

gut  adhesions  between  the  uterus  and  abdominal  wall  which  might 
have  been  a  source  of  danger. 

Dr.  Cragin  makes  a  short  abdominal  incision  and  a  short 
uterine  incision  and  then  either  lifts  the  uterus  into  the  wound  or 
out  through  it.  but  he  usually  leaves  it  in  the  abdomen  and  after- 
wards suture^.     I  lis  results  show  his  method  to  be  very  good. 

He  runs  catgut  sutures  in  uterine  wall,  one  in  muscle,  one  in 
muscular-peritoneal  coat,  sometimes  reinforces  the  peritoneal  coat, 
and  closes  the  abdominal  wall  in  the  usual  way. 

This  incision  does  not  demand  removal  of  the  uterus  from  the 
abdomen. 

Dr.  BlSSELL's  objection  as  to  insufficient  exposure,  is  quite  as 
good,  whether  transverse  or  longitudinal  incision  be  used.  The 
placenta  and  membranes  over  entire  uterine  cavity  can  be  exposed 
and  examined  by  separating  the  lips  of  the  wound  as  the  uterus  is 
turned  out,  for  that  purpose.  In  this  way  one  should  get  a  good 
view  of  the  uterine  cavity. 

Controlling  hemorrhage  by  holding  the  uterine  arteries  is  not  a 

usual  proceeding  in  view  of  most  men's  experience  to-day.    The 

;'  the  old  clastic  ligature  sometimes  more  quickly  stops  hemor- 
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rhage,  but  interferes  with  circulation  and  uterine  contraction.  I 
shall  never  have  uterine  arteries  held  unless  some  uncontrollable 
hemorrhage  occur.  1  think  rapidity  of  suture  of  the  uterine  wall 
will  prevent  hemorrhage.  There  is  no  case  reported  of  death  in 
Cesarean  section  from  hemorrhage. 

In  two  of  my  cases  there  were  stitch  abscesses,  but  the  patients 
did  remarkably  well.  I  have  seen  a  good  many  cases  infected,  in 
man_\'  men's  hands,  but  they  all  did  remarkably  well  in  spite  of  that, 
although  1  should  give  sepsis  as  a  predisposing  cause  of  abdominal 
hernia. 

Dr.  Chambers. — Do  you  require  a  larger  abdominal  incision  to 
make  a  transverse  incision  ? 

Dr.  Carmalt. — Fritsch  says  not;  personally,  I  would  say  yes. 
Apparently  the  only  men  who  have  done  it  are  Germans.  1  think 
a  man  named  Muller  made  a  transverse  abdominal  incision  witii 
transverse  anterior  incision. 

Dr.  West. — I  would  like  to  ask  if  Dr.  Cragin  knows  how  dan- 
gerous it  is  to  get  amniotic  fluid  into  the  abdominal  cavity. 

Dr.  Carmalt. — The  consensus  of  opinion  is  that  when  the  mem- 
branes are  unruptured  it  is  not  dangeious.  It  is  not  very  dangerous 
when  the  membranes  have  been  ruptured,  because  amniotic  fluid 
has  drained  away.  A  good  'many  men  wash  out  afterward.  I 
should  not  see  any  occasion  to,  if  the  membranes  had  been  unrup- 
tured. 
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Meeting  of  November  j,  1902. 
The  President,  <  r.  Wyeth  Cook,  M.D.,  in  the  Chair. 
PATHOLOGICAL  specimens. 
Dr.  J.  Wesley  Bovee  presented  a  specimen  of 

I  rBROMA  OF  •1111".  LABIUM    MINTS. 

The  history  of  the  case  was  as  follows:  Emma  Q.,  colored, 
twenty-six  years  of  age,  married  seven  years,  bad  never  been 
pregnant.     She  first  came  under  his  si  Spring,  complaining 

of  pain,  itching  and  a  tumor  about  the  genitals.  An  examination 
at  that  tr  led  a  warty  excrescence  of  irregular  shape  and 

having  various  diameters  up  to  four  inches,  springing  from 
the  righl  labium  minus.  Considerable  erosion  of  the  structures 
adjacent  to  the  growth  was  presenl  and  a  foul  o<lnr  from  the  dis- 
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charge  from  these  surfaces  w<  ed.     In  one  portion  of  it. 

mar  the  middle  of  its  attachment  to  the  vulva  there  was  the  ap- 
pearance of  its  having  broken  down.  A  specimen  from  hear  this 
point  was  excised  tor  microscopical  examination.  I  >r.  James 
Carroll,  U.  S.  Army,  who  examined  the  specimen,  pronounced  it 
fibroma.  October  28,  [902,  she  again  applied  for  treatment  in 
my  service  in  Columbia  Hospital,  saying  she  had  carried  the 
tumor  for  two  and  one-half  years  and  desired  its  removal.  The 
growth,  though  large  and  inconvenient,  had  not  prevented  her  fol- 
lowing her  duties  as  housemaid.  November  4,  1902,  under 
chloroform,  the  growth  was  excised  from  the  labium  and  the 
wound  closed  with  buried  continuous  sutures,  dims  far  she  had 
made  splendid  progress  toward  recovery. 

Dr.  Bovee  also  presented  two  specimens  of 

DOUBLE  PAPILLOMATOUS  OVARIAN  CYSTS 

of  large  size.  The  first  was  removed  in  April,  1902,  from  an 
Italian  woman,  thirty-eight  years  of  age,  married,  and  the  mother 
of  three  children.  Up  to  the  time  he  saw  her.  a  few  days  before 
operation,  she  had  been  menstruating  regularly  but  complained 
considerably  of  nausea,  vomiting  and  constipation.  For  the  last 
1  >he  had  had  severe  pain  in  the  hack  and  lower  part  of  the 
abdomen.  Her  abdominal  wall  was  very  thick  and  her  weight 
about  two  hundred,  and  fifty  pounds.  The  abdomen  was 
tended  h\  several  gallons  of  fluid  and  as  a  minor  complication  she 
had  an  adherent  piece  of  omentum  in  a  supra-umbilical  hernia 
which  with  the  presence  of  the  ovarian  tumor  required  an  incision 
extending  from  the  pubes  nearly  to  the  ensiform  cartilage.  The 
right  cyst  contained  from  two  to  three  quarts  of  fluid  and  two 
pounds  of  solid  material.  The  left  was  a  trifle  smaller  and  both 
were  extensively  adherent  to  the  omentum.  She  made  a  splendid 
recovery  and  up  to  the  present  time  had  had  no  return  of  the 
trouble. 

The  next  was  from  a  white  woman,  thirty-two  years  of  age, 
a  native  of  Virginia,  who  had  borne  one  child  seventeen  year-  be- 
fore. She  was  about  the  same  size  and  figure  of  the  patient  in  the 
■  and  her  menstruation  had  been  profuse  and  irregu- 
lar. She  had  been  ill  six  months.  The  circumference  of  her 
abdomen  at  the  ensiform  cartilage  was  3]  inches,  at  the  umbilicus 
-  inches,  four  inches  lower  40  inches,  and  the  distance  from 
pubes  to  ensiform  20  inches.  She  stated  the  growth  had  rapidly 
increased  in  size.  Operation  was  done  in  September,  1902.  In 
this  case  a  large  amount  of  ascitic  fluid  was  allowed  e  and 

the  tumors  were  found  extending  to  above  the  umbilicus.  The 
righl  was  considerably  larger  than  the  left  and  the  only  adhesions 
ther  side  w<  re  some  slight  ones  in  the  pelvis  under  the  tumors. 
Both  appendages  were  removed  and  the  woman  made  a  rapid 
recoverv. 
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Dr.  Bovee  also  presented  two  specimens  of 

TUBAL  PREGNANCY. 

The  first,  which  was  one  of  tubal  abortion,  was  removed  about 
three  months  ago  from  a  woman  thirty-three  years  of  age,  the 
mother  of  one  child  seven  years  of  age.  Since  the  birth  of  that 
child  she  had  never  been  pregnant  to  her  knowledge.  Her  men- 
struation had  been  irregular  and  she  had  frequently  had  interims 
of  six  weeks  between  periods.  One  such  occurrence  was  early 
in  September  of  this  year,  but  the  flow  was  accompanied  with  un- 
usual pain  and  at  the  end  of  a  week  a  small  decidua  was  expelled. 
The  pain  and  flow  continuing  and  the  strength  of  the  patient  not 
returning  an  examination  was  made,  which  revealed  a  mass  to 
the  side  of  the  uterus,  which  was  diagnosed  as  a  tubal  pregnancy. 
Operation  was  done  and  the  Fallopian  tube  was  found  distended 
with  blood  clots  and  a  large  amount  of  blood  both  coagulated  and 
fluid,  dark  and  light,  was  in  the  peritoneal  cavity.  No  fetus  was 
found.     She  made  a  good  recovery. 

The  second  case  of  tubal  pregnancy  was  removed  from  a  white 
woman  thirty-six  years  of  age  and  the  mother  of  seven  children. 
Missing  a  menstrual  period  and  believing  herself  pregnant  she 
secured  the  services  of  an  abortionist,  who  made  three  ineffectual 
attempts  to  secure  the  expulsion  of  the  fetus  from  the  uterus. 
She  was  attacked  with  severe  pain,  chills  and  high  temperature 
shortly  afterwards.  The  pain  was  irregular  and  paroxysmal. 
The  flow  ceased  and  gradually  the  abdomen  became  enlarged. 
About  three  months  later  Dr.  Bovee  first  saw  the  patient  and 
found  a  tumor  extending  from  the  cul-de-sac  to  above  the  umbili- 
cus. Abdominal  section  was  performed  and  a  fetus  developed  to 
about  four  months  was  removed  and  with  it  the  placenta  attached 
to  the  intestines,  omentum,  pelvic  walls  and  the  margins  of  a 
rupture  in  the  right  Fallopian  tube.  The  right  appendage  was 
ived  and  as  there  was  considerable  oozing  from  the  raw 
surfaces  from  which  the  placenta  had  been  removed  the  pelvis 
was  lightly  packed  with  gauze,  one  end  of  which  was  conducted 
into  the  vagina  through  an  opening  in  the  cul-de-sac.  This  pa- 
tient is  still  in  the  hospital. 

Dr.  1.  S.  Stone  presented  a  large 

UNRUPTURED   PYOSALPINX   OF  CURIOUS  SHAPE. 

which  he  had  recently  removed  from  a  negress  of  fourteen  years. 
Tin-  specimen  consisted  of  right  tube  and  ovary  and  contained 
ral  '.liners  of  fluid.  The  ovary  was  not  diseased.  The  pa- 
tient had  pelvic  peritonitis  which  extended  over  the  peritoneal 
surfaces  of  intestines  as  well  as  all  other  peritoneal  surfaces  in  the 
lower  third  of  the  abdominal  cavity  and  pelvis.  Her  symptoms 
were  similar  to  those  of  appendicitis  and  bul  for  the  physical 
examination  one  would  nol  expeel  to  find  such  a  condition  present 
in  such  a  youthful  patient.  Winn  the  abdomen  was  opened  the 
greatesl  difficulty  arose  when  an  attempl  was  made  to  ascertain 
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the  nature  of  the  disease  and  to  find  and  separate  the  uterus  and 
left  ovarj  and  tube.  With  the  aid  of  sight  the  indications  were 
that  we  had  a  double  uterus  and  corresponding  appendage  with 
which  to  dcd.  The  difficulty  experienced  well  illustrates  how 
extensive  must  be  an  experience  that  enables  one  to  know  how 
t<>  deal  with  all  possible  complications  in  pus  surgery. 

Dr.  Stone  also  presented  a  vermiform  appendix  which  was  re- 
moved from  the  same  patient.  The  tube  presented  nothing  very 
unusual  in  its  appearance  when  exhibited,  but  was  found  dis- 
tended with  gas  at  the  time  of  its  removal,  being  quite  douhle  its 
normal  size.  The  specimen  was  presented  because  it  might  serve 
to  bring  up  the  question,  when  to  remove  the  appendix,  when  the 
abdomen  is  open  for  another  operation. 

Me  favored  removal  of  the  appendix  when  it  was  found  dis- 
tended or  containing  foreign  bodies,  or  when  there  was  found 
evidence  of  a  former  inflammation  in  that  region.  But  he  did  not 
favor  the  removal  of  the  appendix  in  every  case  because  we  have 
the  opportunity  to  do  so.  as  there  was  an  element  of  added  dan- 
ger to  the  patient  and  especially  so  when  an  operation  of  an  hour 
or  more  had  already  exhausted  her  strength. 

Dr.  Bovee  spoke  of  Dr.  1  lardon's  remedy  to  move  the  bowels, 
viz..  an  ounce  of  alum  to  a  quart  of  water  as  an  enema,  lie  had 
never  seen  it  fail.  When  there  was  intestinal  paralysis  it  was  im- 
possible to  ge\  the  muscle  fibres  of  the  intestine  to  contract. 

In  discussing  Mr.  Hovee's  specimen,  Dr.  Stone  said  that  it 
would  appear  that  prompt  operation  is  less  frequent  now  than  was 
the  rule  a  few  years  since.  Now  we  see  specimens  with  fetus  indi- 
cating a  two.  three  or  four  mouths'  pregnancy,  but  one  rarely 
operates  for  or  sees  a  case  in  the  first  four  or  six  weeks  of  tetation. 

Dr.  J.  T.  Johnson  said  that  the  pus  tube  shown  by  Dr.  Stone 
was  of  most  unusual  shape  and  hard  to  diagnose  before  operation. 
Tfe  had  not  been  in  favor  of  removing  the  appendix  in  all  his 
laparotomies.  If  there  was  reason  to  suppose  that  it  might  give 
trouble  it  should  be  removed.  We  had  no  legal  or  moral  right  to 
subject  the  patient  to  additional  danger,  when  operating  for 
another  disease.  Suits  of  malpractice  had  been  brought  for  doing 
more  than  had  been  ordered. 

Dr.  BOVEE  did  not  see  much  weight  in  such  argument-.  He 
never  opened  a  woman's  abdomen  without  permission  to  remove 
everything  necessary.  If  we  kept  watch  of  the  bio, id  and  the 
administration  of  the  anesthetic  we  knew  how  far  we  might  go 
in  an  operation  and  if  we  could  safely  remove  the  appendix,  might 
do  so,  as  it  could  be  done  in  five  minute-  and  added  very  little 
danger.  lie  would  take  out  an  appendix  if  the  patient  was  doing 
well,  but  even  if  the  appendix  was  somewhal  diseased,  he  would 
leave  otherwise,  lb-  had  found  the  appendix  diseased  if  the 
ovary  was  diseased. 

I  >R.  IV,  said  we  could  not  lie  bound  by  any  hard  and  fasl  rule 
ma>k  before  the  abdomen  i-  opened.  Tfe  has  recently  taken  out 
several  apparently  healthy  appendices.     He  tried  to  have  a  part 
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of  a  healthy  ovary  and  it  had  become  more  and  more  his  habit  to 
remove  the  appendix  if  it  was  not  hard  to  find.  He  had  removed 
some  grumbling  appendices  which  looked  comparativelv  healthv 
and  his  patients  had  been  relieved  of  their  symptoms.  Robert  I. 
Morris  speaks  of  an  involuted  appendix  and  ones  with  small  tu- 
mor as  painful.  He  thinks  the  removal  of  the  appendix,  if  the 
abdomen  is  open,  good  practice  if  done  easily.  Dr.  Stone  said 
the  appendices  hard  to  find  were  diseased.  Dr.  Kelley  said  he 
had  done  an  exploratory  operation  for  sterility,  the  patient  making 
an  uninterrupted  recovery.  Five  weeks  after  he  removed  the  ap- 
pendix, which  contained  pus,  the  attack  coming  on  suddenly  after 
the  patient  had  gone  home. 

Dr.  John  Van  Rensselaer  read  a  paper  entitled 

SEPTICEMIA    WITH    UNCOMMON    SYMPTOMS.1 


Meeting  of  December  5,  1902. 
The  President,  G.  Wyeth  Cook,  M.D.,  in  the  Chair. 

Dr.  J.  T.  Johnson  showed  an  appendix — chronic — with  the 
right  ovary  and  tube — the  tube  constricted.  Also  a  small  dermoid 
of  the  right  ovary  taken  from  another  patient.  He  also  reported 
a  case  of  hysterectomy  for  fibroids  which  had  an  embolic  pleurisy 
and  milk  leg  in  the  calf  and  foot. 

Dr.  I.  S.  Stone  presented  a  large  hematoma  and  a  six  weeks' 
fetus  which  he  had  removed  from  the  right  Fallopian  tube  of  a  pa- 
tient, ten  days  since,  by  abdominal  section.  His  patient  was  in  ex- 
tremely had  condition  due  to  the  presence  of  general  infection 
and  suppuration  of  both  uterine  adnexa,  and  in  addition  to  this 
suppuration  of  the  subperitoneal  pelvic  cellular  tissue  in  almost 
every  direction.  The  changed  appearance  and  anatomical  rela- 
tions of  the  organs  rendered  the  operation  one  of  great  difficulty 
and  it  was  impossible  to  remove  the  extensive  necrotic  and  sup- 
purating surfaces.  Besides  the  true  pelvic  complications  the  in- 
testinal surfaces  in  contact  with  the  tumor  (?)  were  so  greatly 
damaged  thai  but  little  good  could  be  expected  from  the  operation, 
which  was  tedious  and  lengthy.  The  only  hope  lay  in  thorough 
drainage  and  in  keeping  up  active  stimulation.  A  quart  of  hot 
normal  sail  solution  was  administered  by  intravenous  infusion 
soon  after  the  completion  of  the  operation,  and  gave  a  prompt  and 
very  satisfactory  result.  The  patienl  bad  no  symptom  of  alarm- 
ing character  until  the  end  of  the  third  day,  when  sepsis  again 
manifested  itself  and  double  embolic  pleuro-pneumonia  set  in, 
which  would  prove  fatal  in  the  near  future.  The  case  was  pre- 
sented  by  Dr.  Stone  to  show  bow  difficult  it  is  to  decide  between 
suitable  for  operation  bj  radical,  and  those  besl  treated  b\ 
tentative  measures.     Ten  weel       ince  he  had  an  almost  precisely 

inal  article,  p.  608, 
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similar  case  which  he  had  opened  and  drained.  The  patient  was 
apparently  recovering,  having  run  the  gauntlet  of  pyemia  and 
death  Erom  prolonged  suppuration  and  its  results.  In  line  present 
instance  he  had  decided  to  try  the  radical  method,  but  would  fail 
to  save  his  patient,  although  death  would  result  from  sepsis  rather 
than  peritonitis. 

Dr.  J.  Wesley  Bov]  e  presented  a  specimen  of 

DOUBLE  PYOSALPINX  AND  DOUBLE  OVARIAN  ABS< 

with  the  following  history:  Mrs.  Li.,  white,  21  years  of  age,  was 
taken  ill  the  latter  part  of  June  last  with  severe  pelvic  pain,  con- 
stipation and  dysuria.  She  was  confined  to  bed  in  Sibley  I  tospital 
for  a  number  of  weeks  and  refused  operation  for  an  abscess  of 
the  womb.  She  began  menstruating  at  the  age  of  15  years.  The 
flow  was  usually  regular,  lasting  two  to  three  days,  very  painful, 
profuse  and  last  occurred  November  10.  She  suffered  with  con- 
tinuous  pain  in  the  right  iliac  region,  which  was  so  severe  as  to 
require  her  to  sit  up  two  nights  during-  the  last  menstrual  period. 
Examination:  Uterus  fixed  in  retroversion;  the  right  appendage 
fixed,  much  enlarged  and  fluctuating;  the  left  smaller  hut  high  in 
the  pelvis  and  fixed.  She  was  sent  to  Columbia  Hospital,  where 
on  the  _'d  instant  an  abdominal  operation  was  performed.  Ad- 
hesions to  both  appendages  to  an  unusual  degree  were  found 
'Idle  right  ovary,  olive  shaped,  having  diameters  up  to  four  inches, 
and  fluctuating,  and  a  tube  much  infiltrated  and  containing  con- 
siderable pus  and  perforated  in  two  places  were  found.  The  left 
appendage  was  in  practically  similar  condition  but  the  ovary  not 
so  large.  There  was  a  slight  leakage  from  the  left  tube  during 
removal.  Both  appendages  were  removed  and  two  quarts  of  salt 
solution  at  a  temperature  of  1180  F.  left  in  the  abdominal  cavity. 
The  left  ovary,  the  smaller,  was  incised  after  removal,  and  pus 
unexpectedly  evacuated.  The  right  ovary  contains  quite  a  large 
amount  of  pus.  In  his  experience  the  formation  of  pus  in  both 
ovaries  and  both  tubes  in  separate  sacs  was  unusual. 

Dr.   BALLOCH    asked  Dr.  Johnson  whether  it    would  not   have 

been  better  to  have  removed  the  appendix  in   the   second   case, 

while  the  abdomen  was  open.     Dr.  Johnson  said  he  saw  nothing 

■   it  to  indicate  that  it  was  or  would  be  diseased.      It   would 

n-» .  probably,  have  added  greatly  to  the  operation. 

Dr.  C.  Brown  Miller  said,  in  regard  to  Dr.  fohnson's  second 
case  that  the  ma--  evidently  was  not  appendicitis,  because  there 
were  no  adhesions  about  the  appendix,  but  the  pain  was  due  to 
infection  of  the  tube. 

Dr.  Bovee  asked  if  in  Dr.  Stone's  case  the  pus  was  sub-perito- 
neal or  was  connected  with  the  tube.  Dr.  Bovee  said  such  cases 
a-  Dr.  Stone  had  presented,  with  ectopic  pregnancy,  were  caused 

by  the  frequent  attempt-  t.i  bring  on  an  abortion  with  some  short 

instrument  which  forced  the  cervix  or  vagina  between  the  uterus 
and  the  bladder,  which  was  infected,  causing  adhesions  between 
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these  organs.  Pus  collections  were  frequently  more  easily  re- 
moved by  extirpating  the  uterus  and  draining  through  the  vagina 
or  cervix.  It  was  not  wise  to  put  sutures  in  the  mucous  mem- 
brane of  the  bladder,  as  it  favored  a  deposit  of  calculi.  In  regard 
to  thrombosis  Dr.  Bovee  said  he  did  not  see  why  a  clot  might  not 
be  carried  to  one  part  of  the  body  as  well  as  another,  but  it  was 
easier  to  diagnose  it  if  near  the  surface.  If  the  thrombotic  ma- 
terial was  septic  the  condition  would  be  septic.  Dr.  Stone  said  it 
was  hard  for  him  to  account  for  the  burrowing  of  the  pus  as  the 
uterus  was  comparatively  healthy.  He  always  used  separate  lav- 
ers  in  repairing  a  vesicovaginal  fistula,  and  another  suture  in  the 
bladder. 

Dr.  E.  E.  Balloch  read  the  paper : 

PRURITIS  VULVAE  AND  ALLIED  CONDITIONS.1 


TRANSACTIONS  OF  THE 
OBSTETRICAL  SOCIETY   OF   LONDON. 


Meeting  of  February  4,  1903. 
The  President,  Dr.  Peter  Horrocks.  in  the  Chair. 
Dr.  Eden  showed  a  specimen  of 

FETAL  ASCI  I 

The  history  of  the  labor  was  as  follows:  The  patient,  an  un- 
married primipara,  aged  eighteen,  was  admitted  to  one  of  the 
workhouse  infirmaries  in  London  on  January  17.  1903.  having  then 
been  for  some  hours  in  labor. 

(  >n  admission,  it  was  noted  thai  the  external  os  was  about  the 
size  of  half  a  crown,  the  membranes  were  ruptured  and  the  presen- 
tation was  a  footling. 

Pregnancy  had  advanced  to  about  the  end  of  the  eighth  month. 
The  progress  of  the  labor  was  very  slow,  and  on  the  morning  of 
January  i8th  the  practitioner  in  charge  of  the  case  administered 
one  drachm  of  liquid  extract  <  with  one  ounce  of  brandy, 

and  repeated  the  dose  twice  during  the  course  of  the  day.      At 

8  P.  m.  he  found  mi  ex  ami  nation  the  fool  of  the  child  in  the  vagina  J 

own  words  it  was  "quite  black-  and  putrid." 
lie  made  traction  upon  the  limb  to  deliver  the  breech,  but  the 
foot  separated  at  the  ankle.     He  then  seized  the  remainder  of  the 
limb,  which  soon  separated  at  the  hip  joint.    Traction  upon  the 

original  article,  p.  f>i^. 
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other  leg  failed  in  the  same  way.  He  then  attempted  to  seize  the 
breech  with  a  pair  of  craniotomy  forceps,  but,  in  his  own  words, 
"Every  time  traction  was  made,  they  came  away  with  a  piece  of 
putrid  skin."  Being  unable  to  make  out  the  cause  of  obstruction, 
he  senl  for  assistance.  <  Mi  examining  the  patient,  the  first  tiling 
that  struck  one  was  the  large  size  of  the  uterus;  although  labor 
was  a  mi mtli  premature  and  part  of  the  body  of  the  fetus  had 
keen  delivered,  the  uterus  was  quite  as  large  as  an  ordinary  full- 
time  pregnancy.  The  patient  felt  no  pain,  but  the  uterus  was 
firmly  molded  around  the  fetus,  the  parts  of  which  could  not  be 
felt.  ' 

Upon  vagina]  examination  there  was  some  difficulty  in  recog- 
nizing any  anatomical  landmarks  in  the  presenting  part;  but  at 
length  the  sacrum  was  made  out  lying  high  up  posteriorly.  It  was 
therefore  clear  that  the  distended  abdomen  formed  the  presenting 
part  and  was  the  cause  of  the  obstruction  to  delivery.  It  was 
opened  with  a  pair  of  scissors,  and  between  two  and  three  quarts 
of  thin  yellowish  thud  escaped.  The  body  of  the  child  was  deliv- 
ered naturally  within  a  few  minutes.  The  placenta  was  adher- 
ent and  had  to  be  removed  by  the  fingers.  The  body  of  the  fetus 
showed  marked  signs  of  maceration.  On  laying  the  abdomen 
open,  the  peritonea]  cavity  was  seen  to  be  enormously  enlarged; 
the  liver,  stomach  and  intestines  were  crowded  into  the  vault  of 
the  diaphragm  ;  there  were  no  peritoneal  adhesions  and  no  sign  of 
peritonitis  in  any  part.  The  bladder  was  distended  to  a  moderate 
extent;  the  external  genitals  were  absent,  bavin-  been  torn  away 
by  the  forceps  during  the  unsuccessful  attempts  at  delivery.  A 
probe,  passed  from  the  bladder  into  the  urethra,  showed  this  chan- 
nel to  be  impervious.  From  the  absence  of  the  uterus  it  was  clear 
that  the  sex  of  the  fetus  was  male.  The  heart  was  normal  in  all 
respects:  owing  to  its  macerated  condition,  the  liver  and  portai 
circulation  could  not  be  thoroughly  examined,  but  appeared  nor- 
mal. There  was  no  distention  of  the  ureters  and  the  kidneys  were 
normal.     The  cause  of  the  ascites  in  this  case  remains  obscure. 

Dr.  Ballantyne  (Ante-natal  Pathology)  speaks  of  peritonitis 
and  syphilis  as  the  commonest  causes.  The  former  can  in  this 
case  be  excluded,  and  although  exclusion  of  syphilis  is  a  more 
difficult  matter,  there  was  no  positive  evidence  of  its  existence  in 
either  parent.  It  is  curious  that  only  one  case  has  been  recorded, 
in  which  fetal  ascites  was  caused  by  portal  obstruction;  it  was 
recorded  by  Dr.  Herman  in  [88l,  the  cause  of  the  obstruction  be- 
ing a  tumor  of  the  adrenal  body. 

The  association  of  ascites  with  distention  of  the  bladder  appears 
to  be  common,  for  Dr.  Ballantyne  has  collected  fifty-eight  cases  in 
which  these  conditions  co-existed. 

The  patient  made  a  good  recovery. 

Dr.  Herbert  Spencer  had  met  with  about  six  cases  of  fetal 

ascites.  In  some  of  these  the  amount  of  fluid  was  small,  but  there 
was  a  large  amount  of  lymph  binding  the  intestines  together  and 
the  absence  of  any  obvious  cause  for  this  peritonitis  and  the  pres- 
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ence  of  bone  disease  and  the  history  had  led  him  to  think  that  in 
these  cases  the  ascites  was  due  to  syphilis ;  but  in  other  cases  where 
there  was  a  large  quantity  of  fluid  present,  as  in  Dr.  Eden's  speci- 
men, he  had  not  been  able  to  discover  the  cause  of  the  effusion. 

Dr.  Malins  said  that  the  specimen  exhibited  was  interesting 
for  two  reasons,  the  difficulty  in  diagnosis  and  the  probable  origin 
of  the  large  accumulation  of  fluid  in  the  peritoneal  cavity. 

Sir  James  Simpson,  many  years  ago,  called  attention  to  this 
form  of  embarrassment  and  mentioned  some  cases  of  its  occur- 
rence. Dr.  Malins  remembered  one  instance  in  which  similar 
difficulty  in  delivery  had  happened ;  in  this  instance  the  origin  of 
the  fluid  was  at  the  time  believed  to  be  due  to  tubercular  disease. 

The  evidence  of  syphilis  and  the  manner  in  which  it  acts  in  the 
production  of  this  condition  is  not  easy  to  obtain  or  to  prove.  He 
was  inclined  to  think  that  it  was  adduced  generally  in  the  absence 
of  other  known  or  ascertained  causes. 

The  case  was  also  discussed  by  Dr.  Hubert  Roberts  and  the 
President. 

Dr.  Seikes  brought  forward  a  short  communication  on  a  case  of 
profuse  meningeal  hemorrhage  during  labor,  and  this  was  dis- 
cussed by  Dr.  Herbert  Spencer  and  the  President. 

Dr.  Russell  Andrews  read  the  notes  of  a  case  of  primary  car- 
cinoma of  the  Fallopian  tube  and  some  interesting  points  in  re- 
gard to  the  disease  were  brought  forward  by  Mr.  Alban  Doran  and 
Dr.  Inglis  Parsons. 

Mr.  Handlev  showed  a  specimen  of  a  solitary  interstitial  fibroid 
removed  by  abdominal  myomectomy,  and  Dr.  Inglis  Parsons  read 
the  notes  of  an  unusual  case  of  sarcoma  of  the  ovary. 

The  business  of  the  annual  meeting:  was  then  transacted. 


Meeting  of  March  4,  1903. 
The  President,  Dr.  Malins,  in  the  Chair. 

Dr.  Hubert  Roberts  showed  microscopical  sections  of  a  case 
of 

-1  uberculosis  of  the  fallopian  tube  AND  OVAKV. 
fed  by  operation  from  a  lady  of  thirty-two. 

The  patient  bad  been  in  failing  health  since  [899.  In  Decem- 
ber, [902,  she  was  much  worse  with  irregular  uterine  hemorrhage, 
fever  and  wasting*.  A  considerable  tumor  was  found  in  the  lower 
abdomen.  '  >n  opening  the  abdomen,  hoth  lubes  and  ovaries  were 
enlarged.  The  lefl  ovary  was  4-5  inches  long  and  adherent  to  a 
necrotic  ovary,  the  size  of  one's  list.  The  pelvis  was  roofed  in  by 
dense  adhesions,  and  the  intestine-  were  adherent  to  the  tubes  and 
back  of  tin-  uterus.  Both  tube-  wen-  banana-like  in  shape,  and 
contained  pus.  Sections  of  the  uterine  end  of  the  tube  showed  dis- 
tinct tubercular  nodule-,  gianl  cells  and  breaking  down  caseous 
area-.    The  ovarian  tissue  also  contained  tubercle  nodules. 


i  III:   0BS1  II  RICAL   SO(  ir.i  \    OF    LONDON. 

The  patient  sank  in  36  hours  from  shock.    The  question  of  the 
advisability  of  abdominal  section  in  such  desperate  cases  was  dis- 
cussed.   Tubercular  pyosalpirix  pointing  in  the  vagifta  could 
il)  be  opened  and  drained  by  thai  route,  as  in  another  ease  under 
the  author's  care,  though,  of  course,  the  tubes  could  not  !• 
moved.     In  such  cases  abdominal  section  might  be  undertaken, 

when  the  patient's  condition  allowed  of  it. 

DR.  WALTER  SWAYNE  said  that  three  months  ago  he  had  to  deal 

with  a  case  which  presented  many  features  similar  to  those  de- 
scribed by  1  )r.  1  torrocks. 

ddie  patient  had  a  large  mass  in  the  pelvis  and  much  distension 
of  the  abdomen,  which  contained  fluid;  on  opening  the  abdomen, 
the  whole  of  the  peritoneum  was  studded  with  what  to  the  naked 
eye  was  apparently  miliary  tubercle.  The  appendages  were  em- 
bedded in  exudation,  which  formed  the  mass  felt  in  the  pelvis,  and 
the  peritoneum  was  full  af  ascitic  fluid;  it  was  obvious  that  re- 
moval "i  the  appendages  was  impossible,  and  the  wound  was 
closed  after  flushing  the  peritoneal  cavity  with  a  hot  saturated  so- 
lution of  boracic  acid. 

The  patient  made  a  good  recovery,  and  at  the  end  of  a  month 
had  jnu  on  several  pounds  in  weight. 

Dr.  Lewers  showed  a  specimen  of 

KERATINISING   CARCINOMA 

of  the  body  of  the  uterus. 

The  patient  from  whom  the  specimen  was  removed  was  a  single 
woman,  aged  forty-three.  She  had  suffered  from  metrorrhagia 
for  two  years,  and  from  some  pain  about  the  lower  abdomen, 
which  came  on  some  time  after  the  commencement  of  the  bleed- 
ing. The  cervix  was  dilated  and  a  malignant  growth  found  in  the 
body  of  the  uterus.  There  was  a  lump  felt  to  the  right  of  the 
uterus,  the  size  of  a  tangerine  orange. 

Abdominal  pan-hysterectomy  was  performed  on  Nov.  27th. 
1902.  in  the  London  Hospital. 

The  lump  to  the  right  of  the  uterus  proved  to  be  the  right  ovary 
enlarged,  partly  by  cystic  change,  and  partly  by  a  malignant 
growth,  secondary  to  that  in  the  uterus.  The  ovary  was  not  ad- 
herent, and  there  was  no  evidence  of  an  other  secondary  deposit 
elsewhere. 

As  regards  the  operation,  the  case  illustrated  the  advant 
of  the  abdominal  operation,  especially  since  the  exact  nature  of 
the  lump  to  the  right  was  ascertained  at  the  very  beginning  of  the 
•ion.  instead  of  towards  the  end  of  it.  as  would  have  been 
the  case,  if  vaginal  hysterectomy  had  been  performed.  The  pa- 
tient made  a  good  recovery. 

Vs  regards  the  specimen,  the  growth  was  a  columnar-celled  car- 
cinoma, but  over  a  considerable  extent  it  had  become  keratinised, 
so  that  in  parts  of  the  sections  the  appearances  were  very  similar 
to  thi  quamous  carcinoma  of  the  cervix. 

Mrs.  Boyd,  M.D.,  in  reference  to  the  association  in  Dr.  Lew- 
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ers's  case  of  carcinoma  of  the  body  with  carcinoma  of  the  ovary, 
mentioned  a  similar  case,  where  she  had  removed  by  abdominal 
pan-hysterectomy  a  large  uterus,  the  seat  both  of  fibroids  and 
cancer  of  the  body,  from  a  middle-aged  lady.  The  right  ovary 
contained  a  secondary  growth  and  was  non-adherent  and  easily 
removed  with  the  uterus. 

Xo  other  secondary  growths  were  discoverable. 

The  patient  died  some  six  months  later  with  cerebral  symptoms. 
There  was  no  evidence  of  local  recurrence,  or  of  involvement  of 
abdominal  glands. 

Dr.  Cullingworth  said  that  Dr.  Lewers's  case  and  the  one  to 
which  Mrs.  Boyd  had  referred,  had  a  special  interest  for  him  at 
that  moment,  as  he  had  that  very  morning  operated  upon  the 
second  case  of  the  kind  that  he  had  met  with  within  the  last  two 
years.  Both  cases  had  occurred  in  his  private  practice,  and  were, 
so  far  as  he  could  remember,  new  in  his  experience. 

In  both  patients  there  was  evidence  of  new  growth  in  the  lateral 
parts  of  the  pelvis,  for  which  abdominal  section  was  performed, 
but  in  each  case  there  was  irregular  uterine  hemorrhage  of  such 
character  and  extent  as  to  make  it  seem  desirable  to  dilate  and  cu- 
rette the  uterine  cavity  before  opening  the  abdomen. 

In  the  case  of  the  first  patient,  an  ovarian  cyst  with  some  ob- 
viously  malignant  papilloma,  was  removed,  the  scrapings  from 
the  uterus  being  meanwhile  sent  for  examination  and  report. 

The  report  being  to  the  effect  that  the  uterine  disease  was  car- 
cinoma, the  uterus  was  removed  by  vaginal  hysterectomy  a  fort- 
night after  the  original  operation.  There  was  found  to  be  exten- 
sive carcinoma  of  the  body  of  the  uterus.  The  patient  was  at  that 
moment,  18  months  after  the  operation,  free  from  any  sign  of  re- 
currence. 

Jn  the  case  of  the  second  patient,  the  preliminary  curetting  was 
so  conclusive  as  to  the  existence  of  carcinoma  of  the  body  of  the 
uterus,  that  the  microscopist's  report  was  not  waited  for,  and  a 
week  after  the  first  operation,  at  which  both  ovaries  were  removed 
for  soft,  rapidly-growing  and  already  degenerating  cystic  carcin- 
oma, the  uterus  was  removed  by  the  combined  abdominal  and  vag- 
inal method.  The  only  reason  why  the  uterus  was  not  removed 
in  the  firsl  instance  was  that  the  patient,  when  curetting  had  been 
done  and  the  universally  adherent  tumors  of  the  ovaries  had  been 
:<■<],  showed  signs  of  having  had  as  long  an  operation  as  was 
compatible  with  her  safety. 

Dr.  Lewers  had  spoken  of  the  ovarian  disease  being  in  his  case 
darj  i"  the  uterine.  He  (the  speaker)  would  like  to  hear 
upon  what  evidence  thai  opinion  was  based. 

In  the  earlier  of  his  own  cases,  the  Reporter  of  the  <  'linical  Re- 
search  Association  expressed  the  "pinion  that  the  ovarian  disease 
was  in  thai  instance  primary  and  the  uterine  secondary. 

In  the  second  case,  the  one  now-  under  treatment,  it  seemed  to 
him  very  difficult  to  say  which  was  primary — the  ovarian  disease 
or  the  uterine. 
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Dr.  Russell  Andrews  said  that  Hitschmann  of  Vienna,  who 
had  been  studying  the  histology  of  carcinoma  of  the  body  of  the 
uterus  for  souk-  time,  found  that  metaplasia,  change  Erom  col- 
umnar  to  squamous  epithelium,  was  comparatively  common  in  this 
condition. 

Dr.    Andrews   had    seen    a   good   many    sections  showing  this 
change,  but  none  in  which  it  was  so  marked,  as  in  Dr.  Lew 
specimen. 

Dr.  Galabin  showed  a  specimen  of  partial 
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in  conjunction  with  a  fetus  of  five  months,  which  lived  up  to  the 
time  of  delivery. 

He  saw  the  patient  in  consultation  with  Dr.  Morgan  Hearnden. 
She  was  thirty-two  years  old,  had  had  four  previous  pregnancies, 
twins  once.  In  the  earlier  months  of  the  pregnancy,  she  suffered 
from  sickness.  For  three  weeks  she  had  appeared  very  ill,  with 
weakness,  cardiac  symptoms,  and  rapid  pulse,  and  the  abdomen 
had  increased  rapidly  in  size.    The  pulse  was  120. 

The  abdomen  was  found  nearly  as  large  as  at  full  term  of  preg- 
nancy. The  uterus  contracted  as  usual,  and  there  was  no  rigidity 
nor  evident  tension.  Contents  seemed  mainly  fluid,  but  signs  of 
a  living  fetus  were  made  out  with  some  difficulty.  The  finger 
wa>  passed  in  through  the  cervix,  and  felt  the  membranes  and 
fetus.  Patient  looked  ill,  but  not  pallid  enough  to  suggest  hem- 
orrhi 

Dr.  <  rALABiN  thought  the  case  was  probably  one  of  hydropsam- 
nii.  He  advised  induction  of  labor,  and  tried  on  the  spot  to  sep- 
arate the  membranes  around  the  os.  The  result  was  that  labor 
pains  came  on  the  same  night.  Next  morning,  Dr.  Hearnden  rup- 
tured the  membranes,  and  an  enormous  quantity  of  blood  and 
clots  was  expelled. 

The  patient  became  alarmingly  collapsed,  but  eventually  rallied. 
A  number  of  vesicles  came  awav  with  the  blood.  The  placenta 
was  cleared  out  of  the  uterus  by  hand.  The  placenta  showed  scat- 
tered vesicles  pretty  uniformly  throughout,  hut  a  large  proportion 
of  sporionic  villi  remained  normal.  Its  uterine  surface  was  com- 
pletely broken  up,  no  continuous  deciduous  serotina  being  visible. 
The  larger  vesicles  which  escaped  separately  were  mostly  about 
half  an  inch  in  diameter. 

The  patient  recovered  well,  ami  has  had  no  return  of  hemor- 
rhage, nor  indicated  suspicion  of  deciduoma  malignum.  It  was 
remarkable  that  not  a  drop  of  blood  escaped  externally,  though 
the  patient  had  what  was  probably  a  concealed  accidental  hemor- 
rhage, going  on  fin-  thnc  weeks. 

The  ['resident  delivered  his  inaugural  Address,  detailing  some 
aspects  of  the  economic  and  of  the  antenatal  waste  of  life  in  na- 
ture and  civilization. 

A  vote  of  thanks  to  the  President  for  his  valuable  and  int 
ing  Address  was  moved  by  Dr.  Wvi  i    Black,  seconded  by  Dr. 
Horrocks,  and  carried  by  acclamation. 
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OBSTETRICS. 

Pregnancy  and  Chronic  Heart  Disease. — Cuthbert  C. 
Gibbes  (Clin.  Jour.,  Jan.  7,  14  and  21  )  summarizes  the  changes  in 
the  cardiovascular  system  which  normally  accompanies  preg- 
nancy as  follows:  (i)  Vascular  area  is  increased  in  consequence 
"i  the  development  of  uterine  blood-vessels  and  the  dilatation  of 
those  in  the  surrounding  tissues.  (2)  The  quantity  of  blood  is 
increased  during  the  later  months  of  pregnancy.  (  3  )  The  quality 
of  the  blood  is  altered.  (4)  The  arterial  tension  is  increased  dur- 
ing pregnancy  and  the  puerperium,  but  the  greatest  tension  is 
during  labor.  (5)  The  systemic  and  pulmonary  veins  become 
engorged,  especially  those  of  the  lower  extremities.  (6)  The 
heart  becomes  enlarged  owing  to  dilatation  and  hypertrophy.  The 
left  ventricle  is  more  hypertrophied  than  the  right,  while  the 
right  ventricle  is  most  dilated.  During  the  first  stage  of  labor  the 
heart  is  little  effected  beyond  quickening  its  action.  In  the  second 
stage  during  the  expulsive  pains  the  right  side  of  the  heart  is 
quickly  over  disturbed.  (7)  The  tension  of  the  pulmonary  blood- 
vessels is  much  increased.  (8)  The  kidneys  become  enlarged  and 
all  the  solids  in  the  urine,  with  the  exception  of  the  chlorides  are 
diminished.  (9)  The  thyroid  gland,  liver,  and  spleen  become 
5<  our  what  enlarged. 

The  author  Joes  not  believe  that  pregnane}-,  by  itself,  causes 
acute  or  chronic  heart  disease.  The  prognosis  of  chronic  valvular 
disease  depends  mainly  upon  two  points  :  the  position  in  life  of 
the  patient,  and  the  condition  of  the  heart  muscle,  the  nature  of  the 
valvular  lesion  being  a  minor  consideration.  Commencing  with 
the  least  dangerous  valvular  lesion,  they  bear  the  following  rela- 
tions: mitral  insufficiency,  aortic  insufficiency,  aortic  stenosis, 
mitral  stenosis,  aortic  and  mitral  insufficiency,  and  aortic  insuffi- 
ciency and  mitral  stenosis  combined.  Failure  will,  as  a  rule,  occur 
earlier  in  each  successive  pregnancy.  When  the  pericardium  is 
adherent  there  is  more  danger  to  life  than  in  valvular  disease. 

The-  question  of  marriage  in  chronic  heart  disease  is  very  diffi- 
cult to  decide.  It  is  best  to  find  some  consultant  in  whom  the 
parents  have  confidence,  and  let  him  decide.  In  sanctioning  mar- 
riage it  must  be  borne  in  mind  that  no  form  of  heart  disease  will 
stand  many  pregnancies,  especially  if  they  occur  in  rapid  succes- 
sion. In  mitral  insufficiency  Gibbes  recommends  marriage  more 
freely  than  in  any  other  form.  In  aortic  stenosis  marriage  should 
not  be  recommended  unless  the  narrowing  is  inconsiderable  and 
compensation  sufficient.  In  aortic  insufficiency  marriage  should 
only  be  sanctioned  when  the  regurgitation  is  not  free  and  arterial 

degeneration    is   absent,   compensation    sntlieient    and    no   evidence 

that  failure  has  previously  occurred.    Mitral  stenosis  is  generally 
considered  to  be  the  most  serious    form    of    valvular  disease  in 
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pregnancy.  Marriage  ought  never  to  be  sanctioned  it  compensa- 
tion has  serii  aisly  tailed. 

When  compensation  has  tailed,  but  at  the  time  of  examination 
the  compensation  is  effective  and  no  complications  are  found,  it  is 
advisable  to  make  repeated  examinations  of  the  urine.  The  con- 
dition of  the  kidneys  being  of  great  importance.  When  albumin 
is  found  advise  against  marriage.  When  mitral  insufficiency  is 
secondary  to  aortic  disease,  when  primary  degeneration  of  heart- 
muscles  exisl  and  when  there  is  an  adherent  pericardium  mar- 
riage sh<  »uld  be  forbidden. 

The  fundamental  rules  in  treating  pregnant  women  with  heart 
disease  are:  First,  Promote  the  general  health  of  the  patient. 
Second.  Avoid  unduly  taxing  the  heart,  and  third,  furnish  the 
heart  with  as  pure  blood  as  posible. 

During:  labor  efforts  should  he  made  to  relieve  the  heart.  In 
the  first  stage  bearing  down  should  he  avoided.  If  the  heart 
shows  any  signs  of  flagging,  ether  or  strychnine  should  be  ad- 
ministered. Artificial  dilatation  ^i  the  os  must  often  be  resorted 
to,  and  in  any  case  an  anesthetic  should  be  administered  and  for- 
ceps applied  a-  soon  as  the  os  is  fully  dilated.  Any  post  partum 
abdominal  pressure  should  he  avoided  as  it  docs  away  with  the 
relief  to  the  over-distended  right  ventricle  obtained  by  the  deliv- 
er}- of  the  child.  It  is  never  advisable  to  hurry  the  removal  of 
the  placenta,  but  rather  to  allow  free  hemorrhage  to  take  place, 
for  these  cases  die  far  oftener  from  too  little  hemorrhage  than 
fr<  im  too  much. 

Lactation  is  generally  forbidden,  as  it  keeps  up  the  cardiac 
hypertrophy. 

Auto-Intoxications  of  Pregnancy. — H.  0.  Nicholson   (Scot. 

Med.  &  Surg.  Jour..  March  i  finds  that  thyroid  extracts  possess  a 
definite  action  in  favoring  the  elimination  of  the  solid  constituents 
of  the  urine.  These  substances  he  regards  as  the  cause  of  auto- 
intoxication and  subsequent  convulsions.  When  eclamptic  symp- 
toms are  impending,  or  have  actually  appeared,  the  amount  of 
urine  secreted  may  he  nearly  normal,  but  the  solids  are  greatly 
reduced.  To  increase  the  elimination  of  the  solids  he  gives  thy- 
roid extract  until  he  gets  the  full  effect  upon  the  circulation. 

In  ca-e^  'f  normal  pregnancy,  where  slight  symptoms  of  auto- 
intoxication may  possibly  develop  from  an  i  [  proteid  food. 
thyroid  extract  may  be  administered  to  anticipate  more  serious 
trouble. 

Operation  for  Extrauterine  Pregnancy  with  Living  Child. — 
Fifteen  cases  of  operation  for  extrauterine  pregnancy  with  living- 
child  have  been  compiled  by  A.  Sinner  (  Zcnt.  fiir  Gyn.,  \ 

••crated  upon  before  the  fetus  had  reached  the  period 
of  viability,  the  remaining  eight  at  the  thirty-fifth,  thirty-sixth, 
fortieth  and  forty-eighth  weeks  of  pregnancy.    <  »f  the  children  of 


688  BRIEF   OF    CURRENT   LITERATURE. 

these  eight  cases,  three  died  within  from  two  hours  to  a  few  days, 
one  of  gastroenteritis  after  three  weeks.  The  four  which  lived 
were  large  children.  For  this  reason  the  writer  would  defer  op- 
eration until  near  the  normal  end  of  pregnancy.  He  would,  how- 
ever, avoid  postponing  it  until  the  last  two  or  three  weeks  on 
account  of  the  increased  danger  of  rupture  of  the  sac  if  pains 
begin.  In  one  of  the  cases  reported,  a  beginning  rupture  was  dis- 
covered at  operation. 

Treatment  of  Contracted  Pelvis. — Arthur  von  Magnus 
(Monats.  fur  Geb.  u.  Gyn.,  Bd.  XVII. ,  H.  2  and  3)  discusses  this 
subject  at  length.  In  primiparse  with  slightly  or  moderately  con- 
tracted pelvis  he  waits  for  spontaneous  birth  of  the  head.  If 
during  labor,  it  is  necessary  to  terminate  the  delivery  on  acount  of 
either  mother  or  child,  he  would  apply  high  forceps  to  the  head 
arrested  at  the  brim.  When  ten  or  twelve  tractions  fail,  perfora- 
tion is  indicated,  unless  the  mother  urgently  desires  a  living  child, 
when  symphyseotomy  is  preferable  from  the  standpoint  of  the 
fetus.  If  the  head  is  movable  above  the  inlet,  with  dilated  cervix, 
and  unruptured  membranes,  or  membranes  recently  ruptured,  ver- 
sion and  extraction  are  advised.  In  multiparas  with  pelvis  9.75 
to  8  centimeters,  he  also  waits  for  spontaneous  delivery,  as  the 
head  will  pass  through  the  narrowed  pelvis  in  three-fourths  of  the 
cases.  If  after  dilatation  of  the  cervix  the  head  shows  no  tendency 
to  come  through  the  inlet,  version  and  extraction  should  be  per- 
formed. The  length  of  time  one  should  wait  for  spontaneous  de- 
livery depends  upon  the  efficiency  of  the  pains,  the  degree  of 
stretching  of  the  lower  uterine  segment,  and  the  position  of  the 
contraction  ring.  In  general,  one  should  not  do  a  version  more 
than  ten  hours  after  rupture  of  the  membranes.  If  the  head  re- 
mains at  the  inlet  high  forceps  should  be  tried  before  perforation 
of  a  living  child.  In  multipara  with  pelvis  of  7.9  to  7  centimeters 
labor  should  be  induced  between  the  thirty-fifth  and  thirty-seventh 
weeks.  At  the  end  of  pregnane}  if  spontaneous  delivery  is  impos- 
sible perforation  is  required  except  when  a  living  child  is  greatly 
desired,  and  then  symphyseotomy  or  Cesarean  section  should  be 
employed. 

Lateral  Section  of  the  Pelvis. — Two  cases  of  lateral  section 
of  the  pelvis  as  suggested  by  Gigli,  with  perfeel  results  for  both 
mother  and  child  are  reported  by  Ernsl  Pestalozza  (Zeit,  fiir 
Gyn.,  No.  4).  Comparing  these  with  seven  symphyseotomies 
which  he  has  'lone,  he  favors  the  former  procedure  as  giving  prac- 
tically no  hemorrhage  ami  rapid  and  solid  union  of  the  divided 
pelvic  girdle  after  the  1  iperation. 

Cord  Around  the  Neck.-  A.  Brindeau  (Bull,  de  la  Soc. 
d'Obst.  <lr  Paris,  Dec.  [8,  [902)  records  three  eases  of  death  of 
the  fetus  before  labor  began,  caused  b)    the  cord  being  wound 
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tightb  around  the  neck  three  or  five  times.  There  were  severe 
pains  in  the  lower  part  of  the  abdomen  before  dilatation  of  the 
cervix  began.  This  should  always  suggest  a  cord  around  the  neck, 
with  traction  upon  the  fundus  l>y  the  shortened  cord,  when  the 
uterus  contracts.  Such  traction  maj  result  in  localized  pain  at  the 
point  of  attachment  of  the  placenta. 

Hydatiform  Mole. —  Palmer  Findley  (Am.  Jour.  Med. 
Set.,  March)  notes  that  nothing  definite  is  known  of  the  cause  of 
hydatiform  moles.  They  most  frequently  occur  between  the  ages 
of  twenty  and  thirty  and  are  two  and  one-half  times  as  frequent 
in  multipara  as  in  primipara.  The  weight  of  evidence  is  in  favor 
of  a  maternal  origin,  the  vasicnlar  degeneration  of  the  chorionic 
villi  resulting  from  a  disturbed  maternal  circnlation.  Failure  of 
circulation  causes  a  degeneration  of  the  connective  tissue  stroma 
of  the  villi  and  serous  infiltration.  The  syncytium  and  Langhan's 
cells  penetrate  deeper  into  the  decidua,  which  accounts  for  the 
unusual  proliferation  of  these  epithelial  elements  in  hydatiform 
mole. 

There  is  no  proof  that  cystic  degeneration  of  the  ovaries  has 
any  influence  upon  cystic  degeneration  of  the  ovum.  Malignant 
neration  of  hydatiform  mole  occurs  in  about  16  per  cent  of 
all  cases.  Xo  sharp  line  can  be  drawn  between  benign  and  ma- 
lignant hydatiform  moles.  Syncytial  invasion  of  the  connective 
tissue  struma  of  the  villi  and  of  the  uterine  musculature  occurs 
tmder  normal  conditions  and  can  not  be  regarded  in  hydatiform 
mole  as  evidence  of  malignancy  unless  found  to  a  marked  degree. 
It  follows  that  a  macroscopic  and  microscopic  examination  of  dis- 
charged vesicles  will  not  determine  the  benign  or  malignant  char- 
acter of  a  mole.  The  length  of  time  a  mole  remains  in  utero  does 
not  influence  its  disposition  to  become  malignant.  The  diagnosis 
cannot  be  made  without  seeing  the  vesicles;  these  are  seldom  ex- 
pelled until  abortion  is  in  progress.  The  most  constant  clinical 
evidence  is  the  rapid  development  of  the  uterus,  irregular  in  shape 
and  consistency.  To  avoid  malignant  degeneracy  our  only  safe- 
guard lies  in  early  recognition  and  immediate  removal.  Ergot 
and  vaginal  tamponade  will  control  the  hemorrhage  and  will 
often  excite  the  uterus  to  contract  and  expel  the  mole.  The 
curette  should  not  be  used.  After  the  mole  is  expelled  always 
explore  the  uterus  with  the  fingers,  irrigate  and  pack  with  anti- 
septic gauze. 

Two  weeks  after  the  birth  of  the  mole  curette  the  Uterus  and 
examine  the  scrapings  for  syncytial  invasion  and  if  found  in  the 
act  of  proliferating  hysterectomj  should  be  performed.  Watch 
the  patienl  for  three  years  after  the  expulsion  of  the  mole.  If 
uterine  hemorrhage  occur-  curette  and  examine  the  scrapings  mi- 
croscopically. All  new  growth-  in  the  vagina  and  Inn--  are  to 
be  regarded  with  suspicion. 

Maternal  mortality  in  hydatiform  mole  is  25  per  cent.     It  i-  the 
:eption  for  more  than  one  hydatiform  mole  to  develop. 
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Elephantiasis   Congenita   Cystica. — John    B.    Hillier    {Jour. 

Obst.  &  LJyu.  Br.  limp.,  Feb.)  describes  two  cases  of  congenital 
elephantiasis.  The  first  fetus  was  an  acardiac  monster — a  para- 
sitic twin.  It  was  affected  with  hydrocephalus,  cystic  elephantia- 
sis and  general  dropsy.  It  had  developmental  defects  in  anterior 
thoracic  wall  and  in  extremities,  with  great  defects  in  internal 
organs,  heart,  lungs,  liver  and  spleen  being  absent ;  kidneys  rudi- 
mentary, and  alimentary  canal  imperfectly  developed. 

The  second  had  also  cystic  elephantiasis,  absent  upper  extremi- 
ties and  rudimentary  development  of  face  and  skull. 

Etiology  and  Treatment  of  Puerperal  Eclampsia. — E. 
Hubert  {Bull,  de  la  Soc.  Beige  de  Gyn.  ct  d'Obst.,  T.  XIII.,  Xo. 
3)  presents  the  following  views  in  a  report  to  the  Belgian  Gyne- 
cological and  Obstetrical  Society.  Albuminuria  is  caused  by  any 
obstruction  to  the  circulation  of  blood  in  the  kidneys,  for  example 
compression  of  the  vessels  and  ureters  by  the  pregnant  uterus. 
Although  the  influence  of  pregnancy  upon  albuminuria  is  evident 
only  forty-two  per  cent  of  the  cases  of  albuminuria  end  in  eclamp- 
sia. On  the  other  hand  eclampsia  may  occur  without  albumin  in 
the  urine  or  renal  lesions.  A  kidney  sufficiently  diseased  to  allow 
albumin  to  pass  through  may  continue  to  eliminate  the  toxines 
caifsing  convulsions,  yet  there  are  poisons  of  which  even  a  healthy 
kidney  cannot  purify  the  blood.  Albuminuria  does  not  become 
eclampsia  until  it  is  accompanied  by  intoxications.  Urea,  am- 
monium carbonate,  oxalic  acid,  coloring  matters  have  been  sup- 
posed to  be  the  toxic  substances  concerned,  but  to  cause  convul- 
sions experimentally  it  is  necessary  to  inject  all  of  these  in  much 
larger  quantities  than  those  in  which  they  are  found  in  eclamptics 
Xo  bacterial  intoxication  has  been  proven.  Seven  varieties  of 
toxines  have  been  isolated.  Ptomaines  are  apparently  the  cause 
in  some  instances.  To  summarize  :  There  may  be  as  many  kinds 
of  intoxications  of  pregnancy  as  there  are  varieties  of  puerperal 
infection.  Whatever  the  poisons  may  be,  they  attack  the  nerve 
centers  and  prepare  the  subjeel  lor  reflex  manifestations  upon  the 
slightest  irritation.  Concerning  the  treatment  I  iubert  writes  that 
at  least  in  primipane  the  urine  and  blood  should  he  systematically 
examined,  and  in  all  pregnant  women  the  functions  of  the  liver, 
kidney  and  intestines  should  be  supervised.  Attack  the  evil  at  its 
root.  Gastric  lavage  will  remove  one  source  of  auto-intoxication. 
Baths  and  heat  stimulate  tin-  superficial  circulation  and  make  the 
skin  relieve  tin-  overworked  kidneys.  An  absolute  milk  diet  com- 
bats hepatic  troubles  and  toxemia.  If  these  fail  more  severe 
measures  at  hand  are  bleeding,  drastics,  sudorifics,  and  injections 

of  normal  saline  solution  which  dilutes  the  hi 1  and  replaces  the 

toxic  serum  removed  by  bleeding.     Diuretics  are  contraindicated 

by  the  condition  of  the  kidneys.  Until  the  child  is  viable  abortion 
should  not   he  induced;    after  that  period  premature  labor  should 

he  broughl  on  if  genera]  dietetic  and  symptomatic  measures  fail. 
If  there  is  only  albuminuria  this  will  not  cause  convulsions;  if 
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there  is  toxemia  it  may.     For  this  reason  it  is  well  to  operate 
under  anesthesia.     The  circumstances  ma\  be  so  urgent  as  b 

quire  accouchemenl   force,  and  if  this  is  t lifficult  or  slow  to 

obtain  by  manual  dilatation  or  insertion  « » t  bags  Cesarean 
tii mi  is  preferable  to  Diihrssen's  vaginal  section.  In  the  attacks 
the  tongue  should  be  protected  bj  a  handkerchief  between  the 
teeth.  The  woman  is  placed  in  the  prone  position  so  as  nol  to 
inhale  saliva  and  in  order  to  relieve  the  large  abdominal  \< 
of  pressure  by  the  uterus.  No  unnecessary  restraint  is  to  be  em- 
ployed, as  it  only  irritates  still  further.  The  hot  pack,  purgation, 
bleeding,  saline  injections  may  he  indicated.  Large  vulvar  in- 
filtrations predispose  to  gangrene  and  require  acupuncture.  Al- 
though the  urine  is  generally  scanty  the  bladder  must  be  watched 
as  distention  sometimes  causes  convulsions.  If  labor  has  begun 
we  hasten  it  under  anesthesia  by  manual  or  instrumental  dilata- 
tion and  extraction  <<\  the  child,  as  soon  as  possible:  rarely 
rean  section  is  preferable.  If  the  second  stage  is  completed, 
we  anesthetize  and  remove  the  placenta.  In  the  puerperium  acci- 
dents are  common.  Bichloride  douches  are  dangerous  on  account 
of  the  renal  condition.  Chloral  decomposes  in  the  blood  into 
chloroform  and  produces  an  anesthesia  which  cannot  be  regulated 
at  will.  Morphine  and  chloroform  by  inhalation  are  therefore 
] ^referable.  Emetics  depress  the  nervous  system,  cause  purga- 
tion and  sweating,  and  relax  the  cervix.  Their  use  seems  rational, 
especially  when  rigidity  or  hyperesthesia  of  the  lower  uterine  seg- 
ment appears  to  be  the  cause  of  convulsions.  Veratrum  viride, 
though  empirical,  deserves  trial. 

Eclampsia. — G.  R.  Adams  (Intercol.  Med.  Jour.,  Austral, 
Dec.  20),  when  convulsions  have  set  in.  is  guided  by  these  indica- 
tions: (1)  Aid  elimination,  and  if  possible  dilute  the  toxin;  (2) 
control  the  convulsion,  and  (3)  empty  the  uterus. 

To  accomplish  the  first  he  advises  the  installation  of  saline  solu- 
tion. When  the  tension  is  extreme  venesection  acts  rapidly,  but 
it-  effects  are  transient.  Ycratrumviride,  chloral,  nitro-glycerine, 
chloroform  inhalation  and  morphine  give  more  permanent  results. 

To  control  the  convulsions  nothing  affords  more  satisfaction 
than  chloroform  inhalation,  but  it  tends  to  increase  the  tendency 
to  edema  of  the  lungs.     Morphine  in  large  doses  is  also  valuable. 

The  author  advises  the  evacuation  of  the  uterus  as  soon  as 
possible. 

Achondroplasia  in  the  Fetus. — Constantin  Daniel  {Ann.  dr 
Gyn.  ct  d'Ohst.,  Jan. )  describes  and  discusses  a  case  of  fetal 
achondroplasia.     The  breach  presented  and  the  vault  of  the  skull 

was  torn  off  during  extraction  of  the  after-coming  head,  although 
no  strong  traction  had  been  employed.     The  existence  of  hydram- 
nios  and  a  large  syphilitic  placenta  appear  to  confirm  the  eti 
cal  relation  existing  between  syphilis  and  the  majority  of  heredo- 
dystroph 
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Hysterectomy  for  Puerperal  Infection. — In  discussing  this 
subject  T.  Turner  I  Rev.  Moil  dc  Gyn.,  Obst.,  and  Fed.  de  Bor- 
deaux, T.  IV.,  No.  10)  says  that  the  indication  for  this  operation 
must  be  furnished  by  the  entire  complex  of  symptoms  presented. 
If  the  woman  is  apparently  doomed  in  spite  of  intrauterine 
douches,  curettage,  subcutaneous  injections  of  salt  solution,  etc., 
and  the  appendages  and  peritoneum  are  not  involved,  the  uterus 
large  and  soft  either  with  or  without  a  fetid  discharge,  and  the 
woman  sufficiently  strong  to  bear  the  operation,  hysterectomy  is 
justifiable.  There  are  no  hard  and  fast  indications  for  its  per- 
formance. The  results  are  questionable  and  the  mortality  large 
as  only  extreme  cases  are  subjected  to  this  treatment.  The  route 
is  unimportant,  but  while  the  vaginal  is  convenient  in  many  cases 
the  softness  and  vascularity  of  the  tissues  soon  after  delivery 
make  the  abdominal  preferable  at  that  time. 

O.  Mace  (L'Obstctriquc,  Jan.)  publishes  a  most  pessimistic  re- 
view of  recent  opinions  upon  the  treatment  of  puerperal  infection 
by  hysterectomy.  Among  the  absolute  indications  acknowledged 
generally  he  includes  :  Retention  of  fetal  remnants  after  labor  or 
abortion  when  some  cause  such  as  uterine  retraction  or  multiple 
uterine  fibroids  prevents  their  removal,  rupture  of  the  uterus,  gan- 
grene of  the  uterine  wall,  instrumental  perforation  of  the  uterus, 
putrefaction  of  fibroids,  cancer  of  the  uterus,  fetal  putrefaction 
with  persistence  of  symptoms  after  cleansing,  hydatidiform  mole 
which  it  is  impossible  to  remove  thoroughly.  1  bacteriological  ex- 
amination of  the  blood  furnishes  no  sure  guide,  nor  does  that  of 
the  lochia.  Requier  believes  that  saprophytic  infection  is  long 
local  and  that  injections  suffice;  that  gonorrheal  infection  requires 
antiseptic  uterine  douches.  He  does  not  advocate  operation  even 
for  streptococcus  infections.  As  Tuffier  says  no  single  sign  on 
the  part  of  the  uterus,  general  condition,  temperature,  pulse,  etc., 
absolutely  indicates  the  necessity  for  hysterectomy.  The  paper 
closes  with  a  statement  of  the  unfavorable  results  already  ob- 
tained. 

Quadruple  Pregnancy. — Marcel  Baudouin  (Gac.  dc  Gyn., 
Nov.  22)  describes  a  case  of  quadruple  pregnancy  in  a  multipara, 
with  certain  unusual  features.  There  were  apparently  two  ova. 
TIt'  first  placenta  showed  partial  division  into  three  portions,  and 
it-  single  bag  of  membraa  osed  three  feminine  children,  a 

still-born  double  sternopagus,  which  caused  the  dystocia,  and  a 
living  child.  The  second  ovum  furnished  a  male  child  which  was 
still-born.     The  placenta  and  membranes   were  single. 

Physiological  Causes  of  Diminished  Birth  Rate  in  France. 

Pinard  and  < '.  Richel  (.Inn.  de  Gyn.  ei  d'Obst.,  Jan.)  have 
investigated  the  sub j eel  of  "race  suicide,"  in  France  in  an  effort 
to  determine  the  underlying  physiological  causes.  The  number 
of  marriages  in  France  is  no  lower  than  in  other  countries.  The 
low  birth  rate  is  <\\\^  to  the  small  average  size  of  the  household. 

(  »f  ou<-  thousand    families,    171    have  no  child,   249  have  one,  224 
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have  two  children,  [50  have  three,  93  have  four,  55  have  five,  3] 
have  six,  and  onlj  27  have  seven  or  more.  These  figures  include 
only  living  children  and  so  do  no1  show  the  actual  fecundity. 
Making  allowance  for  this  the  writers  place  the  proportion  o\ 
sterile  families  in  France  at  from  ten  to  thirteen  per  cent.  The 
principal  cause  of  this  sterility  in  France  as  in  other  countri 
the  after-effects  of  venereal  diseases,  which,  though  apparently 
cured,  leave  ln-hind  pathological  conditions  causing  sterility. 
The  only  remedy  for  the  diminution  of  the  birth  rate  in  France  is 
therefore  a  change  of  sentiment  which  will  lead  the  fertile  families 
tn  desire  more  children  than  they  do  at  present. 

Cesarean  Section  for  Placenta  Previa.-  i '.  E.  Truesdale 
(Bost.  Med.  and  Surg.  Jour.,  April  2)  believes  Cesarean  section 
to  be  the  best  treatment  for  complete  or  partial  placenta  previa, 
when  the  child  is  viable,  and  when  the  diameters  of  the  pelvis  or 

the  conditions  of  the  soft  parts  vender  the  operation  of  dilatation 
and  version,  performed  with  sufficient  rapidity  to  save  the  child, 
a  dangerous  procedure  for  the  mother.  Me  reports  a  case  so 
treated,  the  mother  being  saved,  but  the  child  died  a  half  hour 
after  delivery. 

Intravenous  Injection  of  Formaldehyde. — William  .  L. 
Baner  (  N.  Y.  Med.  J  cur.,  Mch.  21  )  believes  that  from  the  avail- 
able facts  it  is  improbable  that  formaldehyde  used  intravenously 
has  a  specific  value  in  septicemia.  The  good  results  obtained  in 
cases  so  treated  have  been  due  to  the  dilution  of  the  poison  by 
the  fluid  injected.  Normal  saline  solution  by  the  same  route  will 
do  this  equally  well,  and  with  less  probability  of  injuring  the 
delicate  structure  of  the  blood. 

GYNECOLOGY  AND   A3D0MINAL  SURGERY. 

Pessaries. —  In    a    paper  on    the   treatment    of   retrodisplace- 
-  Gallant   (Phil.  Med.  Jour.,  May  2),  after  calling  attention 
t"  the  fact  thai  pessaries  should  never  he  used  where  there  is  a 
■  nt    vaginitis,    fixation    of    the    uterus,    ovaries    or    tubes, 
postubes,  pelvic  exudates,  cysts  or  other  neoplasm  or  any  marked 
inflammation  of  the  pelvic  tissues,  says:     Having  by  preliminary 
local   treatment   eliminated   ah   pelvic  tenderness   and   secured   the 
jsary  mobility,  the  successful   use  of  a   pessary  will   then  de- 
pend  upon   tin-  good    judgment    displayed   in    selecting  one  of  an 
appropriate  style  and   size,  modified  to  the  proper  shape,  intro- 
duced in  the  least  disagreeable  way,  removed  and  cleaned  at  regu- 
lar intervals  and  worn  continuously  so  long  as  the  patient  and  her 
husband  are  unconscious    of    its    presence.      For  virgins,    after 
manual  dilatation  under  anesthesia,  in   nulliparous  and  married 
women,  the  Hodge  or    Ubert-Smith  pessary  will  answer  all  pur- 
W'oinen  who  have  borne  children  and  who  have  relaxed 
pelvic    floors    ami    lacerated    perinei.    first    or    second    degree,    with 
nmre  or  less  rectocele  and  vesicocele,  require  a  pesary  which  has 
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been  widened,  shortened  and  a  less  acute  angle.  Some  with  ex- 
treme relaxation  or  gaping-  of  the  vulva  must  be  supplied  with  a 
round,  solid  rubber  ring,  or  a  hard  or  soft  hollow  rubber  pessary. 
The  latter  variety  is  objectionable  on  account  of  the  disagreeable 
odor  generated,  liability  to  irritate  the  vagina,  and  that,  after  being 
w<  >rn  for  a  month,  they  are  unfit  for  further  use. 

To  determine  the  size  and  shape  of  a  pessary,  introduce  two 
fingers  within  the  canal  (patient  on  her  back)  and  note  (i)  the 
width  of  the  posterior  portion  of  the  pubic  arch;  (2)  separate  the 
fingers,  determine  the  width  of  the  midvaginal  canal;  (3)  the 
length  from  the  pubic  arch  to  the  apex  of  the  posterior  fornix 
when  the  cervix  is  pushed  backward  and  the  fundus  forward;  and 
(4)  make  a  mental  note  of  the  curve  while  the  uterus  is  held  in 
this  position. 

A  solid  rubber  pessary,  after  being  heated  in  boiling  water,  can 
be  moulded  to  almost  any  shape,  but  if  allowed  to  remain  in  the 
boiler  it  will  revert  to  its  original  round  ring  shape.  While  hot, 
shorten,  widen,  straighten  and  'immediately  dip  in  cold  water  to 
fix  it. 

Some  years  ago,  Gallant,  while  removing  pessaries,  noticed  that 
in  several  instances  the  instrument  had  reversed  its  position  and 
lay  within  the  vagina  "end  for  end."  A  little  thought  and  a  few 
trials  brought  the  conviction  that  this  position  is  the  most  logical 
way  to  place  a  pessary,  as  the  bioad  end  conforms  more  closely 
to  the  posterior  surface  of  the  symphysis,  retains  its  position  bet- 
ter, does  not  slip  between  the  labia  and,  whenever  the  patient 
makes  any  straining  effort  by  raising  the  vesicovaginal  septum 
tends  to  relieve  vesicocele.  The  narrow  end  engages  the  cervix 
more  snugly,  prevents  wabbling  and  fits  the  posterior  fornix 
better  than  the  broader  extremity,  gives  more  comfort,  maintains 
its  position,  supports  the  uterus  and,  unless  the  perineal  floor  is 
very  lax.  cannot  come  down.  The  lower  end  being  well  behind 
mphysis,  it  cannot  interfere  with  marital  relations. 

The  introduction  of  the  pessary  can  be  most  easily  accomplished 
when  tin-  patient  is  in  a  recumbent  position,  less  readily  in  the 
Sim's  or  the  knee-chest  position.  To  insert  the  instrument  (1) 
place  il)''  index  finger  of  the  left  hand  within  the  hymen,  press  the 
perineum  well  backward;  (2)  hold  the -pessary  by  its  broadest 
end  between  thumb,  index  and  middle  fingers  of  the  right  hand, 
convexity  toward  the  patient's  right  thigh,  enter  the  pessary  side- 
way.-*  two-thinN  of  its  length  through  the  vulvar  slit;  relax  hold 
on  the  lower  end.  and.  with  the  right  index  finger  against  the 
upper  bar.  carry  tin-  pessary  along  the  right  vaginal  wall  and 
rotate  it  posteriorly  so  that  the  cervix  slips  within  the  upper  end. 

When  the  pessary  is  in  position  (a)  the  vaginal  wall  should 
never  be  tense;  (b)  the  lower  bar  must  lie  just  behind  the 
symphysis,  invisible  at  the  vulva;  (c)  it  should  he  somewhat  mov- 
able up  and  down  and  free  from  discomfort  during  coitus;  (d) 
the  wearer  should  not  at  any  time  feel  conscious  of  its  presence; 

1 1  1  it  mn-1  he  removed  ;it  the  end  1  >i"  the  first  week  ami  the  vagina 
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examined  for  pressure  points  or  any  signs  of  irritation,  it  should 
then  be  replaced,  and  again  removed  at  least  once  ever}  four 
weeks,  cleaned,  polished  with  a  dry  towel,  and  reinserted;  i  f)  the 
wearer  must  use  daily  a  warm  douche,  to  which  may  be  added  a 
tablespoonful  of  common  >alt.  or  two  teas] nfuls  of  sodium  bi- 
carbonate. These  vaginal  douches  arc  of  service  only  for  cleansing 
purposes.  \  aginal  douches  for  the  reduction  of  pelvic  inflamma- 
tion are  injurious  if  nol  continued  for  at  least  20  minutes,  where- 

:tal  injections  or  continuous  irrigations  for  an  hour,  on 
twice  daily,  will  exert  an  almost  marvelous  effect  on  recent  pelvic 
inflammation,  and  in  alleviating  pain  and  tenderness,  and  for  re- 
moving exudates  in  the  old  eases.  For  rectal  injections  use  2 
quarts  of  water  at  1200  F.  to  which  have  been  added  2  oz.  hama- 
melis ;  the  patient  lying  upon  her  right  side,  her  hips  raised  as  high 
a>  possible  and  the  legs  Hexed  upon  the  abdomen;  allow  the  mix- 
ture to  run  in  slowly,  a  few  amices  at  a  time;  encourage  her  to 
retain  it  as  long  as  possible  and  lie  still  for  an  hour.    In  many 

instances  the  whole  2  quarts  will  he  retained  and  will  do  her  g 1. 

For  continuous  irrigation  Kemp's  tube  has  afforded  the  most  satis- 
fact<  >ry  results. 

It  is  always  wise  to  inform  your  patient  that  a  pessary  will  but 
rarely  cure  uterine  displacement,  but  will  afford  symptomatic 
relief  as  long  as  it  is  Worn  and  properly  cared  for. 

Gynecological  Importance  of  Movable  Kidney. — W.  F. 
Victor  Bonney  (  Ed.  Med.  Jour,  Dec.)  finds  that  the  earliest  and 
most  constant  symptom  of  an  injuriously  movable  kidney  is  a  dull, 
aching  pain  in  the  back,  and  very  often  this  is  the  only  symptom 
nt.  This  pain  varies  greatly  in  intensity.  The  pain  corre- 
sponds to  the  upper  lumbar  vertebrae  and  radiates  transvet 
around  the  waist,  on  the  side  of  the  offending  organ.  In  some 
cases  the  pain  radiates  downward  along  the  outer  half  of  the 
front  of  tlie  abdomen  and  thigh.  It  has  a  tendency  to  remit:  is 
by  constipation  and  is  often  worse  during  the  men- 
strual period,  hut  its  distinctive  feature  is  complete  relief  upon 
assuming  recumbency. 

The  three  most  common  causes  of  pelvic  pain  are  backward  dis- 
placements of  the  uterus,  prolapse,  and  disease  of  the  append 

The  pain  of  retroversion  and  retroflexion  is  referred  to  the 
sacrum  and  there  is  often  further  pain  radiating  outwards  across 
the  front  of  the  lower  abdomen  and  parallel  with  Poupart's  liga- 
ment. This  pain  is  modified  by  dorsal  decubitus,  but  not  entirely 
relieved. 

The  pain  'hie  to  prolapse  is  primarily  referred  downwards 
through  the  vagina  and  is  of  a  "bearing  down"  character.  The 
pain  is  also  referred  to  the  sacrum  and  lower  abdomen.  It  is 
in>tantly  relieved  by  recumbency. 

The  pain  due  to  chronic  disease  of  an  appendage  i-*  felt  in  the 
r  abdomen,  radiating  outwards,  parallel  with  Poupart's  liga- 
ment, and  is  conspicuously  not  modified  by  recumbency.     Indeed, 
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it  is  often  worse  at  night.  In  examining  women  for  the  cause  of 
alleged  abdominal  pain,  it  is  very  important  to  investigate  the  con- 
dition of  the  kidney. 

Transverse  Congenital  Occlusion  of  the  Vagina. — Samuel 
M.  Brickner  (X.  Y.  Med.  Jour.,  March  7)  finds  that  in  about  one 
in  five  thousand  cases  we  find  a  transverse  septum  of  the  vagina. 
They  are  derived  from  an  inclusion  by  Miiller's  ducts  of  cells 
from  the  "Wolffian  duct  or  ducts  after  the  formation  of  the  genital 
cord,  and  are  therefore  epiblastic  in  origin.  Their  perforation  is 
proof  of  the  normal  conduct  of  Miiller's  ducts  in  all  other  respects. 
Transverse  septa  of  the  vagina  being  normal  in  adult  sheep, 
whales,  dugougs,  the  manates  and  chimpanzee,  they  represent  in 
the  human  being  a  reversion,  a  return  to  an  ancestral  type.  Their 
function  is  purely  speculative,  but  may  have  to  do  with  facilitation 
of  conception.  The  treatment  consists  in  excision  of  the  septum 
and  suturing  the  cut  edges. 

Laparotomy  for  Tuberculous  Peritonitis. — The  conclusions 
reached  by  E.  Lanmers  (Bull,  de  la  Soc.  Beige  de  Gyn.  et  d'Obst., 
T.  XIII.,  Xo.  3)  from  thirty-two  cases  of  tuberculous  peritonitis 
treated  by  lapar<  >t<  ►my  are  that  an  operation  is  indicated  in  the 
ascitic  form,  in  which  it  has  given  him  92  per  cent  of  cures.  In 
the  dry  forms,  ulcerative  or  fibrous,  laparotomy  is  indicated  only 
when  there  are  symptoms  of  compression  or  occlusion,  or  severe 
pain,  or  the  formation  of  a  pyo-stercoral  abscess. 

Changes  in  the  Uterus  in  Acute  Infectious  Diseases. — From 
the  findings  at  autopsy  and  the  bacteriological  and  histological 
examination  of  twenty-four  cases,  of  which  sixteen  gave  positive 
results,  Chr.  Stravoskiadis  (Monats.  fur  Geb.  u.  Gyn.}  Bd.  XVII. 
H.  1  and  2)  concludes  that  during  the  course  of  acute  infections 
diseases  there  is  often  an  acute  inflammation  of  the  endometrium 
frcqucntlv  with  hemorrhages  of  varying  severity.  This  inflam- 
mation is  caused  by  specific  bacteria  corresponding  to  the  active 
agent  of  the  primary  infectious  disease.  In  cases,  however,  in 
which  some  complication  occurs  during  the  course  of  the  infec- 
the  endometritis  may  be  caused  by  the  same  germ 
as  the  complication.  The  infections  agenl  causing  the  uterine  in- 
flammation is  carried  to  thai  organ  by  the  circulatory  route  and 
there  finds,  during  pregnancy  or  the  puerperium,  especially  fav- 
orable circumstances  for  is  increase.  An  abortion  or  miscarriage 
during  an  acute  infectious  disease  is  often  the  result  of  such  an 
endometritis  of  hematogenous  origin. 

Dysmenorrhea  Treated  by  Permanganate  of  Potassium. — 
Wm.  Stephenson  (Scot.  Med.  and  Surg.  Jour.,  Jan.  and  Feb.) 
advises  the  use  of  permanganate  of  potassium  in  all  cases  of 
menstrual  suffering  due  to  disturbance  of  the  vascular  system. 
Such  changes  are  indicated  by  flushed  and  swollen  face,  hands  of 
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a  deep  red  or  bluish  color,  feel  cold  and  swollen,  and  engorgment 
of  the  veins.  He  gives  the  permanganate  of  potassium  in  two- 
grain  doses  three  times  a  day  for  several  month-.  The  treatment 
must  be  kepi  up  for  some  months  to  obtain  any  permanent  results. 

The  Treatment  of  Cholelithiasis. — Stewart  (Am.  Jour.  Med. 
Set.,  May),  in  an  article  on  this  subject,  says:  I  lure  is  no  sol- 
vent for  gall-stones  in  the  gall-bladder  or  in  the  bile  pass; 
The  employment  of  sodium  cholate,  of  sodium  succinate,  and 
sodium  oleate ;  of  the  more  rational  sodium  salts  presumed  to  have 
some  cholagogue  effect,  such  as  the  phosphate  and  sulphat 
the  old  French  mixture  of  ether  and  turpentine,  and  of  chloro- 
form, is  no  longer  favored  by  the  intelligent  physician  with  the 
expectation  of  dissolving  calculi  in  gall-bladder  or  bile  ducts. 
Treatment  of  active  cholelithiasis  is  now  justly  very  largely  aban- 
doned to  the  surgeon.  There  is  no  medical  treatment  for  persist- 
ing dropsy  of  the  gall-bladder,  or  for  obstruction  of  the  cystic 
duct;  for  seropurulent  or  purulent  inflammation  of  the  gall-blad- 
der, or  for  stone  long  lodged  in  the  common  bile  duct.  But  it  is 
unnecessary,  and  tin  surgeon  is  usually  unwilling  to  accept  that  we 
shift  to  him  the  cases  of  simple  calculous  cholecystitis,  presumably 
without  obstruction,  until  after  a  fair  effort  to  dissipate  the  ail- 
ment without  the  knife.  Medical  treatment,  however,  is  not  to  be 
instituted  witli  the  view  to  the  solution  or  extrusion  of  calculi,  but 
with  the  object  of  both  controlling  the  inflammatory  catarrhal 
process  in  the  gall-bladder  and  of  preventing  its  recurrence,  trust- 
ing  with  it-  abatement  that  the  calculi  present  will  no  longer  create 
trouble.  It  seems  probable,  as  before  remarked,  that  gall-stones 
•  mechanically  develop  cholecystitis,  whereby  their  presence- 
is  manifest.  (  >ur  present  knowledge  of  the  pathology  of  that 
affection  is  against  this  old  notion.  It  is  also  likely  that  only  very 
rarely  does  attempted  expulsion  of  a  stone  from  the  ^all-bladder 
occur  without  a  coincident  cholecystitis.  Cholecystitis  is  a  very 
frequent  condition,  and  is  far  more  frequently  latent  than  active, 
for  with  presumably  almost  10  per  cent  of  adults  carrying  these 
concretions,  but  possibly  somewhat  more  than  5  per  cent  of  this 
very  large  number  have  recognizable  indications  of  their  presence. 

Should  there  be  an  old  history  of  recurring  pains,  and  the  attack 
for  winch  one  i>  consulted  suggests  cholecystitis,  the  case  is  sur- 
gical, for  in  such  a  one  further  recurrences  are  probable,  and  the 
likelihood  of  pericystic  adhesions  is  strong.  Stone  in  the  common 
duct  should  be  operated  on  no  later  than  a  month  after  a  jaundice 
has  developed;  since  with  prolonged  obstruction,  and  with  so  few 
if  any  adequate  means  at  hand  to  promote  passage  of  tin-  -tone, 
and  with  danger  of  complication  so  vital,  it  is  unscientific  to  delay. 
Mount  of  treatment  is  likely  to  be  efficient.  Although  jaun- 
dice may  be  temporarily  diminished,  the  stay  of  the  stone  will  be 
uninfluenced,  while,  in  consequence  of  the  persistent  back- 
sure,  pathological  alterations  in  the  liver  structure  are  soon  in 
pro-: 
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Other  and  not  remote  dangers  of  prolonged  obstruction  of  the 
duct  to  be  mentioned  are  perforation  of  the  duel  and  pancreauc 
disease — pancreatic  fat  necrosis,  and  acute  or  chronic  pancreatitis. 
Pancreatitis  may  follow  very  shortly  after  the  lodgment  of  a  stone 
in  a  situation  to  obstruct  the  duct  of  Wirsung.  Cases  are  reported 
in  which  decided  pancreatic  lesions  have  followed  forty-eight 
hour-  after  the  onset  of  symptoms  of  impaction  of  the  calculus,  a 
period  too  short  even  for  the  production  of  marked  jaundice. 
Although  such  cases  are  unusual,  the  later  occurrence  of  pan- 
creatitis in  consequence  of  obstruction  is  less  so,  and  is.  with  other 
risks,  one  which  physicians  must  consider,  not  too  long  delaying 
surgical  co-operation. 

The  one  object  in  the  treatment  of  simple  cholecystitis  is  to 
endeavor  to  render  quiescent  the  inflammatory  process  in  the  gall- 
bladder and  prevent,  rather  than  favor,  the  passage  of  a  calculus 
from  that  viscus.  During  and  following  the  acute  seizure  active 
purgation  must  be  avoided,  as  must  the  use  of  all  measures  which 
are  presumed  to  have  cholagogue  effect.  Under  no  circumstances, 
even  in  the  quiescent  period,  must  massage  of  the  gall-bladder  or 
of  the  gall-bladder  region  be  attempted  with  the  idea  of  diminish- 
ing the  size  of  this  organ  or  of  assisting  to  expel  its  contents. 
Should  a  gall-bladder  be  palpable  after  an  attack,  its  duct  is  in  all 
probability  obstructed,  and  the  only  treatment  is  surgical.  The 
risk  of  rupture  of  an  inflamed  gall-bladder  through  massage  is 
not  slight.  Morphine  must  be  employed  with  caution  in  acute 
cholecystitis  because  of  the  danger  of  masking  the  local  inflam- 
matory condition,  and  because  of  the  effect  the  drug  may  have 
upon  the  stomach,  acting,  as  it  so  frequently  does,  to  later  enhance 
the  already  existing  gastric  irritability.  Nausea  and  vomiting  and 
pain,  save  when  a  stone  is  presumably  already  in  passage,  should 
be  controlled  by  other  means.  Persistent  nausea  and  vomiting  in 
simple  acute  cholecystitis  probably  indicate  that  the  calculus  lias 
already  entered  the  cystic  or  common  bile  duct,  and  even  if  such 
is  not  omiting    reflexly    favors    the    engagement  of  a 

calculus. 

In  the  treatment  of  a  case  of  cholecystitis  in  the  interval  it  is 
important  to  ascertain  the  condition  of  the  motor  and  secretory 
ric  functions,  and  to  appropriately  treat  any  existing  abnor- 
mality. Chronic  gastritis  frequently  accompanies  cholelithiasis, 
and  when  the  former  is  of  mycotic  origin  it  favors  the  occurrence 
of  the  latter.  The  hygiene  of  the  mouth  should  receive  attention, 
that  infection  of  the  stomach  from  diseased  teeth  or  gums  be  ob- 
viated.  it  i-  held  that  gall-stone  suspects,  irrespective  of  the  con- 
dition of  the  mol  cretory  gastric  functions,  should  take 
intervals,  with  the  idea  that  stasis  of  ink-  in  the  gall- 
bladder and  resulting  colic-  lie  thus  rendered  less  likely.  Kehr, 
who  i-  also  an  advocate  of  frequent  feeding,  urge-  thai  a  meal  be 
taken  on  retiring.  \\  hile  it  i-  true  that  during  fasting  the  gall- 
bladder acts  as  a  reservoir  for  bile,  and  that  frequent  feeding 
favors  it-  direct  flow  into  the  bowel,  the  risk  of  increase  in  gastric 
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atony,  should  t li i >  exist,  ami  of  aggravation  ol  the  gastro  intestinal 
catarrh  so  often  present,  with  transmission  of  this  catarrhal 
process  from  the  duodenum  to  the  bile  duct,  is  sufficieYrtljy  great  to 
necessitate  caution  in  the  matter  of  very  frequent  meals,  reeding 
in  this  way  is  only  indicated  in  those  with  well-preserved  gastric 
motility  or  with  hypermotility,  and  especially  in  such  cases  with 
hyperchlorhydria.  The  interval  of  meals  should  thus  depend 
altogether  upon  the  ability  of  the  stomach  to  empty  itself  and 
ly  upon  the  condition  of  the  secretory  function.  In  chole- 
cystitis, as  there  is  no  interference  with  the  passage  of  bile  and 
pancreatic  juice  into  the  intestine,  and  as  the  gastric  secretory 
power  may  be  normal,  no  very  special  diet  is  essential.  The  food 
must,  of  course,  be  plain  and  easy  of  digestion;  high  seasoning 
must  be  avoided  and  rich  entrees  and  pastry  tabooed.  Xo  diges- 
tant  is  indicated  if  the  gastric  secretory  power  is  normal  and 
proper  insalivation  of  food  is  enjoined.  In  obstruction  of  the 
common  duct,  in  which  there  may  be  coincident  obstruction  of 
the  pancreatic  duct,  as  with  the  stone  in  the  diverticulum  of  Vater, 
the  diet  should  be  largely  albuminous,  and  food  into  which  the 
composition  of  starch  enters  little  if  at  all  allowed.  If  substances 
containing  starch  are  eaten,  the  starch  should  be  either  first  dex- 
trinized  or  diastase  should  be  administered.  Pancreatic  extract 
can  be  of  little  real  value  as  a  digestant  if  the  gastric  secretory 
function  is  normal  or  heightened,  as  destruction  of  its  ferments 
in  the  stomach  is  certain;  but  with  subacidity  or  anacidity,  fairly 
frequently  present  in  these  cases,  pancreatic  extract  may  be  freely 
given  with  meals  to  serve  the  triple  purpose  of  an  albumin,  starch, 
and  fat  digestant.  It  is  then  probably  of  more  value,  by  virtue  of 
its  contained  steapsin.  than  is  the  conjoint  use  of  papain  and 
diastase  alone,  which  later  are  practically  without  action  on  fat-. 

Gastric  atony  accompanying  cholelithiasis  is  best  treated  by 
daily  morning  stomach  douching  with  alternate  hot  and  cold 
water:  weak  sodium  bicarbonate  or  Carlsbad  salt  solution  in  the 
hot  water  and  sodium  chloride  in  the  cold — the  last  is  preferably 
a  weak  quassia  or  calumba  infusion.  In  all  cases  there  is  pre- 
scribed sodium  sulphate  either  alone  or  in  one  of  the  Carlsbad 
combination-,  such  as  the  Carlsbad  salt  in  powder  or  in  crystal 
form,  or  (  'arl-bad  water,  or  a  combination  of  sodium  sulphate  and 
phosphate  or  of  -odium  sulphate,  phosphate,  and  bicarbonate. 
The  -alt  i<  administered  in  rather  hot  solution  on  rising,  subse- 
quent to  the  lavage  if  this  is  practised;  a  small  quantity  of  hitter 
infusion,  such  as  quassia  or  calumba  or  of  the  tincture  of  mix 
vomica,  taken  coincidently,  renders  the  -aline  draught  better 
borne  by  the  stomach   ami   stimulate-  it-   passage  into  the  bowel. 

Movement  and  breathing  exercises  should  be  taken  after  its  ;: 
tion,  and  no  food  i-  permitted  for  upward  of  an  hour  afterward. 
The  solution  should  hi'  drunk  slowly  and  either  in  sips  or  in  small 
draughts,  at  a   irw  moment-"  interval,  a-  it-  passage    from    the 
Stomach  i-  thus  more  rapid  than  if  it  has  been  hastily  gulped. 
Abundant  out-of-door  exercise,  tennis,   horseback-ridiner,  and 
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the  like,  except  in  case  of  very  recent  active  symptoms,  is  insisted 
upon.  Too  energetic  exercise  is  not  permitted  when  there  is  per- 
sistent  sensitiveness  in  the  gall-bladder  region  or  when  there  is 
a  history  of  frequent  recent  attacks  of  colic.  Energetic  breathing 
exercises,  general  light  massage,  walking,  hill-climbing,  are  all 
of  utility  in  latent  cases  in  stimulating  the  hepatic  function  and  in 
obviating  bile  stasis. 

Where  there  has  been  chronic  obstruction  of  the  common  duct. 
calcium  chloride  should  be  administered  for  a  few  .days  prior  to 
operation,  with  a  view  to  heightening  the  coagulating  property  of 
the  blood,  and  if  necessary,  during  or  immediately  subsequent  to 
operation,  parenchymatous  injections  of  gelatin.  The  sterile  solu- 
tion of  gelatin  should  always  be  at  hand  for  immediate  use. 

It  is  highly  important  that,  following  operation  for  chronic 
obstruction  of  the  common  bile  duct,  treatment  be  instituted  to 
obviate,  as  far  as  possible,  the  ill  effects  of  the  long-standing  bile 
stasis.  The  imminence  of  hepatic  cirrhosis  in  these  cases  must  be 
borne  in  mind.  Apart  from  this  grave  condition  there  usually 
exists  thickening  of  bile  ducts  and  often  a  chronic  gastroduo- 
denitis.  In  the  liver  structural  changes  have  likely  occurred,  due 
to  the  long-existing  back-pressure  of  bile  and,  often,  to  coincident 
infection.  Even  if  not  structurally  damaged,  liver  cells  long  ac- 
customed to  the  passage  of  bile  into  the  lymphatics  do  not  readilv 
assume  normal  function,  and  despite  the  removal  of  obstruction 
and  free  passage  made  for  the  bile,  bile  still,  for  a  more  or  less 
lengthy  period,  rinds  its  way  into  the  circulation.  A  continued 
observation  of  these  cases  is,  therefore,  of  prime  importance,  in 
order  to  correct  the  gastric  and  bile-duct  catarrh,  to  obviate 
further  bile  stasis,  and  thus  to  restore  the  liver,  as  far  as  possible, 
to  normal  function.  The  state  of  the  kidneys  must  also  be  care- 
fully looked  to. 

The  after-treatment  should  he  largely  on  the  lines  already  laid 
down  for  the  management  of  chronic  cholecystitis.  In  addition, 
mention  must  In-  made  of  the  utility  of  certain  other  remedies  in 
cases  in  which  the  jaundiced  hue  of  skin  persists.  Here,  apart 
from  the  measures  cited  for  the  treatment  of  the  catarrhal  condi- 
tion, and  in  addition  to  attention  to  general  hygiene,  exercises, 
hath-,  anil  local  applications,  the  persistenl  use  of  ammonium 
chloride  and  taraxacum  is  of  greal  service.  The  best  method  of 
administering  these  remedies  is  to  employ  a  morning  laxative  of 
sodium  sulphate  or  phosphate  and  to  give  diluted  nitromuriatic 
acid  i  in  to  15  minims  in  taraxacum,  fluid  extract  of  taraxacum 
juice.  1  to  2  drachms  1  before  the  midday  and  evening  meal  and  at 
bedtime.  A  course  of  ammonium  chloride  (grs.  xv-xx,  three 
times  daily)  is  alternated  with  the  acid,  and  this  salt  is  similarly 
exhibited  in  taraxacum,  but  is  administered  from  .me  to  three 
hours  after  meals. 

Tuberculous  Peritonitis. — Veil  (Gas.  de  (iyn.,  T.  XVIII, 
No.  397)   says  that  tuberculous  peritonitis  is  always  secondary, 
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and  is  either  ascetic  or  adhesive  in  type.  The  affection  oi  the 
genital  organs  maj  be  primary,  and  may  consist  in  tuberculosis 
<>t"  the  peritoneal  covering  of  the  genital  organs  only.  Peritonitis 
with  large  masses  not  attributable  to  ovarian  minors  or  carcinoma 
arc  usually  tuberculous.  Spontaneous  recovery  of  tuberculous 
peritonitis  occasionallj  but  rarelj  occurs,  li  is  cured  generally 
by  laparotomy.  Failure  is  usually  due  to  advanced  lesioi 
other  organs.  The  reason  for  recovery  after  laparotomy  is  not 
known.  The  influence  of  normal  serum  or  our  which  has  become 
antitoxic  is  very  probable.  In  recent  cases  operation  is  indicated 
it  the  peritonitis  causes  discomfort,  [f  this  is  done  too  early  repe- 
tition of  the  operation  ma)  he  required.  Chronic  cases  may  be 
watched;  if  recovery  does  not  take  place  the)  should  be  operated 
Upon.  The  method  is  simple  median  laparotomy,  complete  evac- 
uation of  liquids,  and  suture  of  the  wound.  Isolated  genital  tuber- 
culosis is  the  only  reason  for  performing  a  radical  operation. 

Fibromata  of  the  Broad  Ligament. —  Henri  Stroheker 
(Am.  de  Gyn.  et  d'Obst.,  Jan.).  says  that  the  evolution  of  these 
tumors  may  he  abdominal,  ahdomino-pclvic,  or  pelvic.  They  may 
be  interstitial  fibromata  of  the  broad  ligament  without  uterine 
connection;  pedunculated  fibromata  on  the  broad  ligament  or 
polypi  of  the  ligament;  sessile  uterine  fibromata  arising  from 
the  side  of  the  organ  and  penetrating  the  ligament;  pedunculated 
uterine  fibroids,  or  fibromata  springing  from  the  appendages  or 
round  ligament  and  developing  within  the  broad  ligament.  Every 
intraligamentous  fibroid,  abdominal  or  pelvic,  which  tends  to 
cause  serious  symptoms  should  be  operated  upon,  except  in  cases 
of  great  age,  severe  diabetes,  albuminuria  depending  upon  a  seri- 
ous lesion  of  the  renal  parenchyma,  or  serious  operative  difficul- 
ties threatening  the  life  of  the  patient.  The  abdominal  route  is 
preferable.  During  pregnancy  operation  should  be  postponed, 
and  during  labor  as  long  as  possible. 

Ureteral  Calculus. — C.  Jacobs  (Ann.  de  Gyn.  et  d'Obst.,  Feb.) 
reports  the  removal  of  an  enormous  calculus  of  the  ureter  situated 
at  about  the  level  of  the  uterine  appendages.  Its  weight  was 
forty-four  grams.  The  history  indicated  its  presence  in  the  ui 
for  thirty  years,  the  woman  being  forty-four  years  of  age  at  the 
time  of  the  operation.  The  symptoms  had  been  crises  of  localized 
pain,  followed  by  passage  of  purulent  urine  for  three  or  four 
months. 

Perforation  of  the  Uterus. — In  the  discussion  of  three  seri- 
of  instrumental  perforation  of  the  uterus  which  he  re- 
ports, Mauclaire  (Ann.  de  Gyn.  et  d'Obst..  Feb.)  calls  attention 
to  the  fact  that  though  sometimes  causing  no  unfavorable  results. 

perforation  of  the  uterus  by  the  curette,  sound,  mechanical  dilator, 
etc.,  may  be  a  grave  accident.  As  the  severit)  of  the  n-snlts  can- 
not he  known  in  advance,  he  believes  that  exploratory  laparotomy 
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should  be  performed  in  all  cases  immediately  after  the  perfora- 
tion. When  the  uterus  is  not  septic  or  only  slightly  so,  and  the 
perforation  is  hardly  visible  on  the  uterine  surface,  he  would  drain 
the  pelvic  cavity.  If  the  perforation  is  gaping  it  should  be  closed 
by  a  suture ;  if  long-  and  irregular,  a  superficial  longitudinal  cunei- 
form resection  should  be  done,  with  closure  by  two  lines  of  su- 
tures, one  muscular,  the  other  peritoneal.  When  the  uterus  is 
evidently  very  septic,  one  should  employ  either  supravaginal  or 
total  hysterectomy  with  abdomino- vaginal  drainage ;  or  drainage 
of  the  uterine  perforation,  the  cervical  cavity  and  the  vagina  of 
the  patient  is  too  weak  for  a  long  operation.  By  tamponade  of 
the  pelvis  the  small  intestine  is  kept  out  of  the  infected  region. 

Scope  of  the  Vaginal  Section.— H.  J.  Boldt  (Med.  News, 
March  28)  is  of  the  opinion  that  the  range  of  applicability  of 
the  vaginal  operation  is  made  greater  in  some  instances  than 
is  justifiable.  In  suppurative  salpingitis  whenever  the  tubes 
are  on  the  floor  of  the  pelvis,  and  the  disease  is  acute,  it  is 
preferable  to  open  the  cul-de-sac,  incise  the  pus  tube  and 
drain.  If  this  procedure  does  not  give  sufficient  relief  a  radi- 
cal operation  may  be  done  later,  the  previous  operation  not 
adding  to  the  danger.  In  all  cases  of  pelvic  suppuration,  if  it 
be  evident  that  the  pus  can  be  reached  by  means  of  a  vaginal 
section,  that  method  is  to  be  preferred.  So  far  as  conservative 
surgery  upon  the  adnexa  is  concerned,  it  is  the  writer's  opin- 
ion, that  with  the  exception  of  pyosalpinx,  better  and  more 
conservative  surgery  could  be  done  by  means  of  abdominal 
celiotomy.  Diseased  ovaries,  not  the  seat  of  large  neoplasm.'-. 
requiring  operation,  should  be  approached  by  either  anterior 
or  posterior  colpoceliotomv.  All  ovarian  tumors  not  exceed- 
ing six  to  eight  inches  in  diameter,  and  reaching  to  the  floor 
of  the  pelvis,  are  suitable  for  approach  by  means  of  vaginal 
celiotomy.  Vaginal  celiotomy,  in  cases  of  tubal  pregnancy, 
should  be  limited  to  those  cases  where  a  well-defined  pelvic 
hematocele  exists,  or  to  those  in  whom  the  diagnosis  is  made 
before  rupture.  Where  myofibromata  exist  he  would  limit 
conservative  surgery  by  mean-  of  the  vaginal  route  to  neo- 
plasms  which  are  submucous,  neoplasms  which  arc  on  the  an- 
terior uterine  wall,  of  small  size  but  causing  irritability  of  the 
bladder;  and  small  subperitoneal  tumors  which  are  in  the  cul- 
Where  backward  displacements  exist.  Boldl  prefers 
method-  other  than  the  vaginal,  unless  the  vagina  is  opened 
for  some  other  reason  than  the  displacement.  Vaginal  hys- 
tomy  for  cancer  depends  greatly  upon  the  individual  cir- 
cumstam 

Hiram  X.  Vineberg  (Med.  Vews,  March  28)  discusses  vaginal 
section  as  applied  to  pelvic  conditions  other  than  hysterectomy 

and   displacements. 

Pelvic  abscesses  are  to  be  opened  by  this  means.  Pyosalpinx 
and  ovarian  abscess   should  be  operated  by  way  of  the  vagina. 
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( t;  i  When  the  sac  is  easilj  reached  through  a  vaginal  incision, 
and  can  be  removed  rutin-,  i  />  i  When  the  sac  is  not  large,  and 
can  be  removed  readily  through  an  anterior  vaginal  incision,  (c) 
In  pyosalpinx  and  ovarian  abscess  during  the  acute  stage,  vaginal 
section  is  indicated  if  the  collection  is  easilj  accessible  through 
a  posterior  vaginal  incision,  simply  to  tide  the  patienl  over  a  dan- 
gerous peril  >d. 

In  conservative  surgery  on  the  adnexae  vaginal  section  finds  a 
limited  field.  Vineberg  excludes  all  cases  in  winch  there  are 
extensive  and  firm  adhesions,  and  where  there  are  evidences  of 
marked  infiltration  of  the  broad  ligaments. 

I  Ivarian  cysts  may  be  removed  by  this  route,  if  of  moderate 
size;  but  before  deciding,  one  should  be  reasonably  certain  that 
he  is  dealing  with  a  simple  cyst  and  not  with  an  abscess  of  the 
<  »vary. 

Small  fibroids  in  the  anterior  wall  of  the  body  of  the  uterus 
may  be  removed  by  this  route,  but  those  on  the  posterior  wall 
high  up,  are  better  removed  by  abdominal  section. 

Vaginal  section  is  indicated  in  ectopic  pregnancy  tinder  the 
following  conditions:  (a)  In  obscure  cases  to  aid  in  forming 
the  diagnosis,  (b)  In  cases  where  there  are  no  further  hemor- 
rhages, and  where  the  already  effused  blood  has  formed  a  hema- 
in  I  >ouglas's  cul-de-sac  or  at  the  base  of  the  broad  ligament. 

DISEASES  OF  CII  [LDREN. 

Bacteriuria  in  Typhoid. — Mario  Flanimi  (Riv,  di  Clinicia 
Pediatrica,  Feb.,  [903)  concludes  from  his  researches  that  this 
condition  is  frequently  found  in  typhoid.  Bacteriuria  may  exist 
without  albuminuria,  but  when  there  is  albuminuria  the  Eberth 
bacilli  are  more  abundant.  When  there  is  bacteriuria  without  albu- 
minuria, an  examination  of  the  sediment  of  the  urine  shows  that 
there  is  a  renal  lesion  (epithelium  casts).  The  author  has  not 
found  bacteria  in  the  urine  until  the  second  week,  or  at  about  the 
time  of  the  appearance  of  the  roseola,  thus  coinciding  with  a 
probable  septicemic  process.  The  number  of  typhoid  bacilli  found 
was  not  very  great.  They  have  been  found  in  about  the  same 
amount  in  some  cases  during  convalescence. 

Epidemic  of  Cerebro-Spinal  Meningitis.  — R.  Tracers  Smith 
(  The  Practitioner,  March.  1903)  gives  the  description  of  36 
of  this  disease,  which  occurred  in  Dublin  in  1900.  and  were  treated 
in  the  Hardwicke  Fever  Hospital  there.  Most  <>i  the  cases  were 
between  the  ages  of  5  and  20  years.  Three  were  under  five.  Fe- 
males were  attacked  more  frequently  than  males  in  the  proportion 
of  two  to   I.     The  hospital  records  afford  but  one  instance  of  the 

disease  affecting  two  inmates  of  the  same  house.  <  >n  no  occasion 
did  the  di->  ase  spread  in  the  hospital  to  other  patients,  or  to  those 
attending  the  sick.      The  Onset  was  definite  and   sufficiently  con- 
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stant  in  character  to  be  a  serviceable  aid  in  diagnosis.  In  the  large 
majority  the  symptoms  began  quite  abruptly  with  severe  head- 
ache, pain  and  stiffness  in  the  back  of  the  neck,  vomiting,  shiver- 
ing, convulsions  in  children,  varying  degrees  of  prostration,  and 
elevation  of  temperature.  To  this  list  may  be  added  vertigo,  which 
in  a  few  instances  was  very  marked  at  the  onset.  Such  was  the 
case  of  a  boy,  aged  9,  who,  on  his  way  home  from  school  one  day, 
was  seized  with  "giddiness,"'  so  that  he  fell  to  the  ground.  On  re- 
gaining his  feet  he  again  fell  and  had  to  be  carried  home,  where, 
shortly  after  his  arrival,  he  vomited  and  complained  of  violent 
headache.  On  the  fifth  day  of  his  illness  he  was  brought  to  hos- 
pital in  a  state  of  profound  coma,  and  died  soon  afterwards.  An 
autopsy  confirmed  the  diagnosis.  Early  vertigo  was  interesting  in 
the  light  of  post-mortem  evidence,  which  showed  that  the  cerebel- 
lar meninges  were  usually  the  seat  of  more  intense  inflamma- 
tion than  those  elsewhere.  Sore  throat,  though  not  constant,  was 
plained  of  at  the  onset  with  noteworthy  frequency.  Some  pa- 
tients at  the  time  they  came  under  observation  still  had  catar- 
rhal inflammation  of  the  mucous  membrane  of  the  tonsils  and 
fauces  ;  in  one  of  them  enlarged  and  tender  cervical  lymph-nodes 
were  present.  It  may  be  remarked  here  that  the  possibility  of  the 
throat  affording  the  portal  of  entrance  of  the  specific  micro- 
organism suggested  itself.  (  Inly  rarely  did  prodromal  symptoms 
precede  the  »nset.  Several  patients,  however,  appeared  to  have 
had  a  preliminary  abortive  onset,  which  passed  away  soon,  to  re- 
appear with  greater  severity  in  one  or  two  days.  Pyrexia. — The 
course  of  temperature  was  characterized  mainly  by  its  irregularity 
and  its  varying  duration.  Sometimes  the  pyrexia  appeared  to  be 
constant  at  the  onset,  the  thermometer  registering  from  1000  to 
103°  F.  In  mild  cases  it  persisted  for  a  few  days  only,  in  severe 
attacks,  if  not  terminating  fatally,  very  much  longer.  "Inverse 
pyrexia,"  i.e.,  greater  elevation  in  the  morning  than  the  evening 
was  the  mosl  striking  feature  of  some  of  the  charts.  Sensory 
Nervous  Symptoms. — In  no  case  was  headache  absent;  in  the 
majority  it  was  intense,  constituting  the  most  prominent  com- 
plaint. The  pain  was  as  frequently  frontal  as  occipital.  1'  was 
not  limited  to  the  head  and  neck,  but  tended  to  invade  the  spine 
and  to  radiate  generally.  Pain,  hyperesthesia  or  anesthesia,  com- 
mencing  in  the  skin  over  the  spine,  and  radiating  from  that  point 
is  a  help  in  distinguishing  the  objective  sensory  signs  of  spinal 
meningitis  from  that  of  peripheral  neuritis.  In  the  latter  the  same 
phenomena  appear  first  peripherally.  Motor  Symptoms. — Tonic 
spasm  of  muscles  was  presenl  to  some  extenl  in  all  cases,  and  af- 
fected the  muscles  of  title  neck,  or  "i  the  spine.  (  Irthotonos  was 
produced,  but  nol  opisthotonus.  Kernig's  sign  was  present  with- 
out exception.  Reflexes.-  The  tend  >n  reflexes,  as  estimated 
chiefly  by  the  knee  jerks,  almosl  invariably  disappeared  sooner  or 
course  of  the  disease.  Babinski's  toe-extension  phe- 
nomenon was  presenl  in  two  patients,  aged  7  and  17.  Delirium 
and  Coma.     Delirium  occurred  in  all  but  the  very  mild  cases,  and 
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gradually  merged  into  coma,  either  thai  indicative  of  cerebral  com 
pression  or  coma  resembling  the  so-called  "typhoid  state."     The 
Eyes  were  I'm-  the  most  pan  normal.     Marked  optic  neuritis  was 
never  detected.     The  Ears. — Deafness  other  than  thai  accompan) 

ing  coma.  did  not  appear  as  commonly  a>  the  records  of  other  epi- 
demics imply.  <  utaneous  Eruptions.-  Herpes  or  erythema  were 
common  earl)  in  the  disease.  (  Inly  twice  were  purpuric  -pots  ob- 
served.  The  Pulse  showed  no  constant  characteristics.  In  the 
majority  of  cases  il  was  abnormally  -low  at  some  stage  of  the  dis- 
ease,  in  the  minority  rapid  throughout.  Among  more  miscellane- 
ous clinical  observations  made  during  the  epidemic  were  the  Eol 
lowing:  an  extraordinary  degree  of  emaciation  in  man)  patients 
despite  generous  diet  ;  enteric-like  stools  in  two;  palpable  enlarge- 
ment of  the  spleen  in  one.  <  Occasional  vomiting  of  cerebral  char- 
acter occurred  in  many  cases  throughout  the  whole  course  of  the 
fever.  Treatment  was  mainly  directed  to  the  alleviation  of  head- 
ache; the  only  sedative  which  produced  decided  results  was  mor- 
phia given  hypodermically.  It  was  well  borne,  even  in  repeated 
doses.  When  distinct  evidence  of  cerebral  compression  was 
present,  the  withdrawal  of  s  or  10  c.c.  of  cerebro-spinal  fluid  b) 
lumbar  puncture  was  performed.  The  result  was,  in  a  few  1 
strikingly  good  if  transient.  Mortality. — Of  the  36  cases  14  died. 
Morbid  Anatomy. — Thirteen  autopsies  were  performed,  and 
showed  that  the  extent  of  the  macroscopic  post-mortem  changes 
varied  greatly  and  were  sometimes  apparently  disproportional  to 
the  length  and  severit)  of  the  fatal  attack.  Regarding  the  brain. 
the  inflammation  of  the  pia-arachnoid  was  usually  best  marked 
at  the  base,  tending  to  .spread  over  the  cortex.  The  situation  where 
the  severest  inflammation  was  most  frequently  found  was  the 
superior  surface  of  the  cerebellum.  The  lateral  ventricles  were 
usually   found  distended  to  some  de-fee  with  clear  or  slightly  tur- 

bid  fluid.  Bacteriology. —  In  the  inflammatory  exudations  and  in 
the  fluid  taken  clinically  by  lumbar  puncture,  the  diplococcus  intra- 
celluraris  meningitidis  was  invariably  present  except  in  one  case. 
which  was  proved  to  he  a  tuberculous  meningitis. 

The  Functional  Powers  of  the  Liver  in  Children,  Demon- 
strated by  Levulose. — Dominico  Crisaf]  (Riv.  di  Clinicia  Pedia- 
trica,  Feb.,  [903)  experimented  with  levnlose  on  healthy  and  on 
sick  children.  No  relation  was  found  to  exist  between  the  amounl 
<>f  levnlose  utilized  and  the  body  weight.  From  the  observa- 
tions on  children  suffering  from  diphtheria,  measles,  or  a  com- 
bination of  the  two.  broncho-pneumonia,  cardiopathies,  chorea. 
endocranial  tumors,  nephritis,  pericarditis,  and  pulmonary  tuber 

Culosis,    it    was    found.    (  I  I    That    the   dose    should    he    from    24-4O 

grammes  in  children  under  five  years,  and  from  40-60  up  to  twelve 

years.      1  _>  1    In  acnte  infections  diseases  the  functions  of  the  liver 

are  usually  unimpaired.     (3)   Nephritis  and  slow  tuberculous  pro- 

-  appear  t"  cause  the  most  disturbance  to  the  hepatic  function. 
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I  4  )  The  phenylhydrazin  test  is  the  most  delicate  of  all  in  the 
search  for  traces  of  levulose  in  the  urine.  (5)  Levulose  is  the  best 
substance  to  use  in  testing  the  functional  powers  of  the  liver. 

Lorenz's  Method  of  Treating  Congenital  Dislocation  of  the 
Hip. — J.  Jackson  Clarke  (The  Practitioner,  March,  1903)  de- 
scribes the  operation  in  full,  and  reports  a  number  of  cases.  He 
fully  endorses  the  method  and  takes  up  the  question  of  the  proper 
attitude  of  the  medical  profession  with  regard  to  children  af- 
flicted with  this  congenital  dislocation.  One  of  the  English  medical 
journals  has  recently  published  remarks  which  include  the  follow- 
ing: "It  is  true  that  the  risks  of  sepsis  and  hemorrhage  are  re- 
moved by  this  operation;  but  the  tissues  around  the  joint  are  vio- 
lently lacerated.  ...  A  judicious  hesitancy  should  character- 
ize the  surgical  mind  until  we  have  more  certain  data  on  which 
to  found  an  opinion.''  The  author  says  that  with  regard  to  the 
first  part  of  this  judgment  it  must  be  observed  that  the  mention  of 
the  parts  -"around  the  joint"  as  being  lacerated  shows  that  the 
writer  himself  was  unfamiliar  with  the  operation.  It  is  only  some 
of  the  adductors,  which  are  on  the  minor  aspect  of  the  limb  and 
not  around  the  joint,  that  are  "lacerated"  and  that  not  "violently." 
The  successive  hackings  with  the  hand  on  the  tense  adductors, 
gradually  produce  a  real  separation  of  the  fibers  of  the  adductor 
longus,  and  in  some  cases  of  the  adjoining  fibers  of  other  muscles 
of  the  adductor  group.  The  term  "violent  laceration''  is,  however, 
not  appropriate,  and  in  patients  who  are  subjected  to  treatment  at 
the  most  suitable  age — that  is.  up  to  five  or  six  years — it  is  alto- 
gether misleading.  There  is,  with  regard  to  these  cases,  certainly 
no  urgency  such  as  exists  in  many  surgical  conditions,  but  it  is 
hard  to  see  what  more  "certain  data"  can  ever  be  forthcoming  than 
are  already  to  hand  for  those  who  choose  to  seek.  Many  completely 
successful  results,  verified  by  skiagrams  and  the  evidence  of  unim- 
peachable witnesses,  have  been  published  and  shown  at  profes- 
sional gatherings  in  Europe  and  America.  It  is  most  important 
that  the  patients  now  being  operated  on  in  England,  with  the 
benefit  of  the  improved  methods  which  Lorenz  has  patiently 
taught  us,  should  be  kept  carefully  in  view,  and  that  the  results 
should  be  published  and.  where  possible,  demonstrated  in  about 
two  years'  time,  because  ocular  demonstration  is  more  convincing 
than  records.  But  how  man}-  are  the  patients  who.  if  kept  wait- 
ing for  two  years  with  a  "judicious  hesitancy."  will  have  attained 
or  passed  the  average  age-limit  for  the  success  of  the  treatment — 
it  is  more  than  an  operation — or  will  have  passed  the  time  when 
the  operative  part  of  the  process  can  be  performed  with  ease  and 
safety  and  will  thus  be  subjected  to  wholly  unnecessary  risks? 
The  opinion  of  Hoffa  whose  treatment  of  congenital  hip-disloca- 
tion lias  been  largely  superseded  by  that  of  Lorenz,  and  who  is 
unlikely  to  be  biased  in  favor  of  the  latter's  method,  is  as  follows  : 
"In  any  case,  Lorenz's  method  is  a  great  advance,  for  the  chief 
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thing  is  that  the  functional  result  of  the  method  is  for  the  most 
pan  highly  satisfactory.  The  children  with  unilateral  dislocation, 
often  walk  SO  well  that  one  can  Scared)  detect  a  trace  of  their  for- 
mer defect,  and  those  with  double  dislocation  lose  their  lordosis 
and  walk  at  the  most  with  a  trifling  swaying  of  the  trunk."  The 
author  thus  sums  up  :  I .'  irenz's  method  of  treating  congenital  dis- 
location of  the  hip  is  based  on  correct  anatomical  and  physiological 
grounds;  it  is  the  outcome  of  an  exceptional  experience  both  of 
open  and  subcutaneous  operating;  in  a  considerahle  proportion  of 
cases  it  gives  a  perfect  anatomical  and  physiological  result  (i.e., 
it  cures  a  condition  hitherto  deemed  incurable)  ;  in  a  still  greater 
number  of  cases  it  affords  a  permanent  functional  improvement 
that  relieves  the  patient  of  the  grievous  disabilities  which  the  de- 
formity usually  entails  if  left  untreated.  In  the  remaining  cases 
in  which  the  method  fails  to  give  a  firm  articulation  placed  an- 
teriorly, the  manipulative  operation  of  Lorenz  is  a  necessary  pre- 
liminary to  any  subsequent  treatment  by  open  operation  that  may 
be  undertaken.  The  manipulative  operation  i-  free  from  danger 
save  when  treatment  has  been  too  long  delayed. 

Phosphorus  in  Rachitis. —  Luigi  Concetti  (Riv.  di  Cliiiica 
Pediatrica,  Jan.,  [903)  reports  a  number  of  cases  which  he  di- 
vides into  two  groups.  In  the  first  the  symptoms  were  those  be- 
longing to  rachitis  as  usually  seen,  in  the  second  the  symptoms- 
were  referable  to  the  nervous  system — laryngeal  and  respiratory 
spasm,  hyperesthesia,  irritability,  pavor  nocturnus  and  tetany 
Those  of  the  first  group  were  beneficially  influenced  by  phospho- 
rus and  with  relative  rapidity — say  from  one  to  two  mouths.  No 
other  known  treatment  acts  so  quickly.  In  the  acute  stage,  espe- 
cially, the  effects  are  seen  at  once  upon  pain  and  upon  the  power 
of  raising  the  bod}-  and  walking  a  few  steps.  Naturally  enough 
hardening  of  the  bones,  the  eruption  of  teeth,  and  locomotion  re- 
quire a  longer  time  for  the  repair  of  the  affected  tissues,  etc.  In: 
the  second  group  of  cases,  the  rapid  action  of  the  remedy  is  even 
more  evident,  the  spasm-  subsiding  in  two  or  three  days.  The 
author  does  not  hold  that  this  improvement  is  due  to  direct  ac- 
tion on  the  rachitis,  but  to  action  on  the  toxins  produced  by  rach- 
itis, which  attack  both  the  bony  and  nervous  systems.  These  tox- 
ins arise  chiefly  in  the  gastro-intestinal  tract,  but  they  may  follow 
acute  infectious  diseases.  The  author  adopts  the  method  of  Kas- 
sowitz  in  the  administration  of  the  remedy.  One  centigram  of 
phosphorus  is  dissolved  in  100  e.g.  of  the  excipient,  which  should 
preferably  be  cod-liver  oil,  but  may  be  almond  or  olive  oil.  The 
dose  consists  of  a  teaspoonful  of  this  solution  morning  and  eve- 
ning before  meals. 

The  Prevention  of  Measles. — George  Newman  (The  Prac- 
titioner, March,  1903)  thus  summarizes  the  available  means  for 
the  prevention  of  measles  in  London. 

(1)   Compulsory  notification  [a]  for  all  cases  ;  [b]  for  first  cases 
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in  a  house  only.  (2)  Voluntary  notification  by  medical  men, 
clergy,  district  visitors,  school  teachers,  etc.  (3)  [a]  Closing  of 
day  and  Sunday  schools;  [b]  exclusion  of  members  of  affected 
households  from  schools.  (4)  Prevention  of  persons  attending 
work  where  infection  is  likely  to  be  spread,  as  by  hawkers,  milk- 
sellers,  teachers,  tailors.  (5)  Better  isolation  at  home.  (6)  Pro- 
vision of  hospital  accommodation.  (7)  Disinfection  of  invaded 
households.  (8)  Preventing  the  issue  of  books  from  public  libra- 
ries to  infected  houses.  (9)  Instruction  of  the  public  by  leaflets 
and  other  means. 

Xos.  1,  2  and  6  are  practically  out  of  the  question  in  most  dis- 
tricts. Xo.  3  is  in  vogue  everywhere,  although  often  exercised  too 
late  to  be  of  much  preventive  value.  The  remainder  come  in  a 
general  way  within  the  rights  and  duties  of  local  authorities.  In 
all  probability  it  is  to  general  conditions  that  we  must  look  for  the 
successful  prevention  of  measles,  and  chiefly  to  three — namely, 
education,  school  closure  and  disinfection.  The  prevention  of  com- 
plications, especially  broncho-pneumonia,  is  the  most  important 
point,  clinically,  in  the  treatment  of  the  disease.  Cleanliness  and 
ventilation,  the  seriousness  of  the  disease,  and  its  marked  infectiv- 
ity  are  the  main  topics  upon  which  the  public  require  education. 
Simple  and,  it  must  be  added,  short  statements  printed  in  leaffet 
form  and  widely  distributed  have  doubtless  done  good.  Health 
visitors  have  probably,  in  the  long  run,  done  better.  Both  may  be 
combined ;  and  measles  and  whooping-cough  are  unquestionably 
two  diseases  in  which  this  somewhat  exceptional  method  of  pre- 
vention is  justifiable.  The  placing  of  measles  among  "dangerous 
infectious  diseases,"  with  the  consequent  warnings  that  would  be 
made  during  times  of  epidemic,  will  lead  the  public  to  look  more 
seriously  upon  the  disease  and  to  take  steps  to  avoid  the  fatal  com- 
plications which  ensue  from  improper  exposure  and  want  of  care. 
They  will  learn  that  in  the  mortality  returns  it  is  generally  the 
complications  following  measles  that  really  cause  the  death  of  the 
patient.  In  the  second  place  there  is  unanimity  of  opinion  that 
school  notification  and  school  closure  are  powerful  preventive 
methods  if  rightly  applied.  We  require  an  extension  to  all  denom- 
inational and  private  schools,  as  far  as  possible,  of  the  plan  al- 
ready in  vogue  by  which  board  school  teachers  inform  the  medical 
officer  of  health  of  any  cases  of  measles  occurring  among  the 
children  in  their  schools.  There  can  be  no  doubt  that  measles  is 
spread  directly  through  the  agenc)  of  schools.     From  these  data 

should  know  the  time  when  it  would  be  wise  or  necessary  to 
exclude  certain  children  from  school,  to  visit  absentees  suffering 
from  measles,  to  deal  with  infected  houses,  or  to  close  schools,  es 
pecially  infants"  departments.  This  method  has  been  put  into 
pratice,  with  considerable  success,  by  a  large  number  of  sanitary 
authorities.  The  idea  is  prevalent  in  some  quarters  that  the  clos- 
ure of  schools  is  of  little  avail  in  the  prevention  of  epidemics, 
because  if  children  ;ue  not  in  schools  they  are  playing  about  to- 
gether  in  the  courtyards  and  street-.     But  then-  is  very  consider- 
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able  difference  between  children  crowded  together  in  a  school- 
room, in  confined  air  space,  and  children  playing  aboul  in  the  open 

air.  In  particular,  school  closure  must  apply  to  infants'  depart- 
ments, ami  it  must  be  applied  as  soon  as  the  incidence  of  the  dis- 
ease lias  reached,  say,  [O  per  cent  of  the  average  attendance,  al- 
though  no  hard-and-fasl  rule  can  be  laid  down.  To  close  schools 
much  earlier  than  this  is  to  run  the  risk  of  the  disease  breaking 
out  again  when  the  school  reopens.  To  close  them  much  later 
is  useless  as  a  preventive  measure.  After  all,  the  question  of 
school  closure  involves  the  assumption  that  infection  is  due  to  in- 
fectious school  rooms  or  infectious  schoolmate's,  and  both  must  be 
borne  in  mind  in  deciding  whether  to  isolate  infected  cases  only 
or  close  the  school.  During  1901  between  50  and  60  schools  or 
classes  were  closed  in  London  in  pursuance  of  this  principle. 

Lastly,  there  is  disinfection.  If  properly  and  effectually  carried 
out  this  will  operate  in  a  directly  beneficial  manner.  This  was 
especially  noticed  in  infant  departments  of  several  large  elemen- 
tary schools  in  Newcastle.  In  one  such  school  yielding  44  cases 
in  the  three  weeks  immediately  preceding  the  disinfection  of  the 
school,  after  the  first  fortnight  the  number  fell  to  a  total  of  3  in 
thirteen  weeks.  In  another  parallel  case  the  number  fell  from  56 
in  six  weeks,  he  fore  disinfection,  to  4  in  the  twelve  weeks  after.  In 
a  third,  the  decrease  was  from  12  to  an  average  of  2  per  week. 
Similar  evidence  of  the  efficacy  of  thorough  disinfection  after 
measles  in  schools  is  obtainable  in  many  quarters.  The  prevention 
and  control  of  measles  is  like  that  of  whooping-cough  or  phthisis, 
largely  in  the  hands  of  the  public  themselves  ;  and  yet  the  enor- 
mous annual  death  roll  of  such  diseases  calls  for  every  effort  on 
behalf  of  the  sanitary  authority,  which  is  at  all  likely  to  prove  prac- 
ticable and  efficacious. 

Scarlatiniform  Erythema.  -Olimpio  Cozzolino  (Riv.  di 
Clinica  Pedialrica,  Feb.,  1903)  reports  two  cases  of  an  eruption 
from  which  he  draws  the  following  conclusions:  (1)  That  there 
is  a  form  of  desquamating,  relapsing  scarlatiniform  erythema  in- 
dependent of  infective  disease  or  of  intoxication  by  drugs  or  serum 
therapy,  which  in  nowise  differs  from  scarlatina  except  possibly  in 
the  manner  of  its  distribution  on  the  face,  the  long  duration  of  the 
eruption  and  the  early  appearance  and  amount  of  desquamation, 
so  that  a  first  attack  may  puzzle  the  most  experienced  practitioner. 
1  j  1  A  second  and  third  attack  exclude  all  possibility  of  doubt. 
i  })  The  disease  should  he  considered  a  general  toxic  infection, 
a  toxi-derma  due  to  toxidermic  agents  circulating  in  the  blood 
which  may  he  chemical  or  bacterial.  (4)  The  disease'  may  recur 
from  probable  autointoxication  of  gastro-intestinal  origin.  (5) 
The  prognosis  is  usually  favorable  unless  there  should  arise  grave 
complications  such  as  pericarditis.  (6)  The  majority  of  cases  re- 
ported as  relapses  of  scarlatina  should  he  considered  as  scarla- 
linifi  irm  ervthema. 
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Scarlet  Fever  Treated  by  a  Scarlet  Fever-Streptococcus 
Serum. — P.  Moser  (Jahrb.  f.  Kinderhk.,  Vol.  jf,  Xos.  i  and  2) 
obtained  a  serum  from  horses  by  injecting  them  with  cultures  of 
streptococci  isolated  from  the  blood  of  children  sick  with  scarlet 
fever.  Since  November,  1900,  eighty-one  patients  have  been 
treated  with  the  serum.  The  injections  were  made  as  early  as 
possible  in  the  disease ;  but,  for  the  most  part,  only  the  severe  cases 
were  so  treated.  Nevertheless,  the  death  rate  from  scarlatina  in 
the  St.  Ann's  Children's  Hospital,  in  Vienna,  was  reduced  to  8.99 
per  cent  in  1901,  against  12.45  Per  cent  m  !900  and  20.12  per 
cent  in  1S95.  The  serum  caused  very  rapid  amelioration  of  the 
general  condition,  the  prostration  disappearing.  The  exanthem 
did  not  fully  develop,  or  else  it  went  away  more  rapidly.  The 
nervous  symptoms  disappeared,  the  temperature  fell,  the  pulse 
rate  was  lowered,  the  throat  symptoms  were  less  severe,  and 
glandular  swellings  and  suffocation  less  common.  The  duration 
of  the  disease  was  shortened.    Large  doses  must  be  used. 

In  thirty-nine  cases  the  serum  was  used  as  a  preventive  meas- 
ure, and  of  these  but  four  developed  scarlet  fever,  all  in  a  mild 
form.  The  bad  effects  of  the  remedy  are  an  occasional  serum 
exanthem,  mild  glandular  swelling,  or  joint  affections.  Although 
only  1  [.59  per  cent  of  all  the  scarlet  fever  cases  occurring  in  the 
hospital  were  treated  with  the  serum  injections,  the  conclusion  is 
inevitable  that  the  remedy  has  a  specific  curative  effect  upon  scar- 
let fever,  especially  upon  severe  cases. 

Sterilization  of  Milk,  the  Influence  of,  Upon  Infant  Metab- 
olism, Especially  Bone  Formation. — Cronheim  and  Muller 
(Jahrb.  /.  Kinderhk.,  Vol;  ?y.  No.  1  >  experimented  with  two 
healthy  infants  quite  free  from  rachitis,  and  came  to  the  conclu- 
sion that  the  sterilization  of  milk,  at  least  for  a  prolonged  period, 
should,  if  possible,  be  avoided  in  the  feeding  of  babies.  Less  lime 
is  absorbed  from  sterilized  than  from  raw  milk.  It  is  not  impos- 
sible that  the  enzymes  and  other  specific  substances  present  in  milk 
and  which  an-  destroyed  by  sterilization,  have  a  value  which  it  is, 
as  yet,  impossible  to  estimate  properly. 

Symptoms  Simulating  Appendicitis  Caused  by  an  Intra- 
Abdominal  Band. — James  A.  Keown  1  Boston  Med.  and  Surg. 
Jour.,  March  5.  [903)  reports  :t  case  in  order  t"  show  that  other 
conditions  1>< :sides  appendicitis  ma)  cause  pain  and  tenderness  in 
the  right  side  of  the  abdomen  with  a  rise  of  temperature,  as  well 
as  the  need  of  more  careful  examination  of  the  abdomen  when  a 
normal  or  nearly  normal  appendix  is  found  at  operation. 

A.  \\'..  a  boy  of  eight,  has  for  two  years  had  more  or  less  dis- 

in  tin-  abdomen  in  the  vicinity  of  the  umbilicus.     At  times. 

tin-  pain  for  a  few  days  would  he  quite  severe.     At  these  times 

tenderness  would  he  quite  marked  at  McBurney's  pout,  alsi 

lending  np  \<<  the  umbilicus.    The  temperature  would  also  be  ele- 
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vated  during  these  attacks,  and  in  the  final  one  rose  to  [02.5  F. 
In  two  of  the  attacks  vomiting  was  present,  but  not  to  a  marked 
extent.     In  September,   [902,  the  patient  after  a  long  period  of 

lorn  from  pain  wa  with  vomiting,  pain  in  the  abdomen 

and  marked  tenderness  at  the  umbilicus  and  over  McBurney's 
point,   with   rigidity.     The   temperature   r  F.  on  the 

second  day.  and  slowly  subsided  during  the  next  week.  \t  the 
end  of  two  weeks  there  remained  some  tenderness  on  deep  pres- 
sure at  McBurney's  point,  with  some  rigidity. 

During  these  attacks  the  patient  was  seen  by  another  physician 
who  diagnosed  the  case,  appendicitis.  As  the  mother  was  alarmed, 
and  as  the  existence  of  appendicitis  could  not  lie  ruled  out,  the 
patient  was  operated  upon.  <  >n  September  30,  [902,  under  asep- 
tic precautions,  an  incision  was  made  over  the  appendix,  and  the 
usual    McBurney's   operation    done.     The   appendix,   except   for 

;  excessively  long  1  six  inches),  was  normal.  On  more  care- 
fid  examination  for  the  source  of  the  pain  a  hand  was  found  run- 
ning from  a  loop  of  small  intestine  upwards  to  the  umbilicus.  This 
was  ligated  and  removed;  the  stumps  were  turned  inward  cov- 
ered by  peritoneum.  This  on  examination  was  found  to  leave  an 
Opening  part  way  on  the  bowel  side.  At  about  the  end  in  con- 
nection with  the  bowel,  the  peritoneum  was  granular  and  red. 
The  abdomen  was  closed,  and  the  patient  made  an  uneventful  re- 
covery. 

Syphilis  as  a  Cause  of  Chorea. — L.  Harrison  Mettler 
(Chicago  Med.  Recorder,  March  15.  1903),  as  the  result  of  a 
careful  study  of  the  question  from  all  sides  formulates  his  con- 
clusions about  as  follows:  (i)  Syphilis,  in  rare  instances,  is  a 
of  chorea  and  it  should  always  be  thought  of  as  a  possibility 
during  the  examination  of  every  case.  (2)  Chorea  may  be  the  re- 
sult of  acquired  or  hereditary  syphilis.  (3)  Most  of  the  cases  of 
spyhilitic  chorea  are  unilateral,  though  they  may  be  bilateral  and 
generalized;  belong  to  the  pre  or  post  hemiplegic  type  of  the  dis- 
ease ;  may  or  may  not  be  associated  with  1  ither  signs  of  an  irritative 
:  may  not  unfrequently  be  developed  in  hereditary  syphilit- 
nd  are  to  be  attributed  in  all  probability  to  a  functional  dis- 
turbance of  an  irritative  sort  in  the  cortical  and  ganglionic  motor 
cells.  I  1  )  The  existence  and  recognition  of  the  two  forms  of  syph- 
ilitic chorea,  namely,  the  focal  and  the  diffuse,  support  the  infer- 
ence that  all  forms  of  chorea  are  but  the  expression  of  one  or  more 
of  the  multiplicity  of  possible  factors  which  may  disturb  the  func- 
tional activity  of  the  upper  motor  neurones,  these  factors  being 
all  the  way  from  a  gross  lesion  down  to  a  molecular  or  chemical 
change  not  demonstrable  with  our  present  means  of  investigation. 
This  conclusion  leads  to  the  further  conclusion  that  chorea  is  not 
a  disease  but  a  mere  symptom.  (5)  Syphilis  having  finally  been 
d  upon  as  the  cause  of  any  particular  case  of  chorea,  that 
case  should  be  regarded  and  promptly  treated  as  a  case  of  syphilis 
and  not  as  a  case  of  chorea. 
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A  System  for  the  Surgical  Treatment  of  Hare-Lip  and  Cleft 
Palate. — George  V.  L.  Brown  (Chicago  Med.  Recorder,  March 
15.  1903  1  says  that  by  a  systematic  application  of  orthopedic  prin- 
ciples all  forms  and  conditions  of  these  deformities  are  brought 
to  a  nearly  common  plane  through  the  readjustment  and  correc- 
tion of  unfavorable  conditions  with  due  recognition  of  those  dif- 
ferences which  distinguish  simple  from  difficult  or  impossible 
cases.  In  favor  of  operation  in"  earl}-  infancy  there  is 
something  to  be  said;  the  objections  are  first,  the  high 
rate  of  mortality  among  infants  under  surgical  operations 
of  any  kind;  second,  in  such  cases  the  added  danger 
of  meningitis  from  infection  or  pressure  or  both  must 
be  considered;  third,  loss  of  vitality  from  hemorrhage 
and  other  direct  effects  or  operative  procedures  in  spite  of  the  ad- 
mitted fact  that  shock  in  the  common  acceptance  of  the  term 
may  not  be  so  serious  a  factor  in  infancy  as  in  later  life;  fourth, 
disturbance  of  the  digestive  tract  and  consequent  loss  of  nourish- 
ment due  to  mouth  bacteria  and  difficulty  in  taking  food  incident 
to  the  sutures  and  plates  with  which  the  parts  are  secured,  must 
he  considered  with  reasonable  gravity:  fifth,  it  is  the  belief  of  the 
writer  based  upon  observation  and  experience,  that  the  charac- 
teristic appearance  of  the  face,  nose  and  lips  resulting  from  arrest 
of  development  following  radical  operation  in  early  infancy  is  not 
SO  good,  nor  is  the  soft  palate  usually  obtained  in  the  haste  that 
with  the  newly  horn  is  imperative  likely  to  be  so  perfect  or  after- 
ward so  useful  as  one  treated  under  conditions  where  more  de- 
liberate methods  are  possible.  To  maintain  the  advantages  and 
avoid,  at  the  same  time,  the  disadvantageous  conditions  of  early 
operations,  should  then  he  the  purpose  of  any  line  of  procedure  in 
these  cases.  In  order  that  increase  of  deformity  by  neglect  may  not 
occur,  it  must  be  remembered  that  at  birth  the  lower  jaw  has  un- 
dergone ossification  much  in  advance  of  the  condition  of  the  su- 
perior maxillae  and  hones  of  the  nose  and  face.  Therefore,  the 
crowding  of  the  wedge-shaped  harder  body  between  the  soft- 
yielding  and  ununited  lateral  portions  of  the  palate  by  the  muscles 
of  mastication  exerted  in  efforts  to  suck-  and  in  taking  food  must 
force  them  farther  apart.  In  crying  and  laughing  also,  the  mus- 
cles  of  the  mouth  and  cheeks  pull  apart  and  influence  in  a  marked 
degree,  widening  of  the  intervening  space.  Therefore,  if  early 
operation  be  considered  an  unnecessary  danger,  the  first  necessary 
step  must  be  to  protect  the  child  from  greater  distortion,  and  if 
hie.  to  reduce  the  deformity.  Unequal  development  almost 
invariably  is  noticeable  in  these  cases.  The  author  lias  a  method 
of  wiring  to  correct  this  feature  and  to  simplify  the  lip  operation 
ducing  the  width  of  the  lip  and  palate  fissures,  and  in  addi- 
tion secure  a  straighl  nose  for  the  individual.  With  strips  and 
bandages  properly  applied  the  lip  may  he  bound  with  the  sides  of 

the  fissure  iii  contact.  'Ibis  gives  little  or  no  inconvenience  to  the 
child,  enables  it  to  tali  nourishment  by  sucking  naturally,  thus 
aiding  its  development  and  preparing  for  the  success  of  a  future 
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operation.  The  action  of  the  lower  jaw  cannot,  under  these  con- 
ditions, crowd  the  parts  and  increase  the  palate  deformity,  while 
laughing  or  crying  exerts  muscular  power  to  reduce  the  separa- 
tion instead  of  widening  it.  and  stretches  the  lip  so  thai  usually 
there  is  an  abundance  of  tissue  where  otherwise  it  mighl  often  be 
so  -cant  as  to  make  artistic  results  doubtful.  The  stor)  of  ortho- 
pedic surgerj  is  a  simple  one;  mechanical  correction  in  the  form 
and  character  of  osseous  structures  and  revision  of  maladjusted 
ligamentous  and  muscular  attachments  of  articulating  hours  until 
by  ingenious  application  of  the  one  all-importani  principle  thai 
bodily  tissues  under  all  circumstances  yield  to  steadily  exerted 
pressure,  man)  of  the  more  radical  surgical  procedures  in  the 
treatment  of  these  cases  have  been  done  away  with.     '  >bviously, 

then,  if  the  palatal  fissure  be  tOO  wide  and  the  lateral  surfaces  of 
the  palate  too  flat,  to  admit  of  a  successful  surgical  operation  for 
immediate  closure,  the  space  to  he  bridged  across  the  fissure  must 
be  made  narrower,  and  the  angles  of  the  sides  more  accentuated  in 
their  slope  in  order  that  when  stripped  awa\  from  the  bordi 
each  side  the  periosteum  and  other  tissues  when  brought  down  in 
the  centre  may  meet  without  tension  by  simply  making  the  arch 
of  the  palate  flatter.  If  the  patient  he  in  early  infancy  simple  har- 
nessing of  natural  muscles  is  sufficient.  At  one  year  old.  or  a  little- 
later,  appliances  attached  to  deciduous  teeth,  admitting  of  gradual 
pressure  being  exerted  by  nut  and  screw  thread,  will  without  seri- 
ous disturbance,  overcome  the  natural  difficulties  almost  entirely. 
Operation  is  then  not  only  easier  hut  safer,  and  yet  speech  defects 
have  not  had  time  to  become  established  habits.  In  later  life,  either 
by  fracture  ami  immediate  moulding  of  the  parts  with  splint  to 
hold  in  the  desired  form  or  weakening  of  resistance  by  cutting  the 
external  walls  of  the  superior  maxillary  bones  partly  through, 
especially  at  the  molar  process  and  in  the  region  of  the  tuberosity, 
an  appliance  similar  to  the  one  used  for  younger  patients  may  then 
be  used  to  accomplish  the  purpose  of  reducing  to  ideal  form  very 
nicely.  The  author  holds  that  there  can  be  no  case  of  cleft  palate 
that  may  not  be  closed  by  operation  and  treatment,  if  persistently 
and  systematically  pursued. 

Tetanus  Successfully  Treated  With  Veratrum  Viride. — II. 
B.  Sweetser  (Northwestern  Lancet,  Dec.  i.  [902)  reports  a  case 
in  a  girl  of  14  years,  subsequenl  to  operation.  The  disease  was  oi 
a  grave  type  and  rapid  in  progress.  <  Hhcr  drugs  having  failed 
to  give  relief  the  author  administered  veratrum  viride  and  gels- 
emium  in  combination,  with  the  best  results.  Veratrum  viride 
is  a  direct  depressant  of  the  spinal  motor  centers  alone.  It  de- 
presses the  heart's  action  and  slows  it  to  a  marked  degree,  ye1  be- 
cause of  the  free  vomiting,  dangerous  symptoms  scarcely  ever 
occur.  Gelsemium  has  a  direct  depressant  effect  on  both  the  motor 
and  sensory  areas  of  the  spinal  cord,  causing  profound  muscular 
relaxation  and  diminished  reflex  irritability.  The  author  calls  at- 
tention to  the  fact  that  chloral  is  a  dangerous  drug,  which  is 


7U  BRIEF    OF    CURRENT    LITERATURE. 

more  liable  to  exert  its  poisonous  effects  when  given  during  the 
course  of  so  fatal  a  disease  as  tetanus  than  when  given  in  health, 
and  protests  against  its  reckless  and  continuous  use,  in  cases  of 
tetanus,  even  after  it  is  plainly  evident  that  it  is  doing  no  good. 
He  holds  that  some  of  the  deaths  ascribed  to  the  tetanus  poison 
have  really  been  due  to  the  effects  of  the  remedies  used. 

Temperature  of  no  Degrees  in  an  Infant  Ten  Days  Old. — C. 
W.  Kahl  (Pacific  Med.  Jour.,  Dec,  1902)  was  called  to  see  a 
child  the  eleventh  day  after  birth.  At  5  130  p.m.  the  temperature 
per  rectum  was  no°-f-,  or  equal  to  112  had  the  graduation  ex- 
tended as  the  mercury  raised.  It  would  be  difficult  to  say  just 
how  far  the  mercury  would  have  risen  had  the  author  had  a  longer 
thermometer.  There  had  been  no  action  of  the  bowels  in  24  hours. 
The  babe  refused  to  nurse.  Its  head  rolled  from  side  to  side,  eyes 
partly  open,  lips  parched  and  everted.  There  was  tympanites,  and 
a  slight  superficial  inflammation  of  umbilicus.  The  breathing 
short  and  shallow ;  general  appearance  of  child,  great  pain.  He 
at  once  ordered  cold  baths  every  two  hours,  antiseptic  wash  for 
umbilicus,  and  applied  anti-phlogistine ;  also  rubbed  the  abdomen 
with  sweet  oil  and  turpentine,  castor  oil  oz.  j  doses  every  four 
hours.  Strychnia  sulph.  gr.  ]/%,  quinine  sulph.  gr.  v,  syr.  simplex 
oz.  iij ;  oz.  j  every  two  hours.  At  8  a.m.,  twelfth  day,  child  rested 
better,  nursed  some,  general  inflammation  of  umbilicus  subsided; 
appearance  much  improved;  temperature  ioi*/2°  F. ;  there  was  no 
action  from  bowels,  though  several  doses  of  oil  had  been  adminis- 
tered;  so  to  continue  the  laxative  medicine  he  gave  it  magnesium, 
sulph.  oz.  ss,  aquae  ."oz.  j,  of  this  oz.  ss  doses  every  half  hour  till 
free  action  from  bowels:  the  strych.  and  quinine  continued.  At 
6  p.m.  temperature  99^4° ,  free  action  from  bowels,  first  hard  and 
curded,  followed  by  green  and  slimy  stools,  this  condition  lasted 
for  two  days.  At  6  P.M.  next  day,  temperature  990,  child  nursed, 
slept  well,  tympanites  disappeared :  umbilicus  healed  perfectly. 
There  was  complete  recovery. 

The  Thyroid,  Tuberculosis  of  (Struma  Tuberculosa). — 
Qairmont  |  Wien.  klin.Wochens.,Vo\.  XV.,  No.  48)  reports  a  case 
in  a  child  two  years  old,  of  good  family  history,  who  had  always 
been  well  until  a  swelling  appeared  on  the  neck  and  began  to  grow 
rapidly,  causing  some  dyspnea.  The  growth  was  firm;  fluctua- 
tion could  not  be  made  run  ;  there  were  no  symptoms  of  Basedow's 
disease.     The  growth  was  d  and  its  contents  found  to  be 

cheesy.  The  dyspnea  improved  and  the  wound  granulated  well, 
but  a  fistula  remained.  Five  months  later  another  swelling  ap- 
peared  in  the  same  region.  It  was  as  large  as  an  apple  and  was 
removed  by  operation.  Recovery  was  complete.  Microscop- 
ical examination  showed  tuberculosis  of  the  thyroid  gland. 
Eleven  months  later  the  child  was  apparently  well  and  had  no 
enlarged  lymph  nodes,  bul  pallor  and  apathy  were  marked  and 
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the  patient  seemed  more  stupid  and  unresponsive  than  before  the 
operations.     Four  other  cases  have  been  reported  in  which  the 
thyroid  tuberculosis  was  the  only  one  giving  clinical  symptoms, 
but  these  by  no  means  prove  thai  the  thyroid  gland  was  thi 
of  a  primary  tuberculous  lesion. 

The  Treatment  of  Spina  Bifida. — William  V.  Laws 
(Penn.  Med.  lour.,  Feb.,  1903)  says  that  spina  bifida  may  be 
likened  to  a  congenital  hernia  through  the  abdominal  wall.  When 
the  hernia]  sac,  consisting  of  the  membranes  of  the  spinal  cord, 
simply  contains  cerebro-spinal  fluid,  it  is  called  a  meningocele.  <  to 
the  other  hand,  if  it  contains  the  cord  itself,  or  the  termination  of 
the  cord,  or  nerves  given  off  from  the  cord,  it  is  called  a  meningo- 
myelocele. Spina  bifida  occurs  about  once  in  every  i  .000  births, 
and  seems  to  be  found  most  frequently  in  females.  Without  treat- 
ment, few  children  with  spina  bifida  live  longer  than  from  three  to 
six  months  after  birth,  most  of  them  dying  from  convulsions,  or 
from  rupture  of  the  sac.  followed  by  septic  infection.  Heretofore 
the  principal  methods  employed  in  the  treatment  of  these  cases  have 
been  the  injection  of  souk-  irritant,  or  open  operation,  with 
total  excision  of  the  sac  and  closure  of  the  wound  in  the  soft-tis- 
sues. If  we  are  right  in  likening  this  pathological  condition  to  a 
congenital  hernia  of  the  abdominal  contents,  then  the  same  prin- 
ciples should  be  applied  to  its  radical  cure  that  the  experience  of 
the  last  ten  years  has  proved  to  be  the  best  for  the  cure  of  hernia 
generally.  The  author  has  discarded  the  injection  method  and  has 
followed  the  operative  technique  as  first  described  by  Xicholl  of 
Glasgow,  which  is  as  follows:  In  cases  of  pure  meningocele  the 
sac  is  simply  opened,  explored  and  cut  away.  Its  neck  is  closed 
by  ligature  or  suture  1  depending  on  the  size  of  the  aperture),  and 
covered  in  by  nap-  of  fascia  and  skin.  Excision  in  such  cases 
constitutes  an  easily  accomplished  radical  cure.  In  cases  where 
the  sac  contains  nerves  the  following  methods  have  proved  useful: 
1.  In  certain  cases  it  is  possible  to  direct  the  nerve  cords  off  the 
sac,  place  them  in  the  spinal  canal,  suture  the  sac  over  them,  clos- 
ing in  the  spinal  canal,  and  covering  all  with  the  fascial  and  the 
skin  flaps.  J.  When  the  nerve  strands  are  numerous  this  is  impossi- 
ble, and  the  following  plan  has  to  be  adopted  :  Raise  the  skin  and 
I  flap  •  as  usual :  open  the  sac  and  explore  the  interior;  excise 
any  portion  free  from  nerve  tissue,  cut  the  remainder  into  ribbons 
by  incisions  made  from  the  interior,  avoiding  tin-  nerve  tis 
gently  but  thoroughly  roughen  the  entire  interior,  including  the 
surface  of  the  nerve  hands  with  the  point  of  the  knife.  Place  the 
emptied  and  roughened  or  cut  up  sac  in  the  patenl  spinal  canal  and 
r  it  in  with  the  fascial  and  skin  flaps.  The  author  reports  two 
d  upon  according  to  the  above  method. 

Thirteen   Cases  of  Edema,   Apparently   Epidemic   in   Char- 
acter.— Halsey  DeWolf  (Arch,  of  /'<•</..  December,  [902)  report- 
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these  cases  which  occurred  in  the  Providence  Lying-in  Hospital 
during  October,  1900:  Gastroenteritis  had  been  prevalent  among 
the  thirty-rive  babies  then  in  the  hospital.  Finally,  on  October  23 
the  first  of  the  13  cases  of  edema  appeared,  the  others  following 
closelv  during  the  next  eleven  days.  The  patients  varied  in  age 
from  six  days  to  two  years.  In  one  case  the  condition  of  the 
bowels  was  not  recorded.  In  all  but  ten  of  the  remainder,  there 
had  existed  gastroenteric  trouble,  of  more  or  less  severity,  either 
immediately  preceding,  or  at  the  time  of  the  appearance  of  the 
edema.  Of  the  13  cases,  9  died  in  the  hospital,  the  remaining  4 
being  discharged  against  advice. 

The  symptoms  were  so  similar  in  all  the  cases,  that  they  may  be 
readily  grouped.  All  the  patients  were  pale  and  several  pasty 
looking  with  a  general  appearance  of  apathy  and  depression.  The 
temperatures  were  subnormal,  the  skin  dry,  soft,  and  pitting 
deeply  on  pressure.  The  edema  in  one  of  the  cases  first  appeared 
in  the  feet,  in  3  of  them  first  about  the  face,  while  in  the  rest  it 
began  simultaneously  in  feet,  face  and  hands.  It  increased  rapidly 
and  in  a  number  of  cases  was  intensely  marked,  the  puffy  face  al- 
most concealing  the  eyes,  while  the  legs  and  arms  looked  as  if 
they  would  spurt  water  if  punctured.  Another  very  noticeable 
feature  was  the  rapidity  with  which  the  amount  and  locality  of  the 
swelling  changed.  One  day  the  face  would  look  like  bursting  and 
the  legs  almost  natural,  the  condition  being  reversed  the  following 
day,  or  even  a  few  hours  later.  A  rapid  increase  in  weight  was 
either  a  forerunner  or  an  accompaniment  of  the  oncoming  edema, 
with  a  corresponding  loss  as  the  edema  disappeared.  So  far  as 
was  noted,  there  was  at  no  time  any  marked  suppression  or  in- 
crease of  the  amount  of  urine.  The  enteritis  cleared  up  largely, 
as  the  edema  disappeared.  Physical  examination  of  chest  and 
abdomen  was  negative  except  as  above  noted.  It  seems  probable 
that  the  edema  was  due  to  a  common  cause  in  all  the  cases,  since 
they  appeared  at  practically  tin-  same  time,  and  showed  almost 
identical  symptoms.  The  cause  was  probably  operative  from  with- 
out, rather  than  as  an  infection  from  child  to  child,  as  the  patients 
were  in  different  wards,  on  different  floors  and  attended  by  differ- 
ent nurses.  .\s  to  the  pathologic  lesion  which  existed,  in  medical 
literature  frequent  reference  may  he  found  to  this  condition  of 
edema  occurring  in  depleted  and  anemic  infants.  All  writers 
seem  to  agree  that  it  occurs  most  often  in  cases  of  extreme  malnu- 
trition and  anemia,  and  that  it  is  due  to  a  leaking  of  the  blood  se- 
rum through  diseased  vessel  walls.  Herringham  adds  to  this  that 
in  his  opinion,  there  is  "some  original  toxic  poison  as  that  of  scar- 
latina, which  produces  not  only  the  anemia  but  also  the  edema  as 
well."  In  the  cases  under  discussion,  we  find  present  distinct  phy- 
sical depletion  with  some  anemia,  and  the  possibility,  at  least,  of 
some  specific  toxin  originating  in  the  gastrointestinal  canal  and, 
secondarily,  affecting  the  whole  organism.  The  author  thinks  the 
most  reasonable  theor)  to  be  that  a  period  of  severe  bowel  dis- 
turbance rendered  these  patients  susceptible  to  some  common  in- 
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fection,  possibl)  acquired  from  the  milk;  thi>  infection  spreading 
from  the  gastrointestinal  tract,  produced  pathologic  chang< 
the  blood  and  blood  vessel  walls,  besides  affecting  to  a  £ 

legree  the  kidneys,  as  a  result  of  which  changes  there  ap- 
appeared  the  edema. 

Tuberculous  Peritonitis  in  Children. — G.  A.  Sutherland 
(Med.  Press  and  Circular,  Jan.  _>S.  1903),  writing  of  the  prog- 
of  this  disease,  concludes  that:  1.  In  uncomplicated  tuber- 
culous peritonitis  the  prognosis  is  good.  2'.  When  tuberculous 
pleurisy  is  present  the  prognosis  is  still  favorable.  3.  The  progno- 
sis is  rendered  less  favorable  in  the  case  of  (a)  a  strong  family 
history  of  tuberculosis;  (  b)  an  infancy  passed  under  had  hygienic 
and  dietetic  conditions;  (c)  a  constitution  of  feeble  resistant 
power:  or  (d)  a  history  of  severe  infective  illness  in  early  life.  4. 
The  prognosis  is  rendered  less  favorable  in  the  presence  of  one  or 
more  of  the  following  .symptoms:  continuous  pyrexia,  rapid  wast- 
ing, persistent  diarrhea,  rapid  pulse,  and  recurrent  acute  exacer- 
bations. 5.  The  prognosis  is  rendered  less  favorable  in  the  pres- 
ence of  one  or  more  of  the  following  local  complications: 
tuberculous  ulceration  of  the  bowel:  (b)  extensive  caseation  of 
the  mesenteric  glands  or  of  tuberculous   1  (c)    localized 

suppuration  from  infection  through  glands  or  the  intestine:  and 
( i/  1  obstructive  symptoms  from  bands  or  matting  of  the  intestine. 
6.  The  prognosis  is  had  in  the  case  of  the  following  complication-  ; 
(a)  the  rupture  of  a  suppurating  gland  or  the  perforation  of  an 
intestinal  ulcer  into  the  peritoneal  cavity;  iM  pulmonary  tuber- 
culosis; if)  tuberculous  meningitis;  and  1  </ )  general  miliary 
tuberculosis.  7.  In  tuberculous  peritonitis  the  prognosis  is 
appreciably  affected  by  simple  laparotomy. 

Some  Difficulties  in  the  Diagnosis  of  Tuberculous  Menin- 
gitis.— C.  P.  Handson  (Treatment,  Jan.,  1903)  discusses  the 
value  of  certain  signs  in  the  diagnosis  of  this  disease  at  an  early 
tipation,  vomiting  of  a  cerebral  type,  headache,  con- 
vulsions, inequality  of  pupils,  strabismus  and  retraction  of  the 
head,  if  present  together,  would  justify  a  grave  prognosis,  but 
are  not  in  themselves  characteristic,  and  may  be  entirely  absent 
The  temperature  and  respiration  present  no  special  features, 
though  there  may  he  prolonged  and  sighing  expiration  early  in 
the  disease.  The  hydrocephalic  cry  i^  often  absent  in  tuberculous 
meningitis  and  the  author  has  met  with  it  in  a  child,  aged  three 
5,  with  acute  lobar  pneumonia.  Various  vasomotor  disturb- 
ances, such  as  flushing  of  one  or  both  cheeks;  erythema,  etc.,  are 
common:  hut  the  taehe  ceribrale  is  seldom  well  marked  until  the 
later  stages.  Optic  neuritis  is  usually  present  early.  According 
t"  1  >r.  Gee.  it  is  absent  if  the  process  is  limited  to  the  convexity. 
The  most  important  aid  to  an  early  diagnosis  ;s  the  charad 
the  pulse.     An  infrequent  pulse  with  a  raised  temperature  i-  in  the 
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author's  opinion  almost  diagnostic  of  intracranial  disease.  Almost, 
because  the  same  phenomenon  ma>  be  met  with  in  enteric  fever. 
Another  character  of  the  pulse  in  early  meningitis  is  irregularity 
— and  when  both  infrequency  and  irregularity  co-exist  their  im- 
portance in  a  doubtful  case  cannot  be  overestimated.  This  applies 
to  the  early  stage,  of  course,  for  in  the  final  or  paralytic  stage  the 
pulse  is  almost  always  frequent.  Tubercles  in  the  choroid,  if  seen 
during  life  in  a  case  presenting  doubtful  symptoms  of  tuberculous 
meningitis,  would  change  the  diagnosis.  Simple  meningitis  is  said 
to  have  no  prodromata,  and  if  it  affects  the  convexity  as  well  as 
the  base  to  run  a  more  rapid  course.  Otitis  media  may  simulate 
tuberculous  meningitis  in  at  least  three  ways.  ( I )  By  producing 
thrombosis  of  a  cerebral  sinus,  with  or  without  pyemia.  (2)  By 
causing  meningitis,  with  or  without  cerebral  abscess.  (3)  The 
otitis  may  begin  as  a  tuberculous  affection  of  the  tympanic  mucous 
membrane,  or  as  a  tuberculous  osteomyelitis  of  the  mastoid.  A 
cerebral  tumor  may  simulate  tuberculous  meningitis.  As  to  the 
diagnosis  from  extracranial  diseases,  dyspepsia  may  closely  re- 
semble tuberculous  meningitis  in  children,  and  so  may  enteric 
fever.  In  the  latter  perhaps  the  most  reliable  distinguishing  signs 
are  the  distention  and  tenderness  of  the  abdomen,  which  are 
usually  present  in  enteric  fever,  and  the  abdominal  retraction 
without  tenderness  (though  there  may  be  cutaneous  hyperes- 
thesia) usually  met  with  in  meningitis.  In  lobar  pneumonia  vom- 
iting and  retraction  of  the  head  may  sometimes  be  the  first  symp- 
toms. In  pneumonia  unless  actual  meningitis  is  present,  the  oulse 
rate  probably  follows  the  temperature,  and  this  is  the  exception 
in  meningitis.  Hysteria,  hypochondriasis  and  melancholia  have 
all  been  known  to  be  simulated  by  tuberculous  meningitis.  Pritch- 
ard  has  published  a  case  in  a  man  which,  but  for  the  absence  of 
delusions  and  the  presence  of  phthisis,  might  have  been  diagnosed 
iple  melancholia. 

Surgical  Scarlatina  after  Burns. — Leiner  (Jalirb.  f. 
Kinderhlc.  Vol.  LVL,  No.  6)  has  observed  three  cases  of  true 
scarlet  fever  in  children  aged  fifteen  months,  three  years  and  four 
and  a  half  years  respectively,  in  whom  the  disease  developed  a 
few  days  after  severe  burns  or  scalds.  It  would  seem  that  there 
me  relation  between  burns  and  scarlatinal  infection — whether 
it  be  that  the  burn  makes  a  direct  point  of  entrance  for  the  scarlet 
poison  <<v  whether  it  only  increases  the  predisposition  to 
scarlatina. 
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THE  TWENTY-EIGHTH     ANNUAL  MEETING  01    THE  AMI-.RH  AN  G 
C0L0GICAL  SOCIETY   WILL   BE    HELD  AT   WASHINGTON,  D.C., 
ON    man.    [2,   [3,  AND   14,    I'c  >,v 

The  sessions,  which  the  profession  is  cordially  invited  to  attend. 
will  be  held  in  Lecture  Hall  No.  II,  Medical  Department,  Colum- 
bia University,  No.  [325  II  Street. 

The  program  of  the  meetings  will  be  as  follows  : 

1.  What  Shall  he  the  Treatment  in  Cases  of  Pregnancy  Com- 
plicated by  Fibroid  Tumor? 

ml    Introduction.     Henry  C.  Col,  Xew  York. 

(b)  The  Influence  of  Pregnancy  upon  the  Nutrition  and 
Growth  of  Uterine  Myomata.  E.  E.  Montgomery,  Phila- 
delphia. 

(c)  Myomectomy  or  Hysterectomy?  Joseph  Taber  John- 
son, Washington. 

(d)  Pregnancy  and  Labor  Complicated  by  Myomata. 
George  Tucker  Harrison,  Xew   York. 

2.  Combined  Bisection  of  Tumors  and  L'terus  with  Enucleation 
of  the  Former  in  Abdominal  Hysterectomy  for  Large  Fibroid 
Tumors.     <  iKorge  H.  Xodle,  Atlanta,  Ga. 

3.  Clinical  Observations  on  the  Results  following  the  Removal 
of  Both  «  (varies,  especially  in  Young  Women.  W.  Gill  Wvlie, 
Xew  York. 

4.  Relation  and  Co-relation  of  Gynecological  and  Nervous  Af- 
fections.    Chauncey  D.  Palmer,  Cincinnati. 

5.  The  Etiology,  Pathology  and   Treatment  of  Puerperal  Sepsis. 

Introduction.     Hiram    N.  Vineberg,  Xew  York. 

''.  Discussion  Continued.  William  R.  Prvor,  Xew  York; 
Whitridge  Williams,  Baltimore. 

7.  Repetition  of  Cesarean  Section  on  the  Same  Patient  :  The 
Experience  of  the  Boston  Lying-in  Hospital.  Charles  M. 
Green,  Boston. 

8.  Renal  Decapsulation  for  Puerperal  Eclampsia.  George  M. 
Edebohls,  Xew  York. 

9.  The  President's  Address  at  11  o'clock. 

10.  Carcinoma  of  the  Cervix  Uteri.  Thadueus  A.  Reamv, 
Cincinnati. 

11.  Primary  Carcinoma  of  the  Vulva.  Reuben  Peterson,  Ann 
Arbor. 

12.  Should   the   Uterus    Be   Removed    when    the   Ovaries    and 
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Tubes  Are  Removed  in  Cases  of  Double  Pyosalpinx,  when  Ope- 
rating Either  Through  the  Abdomen  or  the  Vagina? 

i  </ i    Andrew  F.  Currier,  Xew  York. 

(b)  Philander  A.  Harris.  Paterson. 

(c)  Florian  Krug,  Xew  York. 
id)    I.  S.  Stone,  Washington.  D.  C. 
(e)    Matthew  1).  Mann,  Buffalo. 
(/)   Henry  C.  Coe,  New  York. 

(g)   Charles  P.  Noble,  Philadelphia. 

13.  Uretero-Cystotomy.     J.  Wesley  Donee,  Washington. 

14.  Note  on  the  Occurrence  of  Gall-stones  in  Insane  Women 
W.  P.  Manton,  Detroit. 

15.  Excision  of  the  Proximal  Ends  of  the  Fallopian  Tubes  at 
Their  Origin  in  the  Uterus,  the  Operation  of  Choice,  for  the 
Extremely  Rare  Cases  wherein  Sterility  Is  Desirable.  Philander 
A.  Harris.  Paterson. 

16.  Appendicitis  with  Special  Reference  to  the  Disease  in  Wo- 
men.    Archibald  MacLaren,  St.  Paul. 

17.  Inflammation  of  the  Right  Uterine  Adnexa  with  Appendical 
Complications.     W.\i.  H.  WATHEN,  Louisville. 

18.  Report  of  a  Case  of  Tubercular  Pyonephrosis  and  Cystitis 
with  Specimen  :  Weight  of  Kidney  after  Removal  Eighteen  and 
<  Ine-Half  Ounces.     W.  L.  Burrage,  Boston. 

19.  Report  of  a  Case  of  Tuberculosis  of  the  Cervix  Uteri  and 
Adnexa.     Hiram  X.  Vineberg,  Xew  York. 

20.  Personal  Experience  in  Operations  upon  Diabetic  Patients, 
Charles  P.  Noble,  Philadelphia. 

resolution  of  the  medical  board  of  the  general  memorial 
hospital  on  the  death  of  dr.  t.  gaillard  THOMAS. 

Resolved,  That  1>\  the  death  of  Dr.  T.  Gaillard  Thomas  we 
have  lost  an  eminenl  and  highly  esteemed  member  of  the  Con- 
sulting Staff,  who  had  been  connected  with  the  Hospital  since  its 
foundation.  He  has  gone  to  his  reward,  crowned  with  years  and 
honors,  wearing  both  with  grace  and  dignity. 

That  a  copy  of  this  resolution  be  sent  to  the  family  of  the  late 
Dr.  Thomas,  and  that  it  be  published  in  the  medical  press. 
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DISEASES  OF  WOMEN  AND  CHILDREN. 

Vol.  XLVII.  JUNE,    1903.  No.   6. 

TRANSACTIONS  OF  THE 
AMERICAN   GYNECOLOGICAL  SOCIETY. 


Proceedings  of  the  Twenty-eighth  Annual  Meeting,  held  at 
Washington,  in  Conjunction  with  the  Sixth  Triennial  Session 
of  the  Congress  of  American  Physicians  and  Surgeons,  May 
12,  13  and  14,  1903. 

The  President.  Dr.  Joseph  E.  Janvrin,  of  New  York, 
in  the  Chair. 


An  Address  of  Welcome  was  delivered  by  Dr.  I.  S.  Stone,  of 
Washington.  D.  C,  which  was  responded  to  by  the  President,  after 
which  the  scientific  session  was  begun. 

The  first  paper  read  was  on 

PREGNANCY    COMPLICATED    BY    FIBROID    TUMOR. 


HENRY    C.    COE,    M.D., 
New   York. 


In  opening  the  discussion  of  such  a  broad  subject  as  this. 
I  feel  that  it  is  incumbent  upon  me  to  avoid  the  temptation 
to  dwell  at  length  upon  any  single  topic,  since  it  would  be  unfair 
to  the  gentlemen  who  are  to  follow.  My  purpose,  then,  will  be 
to  review  the  entire  field,  indicating  in  a  general  way  the  different 
methods  of  treatment  which  are  to  be  considered  exhaustively  by 
the  other  speakers.  In  order  to  condense  my  remarks  as  much  a^ 
possible  I  shall  omit  reports  of  cases,  with  the  understanding  that 
such  suggestions  as  may  be  offered  are  based  entirely  on  personal 
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experience.  One  might  infer  from  a  review  of  the  literature  of 
this  subject  that  the  treatment  of  pregnancy  in  the  fibroid  uterus 
was  governed  by  rules  which  were  as  clearly  defined  as  the  tech- 
nic  of  modern  abdominal  surgery.  The  widely  diverse  opinions 
of  consultants  regarding  the  management  of  an  individual  case 
prove  that  this  is  far  from  being  true. 

The  gynecologist  who  regards  every  case  of  fibroid  from  a 
surgical  standpoint  will  naturally  take  a  more  serious  view  of 
this  complication  than  he  who  is  disposed  to  be  more  conserva- 
tive. Moreover,  the  wider  one's  obstetrical  experience,  other 
things  being  equal,  the  more  he  will  be  inclined  to  assume  an 
expectant  attitude,  knowing  that  Nature  often  overcomes  ob- 
stacles which  at  first  sight  seem  to  be  insuperable  except  by  the 
aid  of  the  accoucheur.  When  one  has  seen  patients  with  mul- 
tiple fibroids  pass  through  the  course  of  pregnancy,  labor  and  the 
puerperium  in  an  entirely  normal  way,  or  has  discovered  such 
growths  for  the  first  time  after  the  uterus  is  emptied,  he  will  be 
apt  to  regard  with  disapproval  the  sweeping  statements  of  those 
alarmists  who  see  possible  danger  and  death  in  every  case  of  preg- 
nancy complicated  by  fibroids.  Bland  Sutton,  for  example 
{Lancet,  1901,  page  452),  introduces  his  lecture  on  this  sub- 
ject with  the  following  warning:  "A  comprehensive  study  of 
the  cases  in  which  fibroids  complicate  pregnancy  indicates  quite 
clearly  that  the  life  of  the  woman  is  in  jeopardy,  not  only  so  long 
as  the  fetus  remains  within  the  uterus,  but  also  when  it  is  ex- 
pelled, whether  this  occurs  prematurely,  or  at  the  full  term."  I 
do  not  believe  that  any  one  in  this  audience  will  accept  such 
teaching  as  this,  since  it  is  opposed  to  all  our  practical  experi- 
ence. While  we  often  use  the  expressions  "pregnancy  compli- 
cated by  fibroids"  and  "fibroids  complicated  by  pregnancy"  as 
if  they  were  synonymous,  in  reality  there-  is  a  distinct  shade  oi 
difference  between  them,  the  latter  implying  a  condition,  already 
serious,  which  is  aggravated  by  the  occurrence  of  conception, 
while  the  former  includes  cases  in  which  neoplasms  that  were 
originally  of  slight  clinical  significance,  assume  importance  be- 
cause of  the  pregnancy.  However,  both  are  naturally  included 
under  the  present  discussion. 

Fortunately  the  chances  of  conception,  especially  in  the  case 
of  large  tumors,  are  comparatively  slight.  Olshausen  1  Veit's 
Handbuch  der  Gyn.,  1897,  Vol.  II,  p.  7651),  by  combining  series 
of  observations,  estimates  that  30  per  cent,  of  all  women  with 
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fibroids  are  sterile,  while  Winded  states  that  41.6  per  cent  of 
women  with  fibroid  uteri  who  have  borne  children  arc  uniparae. 

No  statistics  have  been  given  showing  what  proportion  abort 
during  the  early  months.  How,  we  may  ask,  do  fibroids  compli- 
cate pregnancy  : 

1.  By  interference  with  the  normal  development  of  the  uterus 
and  product  of  conception,  leading  to  abortion,  with  the  attendant 
risks  of  hemorrhage  or  sepsis,  especially  in  the  case  of  intra- 
uterine growths.  Or,  if  the  pregnancy  terminates  in  labor  near, 
or  at  term,  by  causing  dystocia  with  the  well-known  risks  to  both 
ni'  >ther  and  child. 

2.  Through  the  influence  of  pregnancy  upon  the  nutrition  of 
the  tumor,  leading  to  increased  growth,  impaction,  etc.  Torsion 
of  the  pedicle  in  subperitoneal  tumors  and  degenerative  changes 
are  included  under  this  head. 

3.  By  aggravating  existing  troubles,  due  to  the  size  of  the 
tumor,  its  unfavorable  location,  or  the  presence  of  adhesions. 
Pressure  on  the  bladder  and  ureters,  intestinal  obstruction,  edema 
and  thrombosis  may  be  mentioned.  The  cardiac  and  pulmonary 
symptoms,  or  renal  complications  attending  excessive  enlarge- 
ment may  assume  serious  proportions.  In  short,  every  shade 
of  difference  may  be  noted,  from  minor  disturbances,  or  threaten- 
ing interruption  of  pregnancy,  to  conditions  so  grave  as  to  jeop- 
ardize the  life  of  the  patient.  These  facts  are  elementary  to  you. 
as  well  as  the  question  of  diagnosis,  so  that  I  shall  not  dwell 
upon  them.  In  regard  to  diagnosis,  we  are  all  aware  that  it  is 
easy  to  overlook  the  fact  that  a  patient  with  a  large  tumor  is  two 
or  three  months  pregnant,  though  we  may  suspect  it  on  account 
<if  the  rapid  increase  in  the  size  of  the  growth,  with  the  ac- 
companying  pain  and  pressure.  I  have  reported  interesting  illus- 
trative cases  in  voting  unmarried  women  and  in  patients  who  were 
supposed  to  have  passed  the  climacteric.  Since  in  every  case 
which  conns  under  our  observation,  unless  immediately  urgent,  the 
first  point  which  we  consider  is  the  stage  of  pregnancy,  it  has 
seemed  to  me  that  a  convenient  way  to  study  this  subject  is  by 
reference     to     the     artificial     division     into     three     trimi 

It  is  self-evident  that  not  only  is  the  prognosis  in  the 
same  case  different  at  different  stages,  hut  also  the  indications 
for  treatment.  A  rule  which  would  tit  one  condition  would  not 
apply  at  all  to  the  same  patient  if  seen  a  month  or  two  later. 
The  following  general  plan  will  he  followed.  Cases  of  pregnancy 
-complicated  by  fibroid  may  be  included  under  three  heads,  viz.: 
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(i)  Those  in  which  pregnancy  will  doubtless  go  to  full  term  with 
the  prospect  of  a  normal  delivery;  (2)  those  in  which  the  patient 
must  be  kept  under  constant  observation  in  view  of  the  necessity 
of  possible  interference;  (3)  those  in  which  there  is  considerable 
risk  to  mother  or  child,  or  both,  before  and  during  labor;  (4) 
cases  in  which  surgical  intervention  is  absolutely  indicated. 

Hence  the  treatment  may  be:  (1)  Entirely  expectant ;  (2)  non- 
surgical, with  possible  anticipation  of  the  date  of  normal  delivery ; 
(3)  surgical,  either  (a)  conservative  or  (b)  radical.  In  a  case 
in  which  pregnancy  has  not  advanced  beyond  the  third  month 
one  would  be  influenced  somewhat  by  the  previous  history. 
The  absence  of  symptoms  before,  as  well  as  after,  conception 
occurred  would  naturally  lead  one  to  infer  that  no  interference 
was  necessary.  This  opinion  would  be  confirmed  by  the  discovery 
of  one  or  more  small  interstitial  or  subperitoneal  growths  situ- 
ated above  the  true  pelvis,  which  neither  encroached  upon  the 
uterine  cavity,  nor  interfered  with  the  normal  development  of  the 
organ.  On  the  contrary,  pain  and  pressure  symptoms  before 
pregnancy,  with  marked  exacerbation  afterward,  would  indicate 
that  trouble  must  be  expected  from  progressive  increase  of  the 
uterine  tumor.  The  location  of  the  neoplasm,  as  well  as  its  size, 
must  be  taken  into  consideration.  A  fibroid  not  larger  than  an 
orange  situated  in  the  lower  segment,  especially  if  intraligamen- 
tary,  may  be  a  far  more  serious  matter  than  one  as  large  as  a  co- 
coa-nut at  the  fundus,  since  we  have  to  deal  with  the  question  of 
pressure  on  the  bladder  and  ureters  anteriorly,  or  on  the  bowel 
posteriorly.  If  after  a  careful  examination,  preferably  under  anes- 
thesia, it  appears  that  the  tumor  can  not  be  dislodged,  and  it  shows 
no  tendency  to  rise  out  of  the  pelvis  as  pregnancy  advances,  the 
question  of  interference  at  once  arises.  Should  the  uterus  be 
fixed  by  adhesions  (with  or  without  accompanying  disease  of  the 
adnexa )  the  indication  is  clear.  The  simplest  plan  is  doubtless 
to  empty  the  uterus,  (specially  if  the  patient  is  averse  to  any 
(-juration  looking  to  the  removal  of  the  neoplasm.  This  I  have 
done  in  several  instance-,  without  difficulty,  the  tumor  frequently 
diminishing  in  size  after  involution  had  occurred.  Myomectomy 
can  be  performed  subsequently  if  desired,  in  order  to  avoid  a 
repetition  of  the  complication,  [ntrapelvic  impaction  may  be  only 
apparent,  since  under  ether  the  tumor  may  be  readily  elevated 
and  kept  out  of  the  way  by  postural  treatment,  bandages,  etc., 
until  the  danger  of  fresh  imprisonment  is  over. 
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[f  the  patient  is  desirous  that  pregnane)  should  nol  intentionally 
be  interrupted,  myomectom)  maj  be  performed,  with  the  under- 
standing that  abortion  rriaj  result.  Small  growths  so  situated 
that  they  arc  easily  accessible  per  vaginam  may  be  removed 
by  anterior  or  posterior  colpotomy,  great  rare  being-  observed  to 
avoid  undue  traction  upon  the  uterus.  An  intrauterine  polypus 
presenting  at  the  os  may  be  extirpated  without  interrupting  preg- 
nancy. That  vaginal  enucleation  is  not  free  from  certain  risks  of 
hemorrhage,  or  injury  to  the  ureters.  I  have  noted  in  a  case  that  1 
reported  in  which  it  was  found  post-mortem  that  the  right  ureter 
was  so  intimately  attached  to  a  small  tumor  in  the  lower  uterine 
segment  that  it  could  not  have  been  removed  without  tearing  the 
duct.  In  my  opinion  the  indications  for  abdominal  section  for  the 
conservative  treatment  of  fibroids  during  the  first  trimester 
are  limited.  While  numerous  small  sessile  growths  have  been 
removed  from  the  uterine  wall  without  interrupting  the  preg- 
nancy, I  would  regard  this  operation  as  a  clever  surgical  achieve- 
ment rather  than  a  useful  or  necessary  procedure,  since  in  the  ma- 
jority of  these  cases  the  normal  development  of  the  pregnant 
uterus  is  not  interfered  with.  Moreover  one  removes  only  the 
superficial  growths  and  can  not  be  sure  that  more  important  deep- 
seated  nodules  are  not  left  to  give  future  trouble.  Pe- 
dunculated subperitoneal  tumors  can  of  course  be  easily  ex- 
tirpated without  disturbing  the  uterus.  This  is  entirely  justi- 
fiable in  the  case  of  movable  fibroids  of  considerable  size  in  which 
there  is  always  risk  of  impaction,  torsion  of  the  pedicle,  or  the 
formation  of  adhesions.  This  brings  us  to  a  consideration  of 
those  cases  in  which  a  radical  operation  is  indicated  in  the  in- 
terests of  the  mother.  The  indications  are  the  same  as  in  the 
non-pregnant  female — pain,  pressure-symptoms  and  progressive 
increase  in  the  size  of  the  tumor.  As  regards  the  preference 
of  the  surgeon  for  supravaginal  amputation  or  total  hysterectomy 
we  need  not  speak.  According  to  Thumin  the  mortality  of  the 
former  operation  during  pregnancy  is  still  over  n  per  cent., 
as  compared  with  8.9  per  cent,  for  hysterectomy.  Whatever 
method  is  elected,  if  possible  one  or  both  ovaries  should  be 
preserved.  Between  the  fourth  and  seventh  months  the  con- 
ditions are  essentially  different,  since  the  interests  of  the  fetus 
assume  more  importance.  The  observer  is  now  better  able  to 
predict  the  outcome  in  a  doubtful  case.  Low-lying  tumors  either 
begin  to  rise  out  of  the  pelvis,  or  else  'he  impaction  becomes  more 
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evident  and  the  pressure-symptoms  more  marked.  Fibroids  which 
encroach  upon  the  uterine  cavity  interfere  with  the  development 
of  the  growing  fetus,  so  that  abortion  may  occur  with  the  at- 
tendant risks  of  hemorrhage  and  sepsis.  Increased  growth  of 
the  tumor  under  the  influence  of  pregnancy  is  more  apparent  than 
before.  The  propriety  of  non-interference-  is  evident  so  long  as 
the  pregnancy  is  proceeding  normally  and  the  fibroids  are  well 
out  of  the  pelvis.  Subperitoneal  growths  of  considerable  size, 
with  long  pedicles,  will  be  viewed  with  suspicion,  even  in  the 
absence   of   symptoms. 

Y\  nether  it  is  wise  to  empty  the  uterus  after  the  fifth  month  as 
an  elective  procedure  is  doubtful,  especially  as  this  procedure  may 
be  not  only  exceedingly  difficult,  but  is  not  unattended  with  the 
risk  of  hemorrhage.  There  may,  of  course,  be  circumstances  un- 
der which  this  is  the  only  operative  treatment  permitted.  This 
would  be  the  most  favorable  time  for  removing  a  pedunculated 
intrauterine  growth,  if  its  presence  is  recognized  after  the  fetus 
is  delivered.  Exceptionally  vaginal  enucleation  may  be  success- 
fully performed  at  this  stage,  unless  the  tumor  is  partly  intra- 
ligamentary.  The  rough  manipulation  during  morcellation  will 
necessarily  favor  uterine  contractions  and  the  chances  of  sharp 
bleeding  are  not  small,  as  well  as  the  risks  of  injury  to  the 
bladder  or  ureters.  Abdominal  section  would  be  performed  dur- 
ing the  second  trimester  as  either  a  conservative,  or  a  radical 
measure.  All  will  agree  as  to  the  propriety  of  myomectomy  in 
the  case  of  subperitoneal  growths  which  are  either  so  placed 
as  to  give  rise  to  urgent  pressure-symptoms,  have  become  ad- 
herent to  adjacent  organs,  or  impacted,  or  have  suffered  torsion 
of  the  pedicle,  with  or  without  resulting  degenerative  changes. 
Disease  of  the  adnexa,  appendical  complications,  peritonitis,  etc., 
call  for  interference  without  reference  to  the  question  of  in- 
terrupting the  pregnancy.  I  reported  a  successful  case  of  lap- 
arotomy and  vaginal  drainage  of  a  large  retro-uterine  abscess 
with  universal  intestinal  adhesions  at  the  fifth  month.  The 
patient  recovered,  but  miscarried  two  weeks  later. 

The  question  of  the  enucleation  of  sessile  fibroids  by  the  ab- 
dominal route  after  the  middle  of  pregnancy  admits  of  con- 
siderable  discussion.  Personally,  the  objections  would  occur 
to  me  which  I  have  already  stated.  The  point  might  be  perti- 
nently raised  whether  the  symptoms  referable  to  growths  that 
are    partially    or    completely    intramural    are    sufficiently    severe 
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to  call  for  operative  intervention,  and  if  they  are,  is  not  a  radical 
operation  preferable?  ( >r,  would  it  not  be  better  to  wait  until  the 
child  is  viable  and  thru  perform  Cesarean  section?  Naturally 
one  would  not  try  to  enucleate  a  tumor  which  encroached  upon 
the  uterine  cavity,  at  least  not  with  the  expectation  that  pregnancy 
would  continue.  I  do  not  wish  to  be  understood  as  saying  that 
the  operation  is  not  a  legitimate  one  under  proper  conditions, 
especially  as  Thumin  has  shown  that  less  than  25  per  cent,  of  the 
women  abort.  I  would  merely  call  attention  to  the  fact  that 
no  particular  object  is  gained  in  removing  small  fibrous  nodules, 
which  do  not  interfere-  with  the  development  of  the  pregnant 
uterus.  I  may  mention  here,  as  a  sort  of  surgical  curiosity,  the 
practice  of  removing  the  ovaries  during  pregnancy  to  check  the 
growth  of  the  tumor  (  !),  where  it  is  found  to  be  undesirable, 
or  impossible,  to  extirpate  it  after  opening  the  abdomen.  I  have 
known  this  to  be  done,  and  as  the  Porro-Cesarean  operation  was 
subsequently  declined,  the  patient  lost  her  child  and  with  it  all 
hope  of  future  maternity,  though  she  still  has  the  tumor.  It 
must  of  course  be  painful  both  to  the  patient  and  to  the 
surgeon  to  be  obliged  to  sacrifice  the  fetus  before  it  is  viable, 
but  it  may  be  necessary  to  remove  the  uterus  in  order  to  save 
the  life  of  the  mother.  Rapid  increase  in  the  size  of  the  tumor, 
the  appearance  of  cardiac,  renal  or  pulmonary  complications, 
edema,  intestinal  obstruction — each  of  these  conditions,  aside 
from  constant  pain  and  impairment  of  the  general  health,  may 
render  a  radical  operation  imperative. 

It  may  be  assumed  that  after  the  patient  has  entered  upon  the 
last  third  of  pregnancy  the  efforts  of  the  attendant  will  be  directed 
towards  saving  the  child,  if  this  can  be  accomplished  without  too 
great  risk  to  the  mother.  Generally  speaking  at  this  stage  we 
shall  be  able  to  assign  the  case  to  one  of  three  classes.  ( 1 )  The 
patient  will  doubtless  go  to  full  term  and  will  be  delivered  without 
undue  difficulty;  (2)  a  certain  amount  of  dystocia  may  be  ex- 
pected, no  especial  risk  to  the  mother  being  apprehended,  while 
the  risks  to  the  child  may  be  diminished  by  inducing  labor  during 
the  last  month;  (3)  it  is  evident  that  the  fetus  can  not  be  de- 
livered alive  per  vias  naturales,  either  at  the  seventh  month  or 
later. 

Under  the  first  category  are  included  not  only  those  cases  in 
which  no  apprehension  was  felt  from  the  outset,  but  those  in 
which  tumors  originally  intrapelvic  have  risen  out  of  the  pelvis. 
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or  have  been  dislodged  by  the  attendant,  and  occupy  such  a 
position  that  there  is  no  danger  of  their  presenting  an  obstacle 
to  the  passage  of  the  head,  while  interstitial  growths  have  not 
increased  in  size  to  such  an  extent  as  to  interfere  with  the  ex- 
pansion of  the  uterine  cavity. 

Under  the  second  class  belong  cases  in  which  fibroids  do 
encroach  to  some  extent  upon  the  pelvic  cavity,  but  not  suffi- 
ciently to  prevent  the  passage  of  a  compressible  head  of  moderate 
size.  Here  the  accoucher  has  the  choice  of  inducing  labor  two 
or  three  weeks  before  term,  or  allowing  pregnancy  and  labor 
to  take  their  natural  course,  being  prepared  to  perform  Cesariair 
section  after  he  has  become  fully  convinced  that  a  living  child  can 
not  be  delivered  per  vaginam.  The  deplorable  alternative,  crani- 
otomy, may  of  course  be  chosen  in  private  practice. 

But  we  are  especially  interested  in  the  patient  whom,  perhaps 
with  considerable  risk  and  great  discomfort  to  herself,  we  have 
succeeded  in  carrying  along  as  far  as  the  seventh  or  eighth  month, 
with  either  intrapelvic  growths  of  moderate  size,  or  large  mul- 
tiple fibroids  which  seriously  interfere  with  the  functions  of  the 
abdominal  and  pelvic  viscera.  At  this  period  we  are  able  to 
predict  with  a  degree  of  certainty  whether  the  patient  will  go  to 
full  term,  with  a  fair  prospect  of  a  normal  or  artificial  delivery  by 
the  natural  passages.  Expectant  treatment  is  still  advisable  under 
the  conditions  before  mentioned — with  extra-pelvic  tumors  of 
moderate  size,  favorably  located  as  regards  the  lower  uterine 
segment  and  cavity.  The  position  of  the  fetus  and  the  engage- 
ment of  the  presenting  part  by  external  pressure  will  indicate  the 
absence  of  an  obstacle  to  its  progress  through  the  bony  canal. 
The  patient  will  be  encouraged  to  endure  the  added  discomfort 
due  to  the  unusual  size  of  the  uterus  if  assured  that  there  is  no  rea- 
son to  apprehend  any  danger.  An  abdominal  bandage  will  be  a 
great  comfort  at  this  stage.  Even  where  a  pedunculated  or  intra- 
pelvic growth  has  been  impacted  earlier  in  the  pregnancy,  and 
has  been  kept  out  of  the  way  by  posture  or  by  mechanical  means, 
there  is  no  occasion  for  anxiety  provided  that  the  presenting 
part  can  be  caused  to  enter  the  pelvis  without  difficulty.  It  may 
seem  wiser  to  induce  labor  at  the  end  of  the  eighth,  or  at  the  be- 
ginning of  the  ninth  month,  in  order  to  avoid  possible  dystocia,  but 
this  is  a  question  to  be  settled  only  after  mature  deliberation, 
and  a  careful  examination  under  ether  if  necessary,  the  relative 
risks  to  mother  and  child  being  duly  considered.  I  would  prefer  to 
anticipate  the  normal  date  of  labor  in  private  practice,  when  objec- 
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tions  would  usuall)  be  raised  to  abdominal  section  except  as  a 
life  saving  operation  for  the  mother.  I  would  question  the  propri- 
ety of  performing  a  conservative  operation  during  the  seventh 
month,  unless  the  indications  were  urgenl  I  mean,  of  course,  one 
not  involving  removal  of  the  uterus.  ,\  polypus  presenting  at  the 
os  which  showed  signs  of  sloughing,  or  threatened  to  interrupt  the 
pregnancy,  should  certainly  be  removed.  I  reported  a  successful 
case  of  torsion  of  the  pedicle  of  a  large  subperitoneal  tumor  with 
impaction  and  commencing  peritonitis  at  the  beginning  of  the 
seventh  month.  The  patient  went  to  full  term  after  the  celiotomy 
and  had  a  normal  delivery.  Here  there  was  no  alternative  except 
to  operate  without  delay. 

Severe  pain  and  pressure-symptoms  might  render  it  necessary 
to  attempt  the  vaginal  enucleation  of  a  tumor  in  the  lower 
Uterine  segment  before  the  eighth  month,  but  I  would  prefer  to 
wait  if  possible  and  perform  an  elective  Cesarian  section,  as  in 
a  case  which  I  reported  to  this  Society.  If  small  and  favorably 
situated,  such  a  growth  which  opposed  the  passage  of  the  head 
might,  however,  be  removed  even  after  labor  had  begun. 

Circumstances  may  of  course  arise  under  which  it  may  be 
necessary  to  extirpate  the  uterus  in  order  to  save  the  mother 
before  the  fetus  has  reached  an  age  at  which  its  chances  of  sur- 
viving are  favorable,  that  is  early  in  the  seventh  month. 

After  the  middle  of  the  eighth  the  indications  are  clear — to  de- 
lay as  long  as  possible  and  then  to  perform  an  elective  section  near 
or  at  term,  or  at  the  beginning  of  labor,  as  may  seem  best  to  the 
Operator.  The  decision  as  to  the  extent  of  the  operation  will 
depend  upon  the  wishes  of  the  patient,  as  well  as  the  bias  of  the 
surgeon.  If  there  is  a  simple  tumor  of  moderate  size  in  the 
lower  segment,  it  may  seem  to  be  preferable  to  perform  the 
typical  Cesarian  section,  postponing  the  removal  of  the  growth 
until  later ;  or  the  operator  may  choose  to  enucleate  it  at  the  time. 
How  far  one  would  be  justified  in  removing  one  or  more  sessile 
tumors  before,  or  after,  suturing  the  uterine  wound,  is  a  question 
which  I  do  not  propose  to  discuss.  It  dors  not  seem,  however, 
as  if  we  need  assume  in  this  advanced  age  of  surgical  technic  that 
every  fibroid  uterus  need  be  sacrificed  after  removal  of  the  fetus. 
The  question  of  suprapubic  amputation  versus  hysterectomy,  as 
before  stated,  will  not  be  discussed. 

Tn  this  brief  review  of  the  subject  much  has  been  omitted  which 
I  hope  will  be  considered  by  the  succeeding  speakers.     It   has 
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been  my  aim  to  urge  conservatism  so  far  as  it  can  be  practised 
without  undue  risk  to  the  patient.  Between  the  cases 
in  which  non-interference  is  clearly  indicated  and  those 
in  which  a  radical  operation  is  imperative  there  is  a 
large  class  in  which  there  is  wide  room  for  difference  of  opinion. 
Constant  observation  in  a  doubtful  case,  repeated  examinations, 
and  a  thorough  familiarity  with  the  physiology  and  pathology 
of  pregnancy,  can  alone  guard  one  against  the  error  of  interfering 
rashly  and  prematurely,  or  the  opposite  mistake  of  trusting  too 
blindly  to  the  natural  forces.  Although  not  properly  included 
under  the  subject  before  us,  it  seems  pertinent  to  ask  whether  it 
is  not  incumbent  upon  us  as  gynecologists  to  follow  the  trend  of 
modern  medicine  and  to  endeavor  to  guard  our  patients  as  far 
as  possible  against  the  dangers  which  we  have  been  considering. 
While  the  regulation  of  marriage  is  not  yet  controllable,  either 
by  the  physician  or  by  the  law,  the  former  is  in  a  position  to 
advise,  even  if  his  advice  is  not  carried  out.  Personally  I  feel 
that  it  is  our  duty  to  warn  a  young  woman  against  the  risks  of 
pregnancy  where  she  has  a  fibroid  tumor  which  may  give  rise  to 
serious  trouble,  even  though  it  has  never  caused  any  marked 
symptoms.  If  she  is  determined  to  marry,  nevertheless,  the  pro- 
priety of  performing  a  conservative  operation  (myomectomy) 
for  the  removal  of  the  tumor,  may  be  considered.  Under  proper 
limitations  this  would  be  quite  justifiable,  and  numerous  success- 
ful cases  have  been  reported  in  which  normal  pregnancy  and 
labor  have  followed.  How  far  we  can  go  in  advising  married 
women  with  fibroids  to  avoid  conception  is  a  question  which  each 
one  must  answer  to  his  own  conscience.  In  the  presence  of  a 
neoplasm  which  has  already  assumed  surgical  importance,  it  cer- 
tainly seems  unwise  to  allow  a  patient  to  incur  the  additional 
risks  of  a  pregnancy  which  we  know  can  only  terminate  unfor- 
tunately. 
8  West  Seventy-sixth  Street. 


Dr.  Joskpii  Taber  Johnson,  of  Washington.  I).  C,  read  a  pa- 
per on 

fibroid  tumors  complicating  pregnancy:    shall  their  sur- 
gical treatment  BE  BY  HYSTERECTOMY  OR  MYOMECTOMY? 

Cases  of  pregnancy  complicated  by  fibroid  tumor  were* fortu- 
nately the  rare  exception  instead  of  the  rule.  He  knew  of  no  sta- 
tistics which  stated  with  any  pretense  to  accuracy  their  exact  fre- 
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quency,  as  they  did  in  regard  to  puerperal  eclampsia,  placenta 
previa,  or  rupture  of  the  uterus.  Few  men  had  acquired  a  Large 
experience  in  the  management  of  this  complication,  while  many 
had  in  a  large  practice,  both  obstetrical  and  gynecological,  met 
with  only  one  or  two  cases,  and  some  had  never  seen  a  pregnancy 
thus  complicated.  His  own  experience  was  limited  to  two  cases, 
equally  successful  so  far  as  the  mother  was  concerned,  in  one  of 
which  he  performed  a  supravaginal  hysterectomy,  the  uterus  con- 
taining a  five  months'  fetus  as  well  as  a  large  fibroid  tumor.  In 
the  other  case,  the  operation  was  terminated  as  a  myomectomy. 
The  woman  was  four  months  pregnant;  she  was  delivered  five 
months  later  of  a  live  child,  and  both  mother  and  child  did  well. 
He  was  not  in  a  position  to  speak  with  very  much  authority  on 
either  side  of  this  important  question,  but  his  inclinations  were 
upon  the  side  of  the  conservative  operation,  which  had  for  its 
object  the  saving  of  the  child. 

When  the  tumor  was  so  situated  as  to  threaten  the  safe  continu- 
ance of  the  pregnancy,  and  to  jeopardize  the  life  of  the  mother  dur- 
ing labor,  some  kind  of  operative  interference  was  demanded  in 
the  interest  of  humanity,  and  of  good  surgery.  Formerly  supra- 
vaginal hysterectomy  would  have  been  the  operation  of  necessity, 
but  with  the  evolution  of  a  safer  and  more  comprehensive  abdom- 
inal technique,  myomectomy  should  become  more  and  more  the 
operation  of  choice.  On  account  of  the  many  variations  in  size, 
location,  rate  of  growth,  and  manner  of  attachment  of  these  tu- 
mors, no  definite  and  universal  rule  of  procedure  could  be  adopted 
for  their  treatment.  Every  case  would  have  to  be  managed  accord- 
ing to  the  exigencies  which  arose  as  pregnancy  advanced,  and  not 
a  few  would  present  themselves  where  the  safety  of  the  mother 
and  the  unborn  child  would  be  more  conserved  by  practicing  such  a 
masterly  inactivity  as  consisted  in  watching  and  waiting  for  the 
development  of  surgical  indications,  which  might  never  arise,  in 
the  mind  of  the  conscientious  and  conservative  surgeon. 

It  was  known  that  many  women  had  gone  safely  through  preg- 
nancy and  labor  when  these  otherwise  normal  processes  had  been 
complicated  by  fibroid  tumors.  On  the  other  hand,  it  was  known 
that  the  safety  and  existence  of  pregnancy  had  been  seriously 
menaced  and  labor  rendered  difficult,  dangerous  or  impossible,  bv 
fibroid  tumors  so  located,  and  of  such  a  size  and  causing  such 
symptoms  as  to  convert  a  normal  condition  and  a  normal  process 
into  one  of  great  danger  and  possible  disaster.  These  dangers  to 
the  mother  were  not  passed  with  the  difficult,  though  successful, 
delivery  of  her  child.  The  complicating  fibroid  might  be  of  the 
submucous  or  interstitial  variety,  and  so  interfere  with  the  safe 
and  normal  contraction  of  the  uterus  as  to  permit  and,  indeed,  to 
cause  an  uncontrollable  post-partum  hemorrhage.  As  these  com- 
plicating tumors  were  not  amenable  to  medical  or  electrical  treat- 
ment during  pregnancy,  for  obvious  reasons,  the  physician  was 
driven  to  surgical  relief  in  the  class  of  cases  where  this  remedy 
was  not  worse  than  the  disease.    As  we  were  barred  bv  exUtinsr 
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complicating  conditions  from  practicing  many  of  the  minor  meth- 
ods of  treatment,  such  as  electricity  in  any  of  its  various  methods 
of  application,  oophorectomy,  curetting,  ligation  of  the  uterine  ar- 
teries through  the  vagina,  we  were  driven  to  the  selection  of  the 
major  operation  in  these  cases  where  surgical  relief  of  some  kind 
was  imperative.  Shall  it  be  hysterectomy  or  myomectomy?  One 
could  not  say  one  or  the  other  in  all  cases.  While  one  could  re- 
move the  complicating  tumor  or  the  uterus  and  its  contents  in 
nearlv  all  cases,  he  could  only  remove  the  tumor  and  leave  the 
uterus  in  a  reasonably  safe  condition,  free  from  the  dangers  of 
hemorrhage  or  abortion,  in  that  class  of  cases  where  the  tumor 
was  favorably  situated  for  such  an  operation,  to  entitle  it  to  be 
considered  as  the  operation  of  election.  The  statement  that  it 
would  be  unsurgical  to  attempt  the  removal  of  an  interstitial  or 
submucous  fibroid  tumor  complicating  pregnancy  by  a  myomec- 
tomy required  to  be  supported  by  no  argument.  It  was  a  self- 
evident  fact  that  such  cases  would  have  to  be  treated,  if  any  opera- 
tion was  required,  by  hysterectomy.  If,  however,  the  tumor  was 
subperitoneal,  and  especially  if  it  was  pedunculated,  myomectomy 
had  been  done  sufficiently  often.  Under  these  circumstances,  with 
the  improvement  of  abdominal  surgical  technique  in  the  last  two 
decades,  this  had  become  a  comparatively  safe  operation. 


PREGNANCY  AND  LABOR  COMPLICATED   BY   MYOMATA. 


GEORGE    TUCKER    HARRISON,    M.A.,    MD., 
Obstetrician   to   the   New    York    Infant   Asylum,    Etc. 


It  is  not  to  be  denied  that  until  the  subject  was  illuminated 
by  the  masterly  exposition  of  Hofmeier,  the  dangers  incident  to 
this  complication  of  pregnancy  were  vastly  overrated.  The  con- 
sequence of  this  fear  of  disastrous  consequences  attending  the 
act  of  birth  led  in  times,  not  so  long  since  passed,  to  operative  pro- 
cedures, which,  to  say  the  least,  were  unnecessary.  As  prelim- 
inary to  the  main  question,  it  is  interesting  to  study  the  influence 
of  the  myoma  on  sterility  and  fertility.  The  views  of  Hofmeier1, 
who  has  enriched  this  theme  by  a  number  of  valuable  contribu- 
tions, are  not  in  accordance  with  those  generally  accepted,  but 
based,  as  they  are,  on  careful  analysis  of  a  large  number  of  obser- 
vations, may  well  challenge  our  attention.  He  insists  that  in  by 
far  the  greater  preponderating  number  of  patients,  the  myomata 
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arc  entirel)   without  influence  on  the  sterility  winch  is  dependent 
on  other  causes  or,  at  any  rate,  they  play  a  subordinate  role,  and 

that  in  no  case  would  it  correspond  to  the  actual  relations,  as  a 
matter,  of  course,  to  bring  the  myomata  into  a  causal  relation  to 
the  sterility.  He  further  contends  that  the  myomata  have  had 
no  influence  on  the  fertility,  since  it  almost  always  dates  back- 
to  years  when,  in  all  probability,  there  were  no  myomata  present, 
and  its  cause  must  be  sought  elsewhere  than  in  the  myomata 
appearing  at  a  much  later  period.  Undoubtedly  Hofmeier  is  right 
in  asserting  that  the  presence  of  a  myoma  in  a  sterile  woman 
should  not,  without  other  evidence,  be  assumed  as  the  cause  of 
sterility — other  causes  may  be  operative.  To  deny  entirely  the 
influence  of  myomata  on  fertility,  however,  is  to  occupy  untenable 
ground.  Olshausen  complains  justly  that  the  fewest  possible 
authors  who  discuss  this  subject  make  a  distinction  in  regard  to 
the  seat  of  the  myoma,  but  count,  in  their  statistics,  all  myomata 
as  equivalent.  No  reasoning  can  be  more  fallacious  than  argu- 
ments based  on  such  premises.  The  site  of  the  myoma  is  a  matter 
of  prime  importance.  Small  subperitoneal  myomata  interfere 
with  conception  only  under  rare  circumstances  and  do  not  dis- 
turb the  course  of  pregnancy.  Large  subperitoneal  myomata 
more  frequently  form  an  obstacle  to  conception  by  disturbing  the 
normal  relations  of  the  annexa,  but  at  times  may  simply  render 
conception  not  impossible  but  more  than  ordinarily  difficult  so 
that  it  may  take  place  under  circumstances  provisionally  unknown 
to  us.  Hofmeier  thus  expresses  himself:  "The  myoma  in  itself 
I  should  not  regard  as  a  favoring  factor,  but  it  is  nevertheless 
an  undoubted  fact,  that  in  women  affected  with  myomata  the 
entire  activity  of  the  sexual  apparatus  is  maintained  an  extraordi- 
narily long  time,  consequently  that  of  the  ovaries,  and  thus  it  is 
that  the  possibility  of  conceiving  in  them  is  present  in  a  height- 
ened degree."  This  is  especially  true  of  subserous  myomata. 
Interstitial  and  still  more  submucous  myomata  render  conception 
difficult  to  a  marked  degree.  This  is  due  to  the  hyperplastic 
endometritis  and  changes  in  the  cavity  of  the  body.  My  observa- 
tions agree  entirely  with  those  of  Olshausen  when  he  declares 
that  when  an  interstitial  myoma  corresponds  in  si/.e  to  the  third 
•or  fourth  month  of  pregnancy,  it  causes  an  absolute  bar  to  the  oc- 
•currence  of  conception.  Polypi  and  cervical  myomata,  respect- 
ively, interpose  obstacles  in  the  way  of  conception,  of  a  greater  or 
less  degree.  In  these  cases  of  interstitial  and  submucous  myo- 
mata, if  pregnancy  occurs,  it  may  run  its  normal  course,  with- 
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out  disturbance,  especially  if  the  tumors  are  small, but, on  the  other 
hand,  abortion  or  premature  birth  may  ensue.  The  defective 
distensibility  of  the  walls  of  the  uterus,  the  limitations  of  space 
of  its  cavity  as  veil  as  of  the  abdominal  cavity,  the  possible  retro- 
deviation caused  by  the  myoma,  and  the  changes  of  the  mucous 
membrane  are  reasons  enough  to  explain  the  frequency  of  the 
premature  interruption  of  pregnancy  under  the  circumstances 
just  mentioned.  At  times,  hemorrhages  are  observed  in  the  case 
of  submucous  myomata  during  pregnancy,  as  might  naturally 
be  conjectured  would  be  the  case.  Placenta  praevia  has  been 
observed  in  a  number  of  cases  and  this  a  priori  consideration 
would  suggest  as  likely.  Pregnancy  favors  the  growth  of  the  my- 
oma and  leads  to  its  edematous  softening.  Some  observers  have 
noticed  a  hemorrhagic  disintegration.  In  pedunculated  subserous 
myomata  axis  rotation  of  the  pedicle  may  ensue,  and  as  a  conse- 
quence of  this,  as  well  as  by  perforation  of  hemorrhagic  disinte- 
grating foci,  peritonitis  may  be  caused.  These,  it  must  be  re- 
marked are,  however,  rare  events.  If  the  nutrition  of  the  tumor 
is  greatly  impaired,  gangrene  may  take  place  with  fatal  result. 
By  the  simultaneous  growth  of  the  pregnant  uterus  and  large 
myomata  severe  phenomena  of  compression  of  the  abdominal 
and  thoracic  organs  may  originate  especially  in  those  women  who 
conceive  late  in  life,  after  a  long  preceding  sterility,  and  attain 
an  unbearable  degree.  In  the  first  four  or  five  months  the  diag- 
nosis of  pregnancy  in  a  myomatous  uterus  may  be  attended  with 
great  difficulty.  Especially  difficult  is  the  diagnosis  in  those  cases 
in  which  a  tumor  of  large  dimensions  overshadows,  as  it  were,  the 
small  pregnant  uterus.  Difficulty,  too,  arises  in  those  cases  in 
which,  notwithstanding  the  existence  of  pregnancy,  hemorrhages 
persist.  The  differential  diagnosis  between  retroflexion  of  the 
pregnant  uterus  and  myoma  of  the  posterior  wall  of  the  uterus 
is,  at  times,  attended  with  exceeding  difficulty.  When  a  myoma 
possesses  a  soft  consistency  it  may  simulate  a  gravid  uterus  very 
closely.  In  a  case  which  came  under  my  observation  several  years 
a^rv,  the  objective  examination  seemed  almost  conclusive  as  to  the 
existence  of  pregnancy.  In  order  to  eliminate  that  possibility  I 
had  to  ask  the  patient  point  blank  if  it  were  possible  that  she 
might  be  pregnant  Sin-  assured  me  that  this  was  absolutely  out 
of  the  question,  as  she  had  been  a  widow  for  several  years.  The 
subsequent  history  showed  the  true  condition  due  to  a  soft  myoma. 
When  a  myoma  which  has  been  long  stationary  begins  to  grow 
suddenly  tin-  possibility  of  th<  stence  of  pregnancy  must 
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be  borne  in  mind.     It  must  not  be  overlooked  that  this  growth  is 

often  onl\  apparent  ami  is  merel)  simulated  by  the  elevation  or 
differentiation  of  the  tumor  from  the  pregnant  uterus.  As  soon 
as  the  gravid  uterus  has  reached  that  stage  of  development  that 

carries  it  up  into  the  abdominal  cavity,  it  contrasts  in  a  striking 
manner  by  its  greater  softness  with  the  complicating  myomata. 
Even  interstitial  tumors,  which  are  most  likely  to  escape  recog- 
nition, come  into  prominence  if  uterine  contraction  happens  to 
supervene  during  the  examination.  To  illustrate  the  difficulties 
in  the  way  of  a  correct  diagnosis  I  ^annot  do  better  than  to  quote 
an  observation  of  Ahlfeld's,  who  remark'-,  "Even  after  opening 
the  abdominal  cavity,  1  was  in  one  case  unable  to  decide  whether 
I  had  before  me  an  impregnated  uterus  of  the  twentieth  week,  or 
a  soft  fibromatous  uterus.  Further  observation  showed  the  latter 
to  be  the  case."  "In  order  to  treat  this  disorder  rationally  it  is 
absolutely  necessary,  in  the  first  instance,  to  study  the  influence  of 
myomata  on  birth  and  the  puerperal  state,  in  addition  to  that  on 
pre- nancy,  above  mentioned."  In  a  paper  previously  quoted  from 
the  pen  of  Hofmeier1  this  author  speaks  as  follows :  "I  believe 
I  may  say  most  positively  from  my  experience,  that  the  complica- 
tions which  myomata  present  during  pregnancy,  birth  and  the 
puerperal  state,  cause  actual  earnest  dangers  only  in  a  few  cases, 
and  may  be  quite  essentially  diminished  by  patience,  a  cautious 
treatment  of  the  birth,  especially  by  its  strict  antiseptic  conduct, 
and  by  careful  attention  to  the  placental  period."  The  opinions 
of  this  author  ought  to  carry  great  weight  from  his  long  experi- 
ence and  acknowledged  ability,  but  his  views  are  at  variance  with 
those  of  many  other  equally  eminent  authorities.  I  am  inclined  to 
the  belief  that  he  underestimates  the  significance  of  this  complica- 
tion. It  will  be  observed  that  he  speaks  in  general  terms  of  all 
myomata  and  does  not  distinguish  them  according  to  site.  As  a 
matter  of  fact  the  significance  of  myomata  for  birth  and  the  puer- 
perium  is  very  different  according  to  the  situation.  Subserous 
myomata,  as  a  rule,  produce  no  disturbances.  Although  rarely. 
it  may  happen,  that  the  pedicle  becomes  twisted  and  impaired  nu- 
trition occurs  with  its  consequences.  In  a  case  which  1  reported 
to  the  New  York  Obstetrical  Society,  a  number  of  years  ag<>.  a 
subserous  myoma  with  a  long  thin  pedicle  became  detached  from 
the  uterus  and  becoming  fixed   in   the  pelvis  caused   phenomena 

'Vide  Lehrlnich  dcr  Cielnirtshulfe,  p.   221 
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of  incarceration.  There  was  no  pregnancy  here,  but  such  an 
accident  might  occur  if  pregnancy  supervened  in  a  similar  case. 
A  subserous  myoma  becomes  of  especial  significance  when  situated 
in  the  cervix,  as  in  this  case,  it  may  offer  an  obstruction  to  the  en- 
gagement of  the  child's  head  in  the  superior  strait,  or  it  may 
simply  be  impossible  for  the  child  to  pass  through  the  pelvic 
canal.  The  influence  of  interstitial  myomata,  when  situated  low 
down  in  the  cervix,  may  be  of  profound  significance.  It  is  a 
matter  of  clinical  observation,  however,  and  may  be  regarded  as 
the  rule,  that  cervical  myomata,  if  they  do  not  extend  very  deep 
in  the  pelvis,  with  the  ascent  of  the  uterus,  gradually  recede  from 
the  pelvis,  as  pregnancy  goes  on,  and  so  leave  the  pelvis  free  for 
the  passage  of  the  child's  head.  In  exceptional  cases  this  occurs 
during  the  act  of  birth.  It  is  not  to  be  denied  that  interstitial 
and  submucous  myomata  exert  a  positive  influence  on  the  presenta- 
tion of  the  fetus.  According  to  Olshausen1  in  his  tabulation  of 
a  large  number  of  cases  of  birth  54  per  cent,  were  head  presenta- 
tions, 24  per  cent  breech  presentations  and  19  per  cent  transverse 
presentations.  This,  however,  is  a  matter  of  subordinate  im- 
portance. It  has  been  fully  established  by  clinical  evidence  that 
interstitial  and  submucous  myomata  are,  at  times,  dangerous 
in  consequence  of  the  intense  hemorrhages  they  evoke  in  the  third 
stage  of  labor  and  in  the  puerperium,  as  well  as  by  the  gangrene 
with  which  they  may  be  affected.  Fortunately,  these  are  rare 
events.  In  multiple  interstitial  myomata  the  contractile  power 
of  the  uterine  walls  is  often  defective  and  hence  the  danger  of 
hemorrhage.  With  reference  to  treatment  no  general  rules  can 
be  given  applicable  to  each  case.  The  circumstances  belonging 
to  the  given  case  must  be  carefully  considered  before  arriving  at 
the  conclusion  that  operative  intervention  is  indicated.  Formerly 
the  dangers  incident  to  myomata,  complicated  by  pregnancy,  in 
causing  dystocia,  were  greatly  overrated,  as  already  mentioned, 
and  hence,  in  many  cases  operations  were  performed,  which  we 
now  know  were  contra-indicated.  It  was,  therefore,  a  most  im- 
portant addition  to  scientific  medicine  when  Hofmeier  demon- 
strated, in  successive  publications,  that  pregnancy  was  not  affected 
a--  a  rule  by  tin-  myoma,  and  that  the  majority  of  women  thus  af- 
fected attained  to  full  term  and  gave  birth  to  their  children  with 
safety.  During  pregnancy  the  plan  of  treatment,  as  a  rule,  is  an 
expectant  one.     'Die  indications  for  intervention  are  furnished  by 

'Lehrbuch  der  Geburtshtilfe  von  I).  R.  Olshausen  un<l  I.  Veit — =uli  aufl, 
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disturbances  or  conditions  which  render  delay  dangerous,  as  for 
example  when  the  myomatous  pregnant  uterus  becomes  incarcer- 
ated. The  artificial  interruption  of  pregnancy  which  first  suggests 
itself  when  an  active  procedure  is  indicated,  is  attended  with  grave 
dangers  and  should  not  be  entertained.  In  these  circumstances  the 
expulsion  of  the  ovum  may  be  delayed,  there  may  be  uncontroll- 
able hemorrhage,  the  ovum  may  undergo  decomposition,  the  por- 
tion of  the  myoma  projecting  into  the  uterine  cavity  may  undergo 
necrosis  or  gangrene  and  the  conditions  altogether  be  favorable 
to  the  production  of  septic  infection.  When  symptoms  show 
themselves,  which  make  a  further  continuance  of  pregnancy  a 
menace  to  life,  a  very  rare  contingency  ;t  must  be  admitted,  lap- 
arotomy is  indicated  either  for  the  performance  of  a  myomectomy 
or  supravaginal  amputation  of  the  uterus.  Olshausen  expr 
the  opinion,  in  which  1  fully  concur,  that  the  ablation  of  polypi 
and  especially  the  enucleation  of  submucous  cervical  myomata 
should  be  postponed  until  the  end  of  pregnancy  because  labor  may 
be  expected  to  follow  closely  upon  the  operative  intervention. 
Enucleation  through  the  vagina  should  not  be  attempted  if  the 
attachment  extends  so  far  upward  as  not  to  be  within  the  reach 
of  the  finger.  1  entirely  concur  in  the  view  expressed  by  Donald 
of  Manchester,  in  his  excellent  paper  upon  this  theme  read  be- 
fore the  London  (  Obstetrical  Society,  and  published  in  the  Trans- 
actions of  that  Society  for  1901,  that,  when  the  tumor  is  sub- 
serous and  has  a  well-defined  pedicle,  the  risk  of  operation  is 
no  greater  than  that  of  ovariotomy  during  pregnancy.  When  he 
goes  farther  and  remarks:  "In  every  case  in  which  a  tumor  of 
this  kind  is  diagnosed  during  pregnancy,  operation  should  be  un- 
dertaken without  delay."  I  am  not  quite  prepared  to  follow  him. 
Admirably  says  Howard  Kelly':  "Mere  prophylaxis — that  is  to 
say,  operating  when  there  are  no  urgent  symptoms,  on  account  of 
dangers  which  may  arise — has  no  field  here."  The  existence  of  a 
myoma  in  itself  does  not  furnish  an  indication  for  operative  in- 
tervention, it  is  only  when  symptoms  are  caused  by  it,  which 
jeopardize  life  and  health,  that  operative  interference  is  justifiable. 
When,  therefore,  the  disturbances  evoked  by  the  presence  of  the 
tumor  assume  a  menacing  character,  so  as  to  make  the  further 
continuance  of  pregnancy  undesirable,  it  may  he  necessary  to 
have  recourse  to  enucleation  per  vaginom,  if  it  is  a  cervical  myo- 
ma, or.  as  remarked,  supravaginal  amputation  may  be  indi 

'Operative  Gynecology,  Vol.  Ik,  r>.  410. 
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or  myomectomy.  During'  labor,  if  the  tumors  are  high  up,  our 
policy  should  be  that  of  masterly  inactivity.  Myomata  which  pro- 
ject as  polypi  into  the  vagina  should  be  ablated  at  once.  If  the 
tumor  is  wedged  in  the  pelvis  cautious  attempts  at  reposition  may 
be  made,  although  they  are  usually  futile,  if  the  tumor  has  shown 
no  inclination  to  ascend,  in  the  unfolding  of  the  cervix.  If  these 
attempts  do  not  succeed  and  the  limitation  of  space  is  not  excessive 
we  may  still  hope  that  the  serous  infiltration  of  the  tumor  may 
have  softened  it  to  such  a  degree  as  to  allow  the  passage  of  the 
child.  Here  podalic  version  is  preferable  to  the  high  forceps  op- 
eration, as  delivery  can  be  accomplished  more  easily  and  with  less 
injury  to  the  soft  parts.  When  the  myoma  presents  an  absolute 
obstacle  to  the  birth  of  the  child,  the  Cesarean  section  is  indicated. 
This  operation  for  such  complication  is  also  indicated  in  the  latter 
part  of  pregnancy,  supposing  the  child  is  viable,  and  dangerous 
symptoms  manifest  themselves  which  threaten  the  life  of  the 
mother.  It  is  important  to  bear  in  mind  that  in  the  performance 
of  the  Cesarean  section  the  correct  point  of  time  must  be  selected, 
not  too  soon  before  labor  pains  have  begun  and  not  too  late  when 
the  chances  of  a  successful  issue  have  been  greatly  diminished. 
Whether  amputation  or  total  hysterectomy  shall  follow  the  Ce- 
sarean section  will  depend  to  some  extent  on  the  site  of  the  tumor 
and  also  on  whether  infection  has  likely  taken  place  or  not.  In 
the  latter  case  total  hysterectomy  is  clearly  indicated.  An  interest- 
ing case  belonging  to  the  category  now  under  discussion  I  had  the 
opportunity  of  observing  last  summer.  On  the  fourth  of  July  I 
was  called  in  consultation,  by  Dr.  Alfred  B.  Tucker,  to  a  case 
in  which  a  woman,  according  to  the  clinical  history,  had  been  in 
labor  for  several  days  and  yet  had  made  no  progress,  as  the 
pelvic  canal  was  occupied  by  a  large  myoma  which  sprang  from 
the  lower  segment  of  the  uterus.  The  os  uteri  was  so  distorted 
that  it  could  be  fell  with  the  greatesl  difficulty  by  passing  around 
and  under  the  tumor  towards  the  right  sacro-iliac  junction.  This 
patient  had  given  birth  aboul  two  and  a  half  years  before  to  a 
living  child  and  al  the  fourth  month  of  the  present  pregnancy 
had  undergone  an  operation  For  myomectomy  by  laparatomy.  The 
'-car  on  the  abdominal  wall,  in  the  median  line,  was  plainly  visible 
and  from  its  length  the  tumor  removed  must  have  been  large. 
Unfortunately  for  the  patient  the  operating  surgeon  neglected  to 
remove  a  small  subserous  myoma  in  the  erroneous  belief  that  it 
w<»uld  hardly  grow  to  any  extent  and  therefore  was  a  negligible 
quantity.     Careful  examination  of  this  patient  showed  that  the 
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tumor  was  firmly  fixed  in  the  pelvis  and  offered  an  insuperable 
obstacle  to  the  passage  of  the  child.  As  the  child  was  living, 
the  woman  having  attained  the  full  term.  Cesarean  section  was 
indicated.    The  operation  was  performed  b\  Dr.  Tucker,  with  my 

assistance,  the  operator  exhibiting  masterly  skill  as  usual.  It  was 
impossible  to  enucleate  the  tumor,  on  account  of  its  site  and  other 
unfavorable  conditions  and  therefore,  total  hysterectomy  was  de- 
cided upon.  This  was  promptly  done,  and  the  patient's  condition 
\\a-~  such,  after  the  operation,  as  to  promise  rapid  recovery.  She 
died,  however,  1  regret  to  say,  after  a  few  days  from  ileus.  This 
case  presents  several  points  of  interest  and  is  especially  instruct- 
ive as  showing-  the  importance  of  removing  all  myomatous  germs 
when  performing  the  operation  of  myomectomy.  Reference  has 
been  made  to  the  fact  that  post-partum  hemorrhages  are  apt  to 
occur  in  the  case  of  submucous  myomata.  One  of  the  worst  cases 
of  such  hemorrhage  it  has  ever  been  my  fortune  to  encounter, 
occurred  to  me  a  number  of  years  ago  and  in  order  to  control  it 
I  had  to  make  an  intra-uterine  injection  of  tincture  of  iodine. 
The  careful  supervision  of  the  delivery  of  the  placenta  is,  there- 
fore, the  imperative  duty  of  every  physician  wdio  has  under  his 
care  a  case  of  myoma  complicating  labor.  In  conclusion  it  may 
be  maintained  as  a  truth,  established  by  abundant  clinical  proof, 
that  while  in  the  preponderating  majority  of  cases  women  affected 
with  myomata  may  be  expected  to  attain  to  the  end  of  pregnancy 
and  pass  safely  through  the  perils  of  childbirth  and  the  puerperal 
state,  there  are,  on  the  other  hand,  in  a  minority  of  cases,  such 
conditions  or  disturbances  due  to  the  myomata  that  threaten  the 
life  of  the  patient,  to  the  degree  that  surgical  intervention  is 
clearly  indicated ;  it  is  simply,  therefore,  the  part  of  wisdom  to  be 
prepared  for  any  emergency. 
63  West  Fifty-first  Street. 

Dr.  Edward  Reynolds,  of  Boston,  stated  that  he  happened  to 
have  had  a  considerable  experience  with  fibroids  complicating 
pregnancy,  labor,  and  the  puerperium.  He  spoke  of  the  treatment 
of  large  incarcerated  fibroids  in  advance  of  the  head  at  or  near 
term,  and  said  he  had  seen  ten  such  cases,  but  owing  to  the  de- 
struction of  some  of  his  earlier  records,  he  had  details  of  only  fwc. 
No  one  of  the<e  tumors  was  smaller  than  the  seven  months'  fetal 
head.  In  three  of  them  the  large  incarcerated  fibroid  was  kept 
within  the  bony  walls  of  the  pelvis,  so  that  the  finger  could  be  in- 
troduced with  difficulty  between  the  tumor  and  symphasis.  In 
each  case  the  woman  was  either  delivered  normally  or  by  forceps. 
Fibromyoma  of  the  non-pregnanl  uterus  became  during  pregnancy 
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a  soft  tumor,  and  tended  to  alter  its  shape,  to  reduce  itself  and  to 
rise  until  it  could  be  lifted  above  the  pelvis  by  taxis.  Anyone  who 
had  had  much  experience  with  the  size  of  the  uterine  vessels  at 
term  would  not  unnecessarily  rush  in  to  do  operations  on  intra- 
ligamentous fibroids,  such  as  these  incarcerated  tumors  were.  Onlv 
the  inexperienced  would  attempt  such  operations  when  they  could 
be  avoided.  He  protested  against  operating  with  the  knife  on 
cases  of  fibroid  tumors  complicating  pregnancy  at  or  near  term. 

He  would  regret  most  deeply  to  let  it  go  forth  from  the  Society 
that  the  members  approved  of  the  principle  of  applying  one  pro- 
cedure to  hospital  patients,  and  another  to  patients  in  private  prac- 
tice, particularly  in  matters  of  life  and  death.  In  all  friendliness 
to  Dr.  Coe,  he  could  not  allow  such  a  statement  to  go  out  without 
criticism.  Moreover,  he  knew  from  experience  that  in  the  best 
private  practice,  if  a  man  stood  boldly  for  what  he  believed  to  be 
right,  he  was  less  likely  to  meet  with  criticism  or  opposition. 
Yielding  on  such  points  to  the  demands  of  patients  was  wrong  in 
principle.  It  was  impolitic.  There  was  no  need  of  it.  He  had 
never  met  with  opposition  to  Cesarean  section  in  private  practice, 
•when  the  indications  for  such  a  procedure  had  been  clearly  pointed 
out  and  emphasized.  He  thought  that  obstetricians  should  be 
very  careful  to  apply  one  principle  in  matters  of  life  and  death  to 
all  patients  who  came  under  his  charge. 

Dr.  J.  Duncan  Emmet,  of  New  York  city,  said  that  he  was 
pleased  with  the  conservatism  displayed  in  the  paper  of  Dr.  Coe, 
as  regards  operation  on  these  cases.  However,  he  was  constrained 
to  remark  that  unquestionably  certain  myomata  must  be  removed 
either  by  myomectomy  or  by  the  radical  removal  of  the  uterus, 
while  others  did  not  interfere  with  the  course  of  pregnancy.  He 
was  glad  that  the  essayist  emphasized  his  oreference  for  myomec- 
tomy over  the  removal  of  the  uterus,  for  the  reason  that  the  latter 
was  a  serious  thing  in  its  after-effects,  and  it  should  be  avoided 
whenever  possible. 

Dr.  William  R.  Prvor,  of  New  York  city,  expressed  himself 
as  being  rather  conservative  in  dealing  with  fibroid  tumors  com- 
plicating pregnancy.  If  the  tumor  or  tumors  were  situated  in  the 
anterior  uterine  wall,  and  were  very  small,  he  said  thcv  would 
slick-  up  over  the  pnbis  without  any  trouble.  In  cases  that  had 
not  advanced  to  the  seventh  month,  where  the  tumors  seemed  to 
constitute  an  actual  bar  to  delivery,  the  tumors,  by  their  softness, 
accommodated  themselves  to  the  situation.  Retroperitoneal  tu- 
mor-, on  the  other  hand,  on  account  of  their  situation,  demanded 
operative  intervention,  as  Cesarean  section.  These  tumors  were 
with  the  greatest  difficulty  handled  through  the  abdomen.  He 
had  in  two  instances,  in  one  at  four  and  a  half  months,  in  the  other 
at  five  and  a  half  months,  operated  by  a  method  which  he  de- 
scribed diagrammatically  on  the  blackboard.  This  method  con- 
sisted of  niorcellation  of  the  tumor.  I  le  uttered  a  word  of  caution 
against  the  infliction  of  trauma  on  the  cervix  by  the  traction  for- 
ceps, saying  that  such  trauma  was  apt  to  lead  to  miscarriage.     On 
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thr  other  hand,  he  said  it  was  astonishing  how  much  trauma  could 
be  inflicted  <>n  the  posterior  wall  of  the  uterus  without  a  tendency 
t<»  miscarriage  :  whereas  the  same  amount  of  trauma  inflicted  on  the 
anterior  wall  <>r  bilaterally  would  bring  about  miscarriage. 
Trauma,  therefore,  should  hi-  only  inflicted  on  the  fibroid  itself. 

He  spoke  of  the  value  of  mammar)  extract  administered  to  these 
women,  beginning  it  early  and  carrying  it  through  lactation.  Un- 
der tlu*  influence  of  this  extract  he  had  seen  subperitoneal  and 
interstitial  fibroid  tumors  materially  decrease  in  size. 

He  expressed  himself  as  being  heartily  in  accord  with  the  con- 
servatism manifested  in  these  cases,  for  he  had  seen  women  de- 
livered with  intraligamentous  fibroids  without  any  trouble  at  all. 

Dr.  Henry  I).  Fry,  of  Washington,  D.  C,  desired  to  speak  of 
one  point  in  Dr.  Coe's  paper,  namely,  emptying  the  uterus  in 
these  cases.  He  thought  the  cases  were  very  few  in  which  one 
would  be  called  upon  to  empty  the  uterus,  or,  rather,  in  which 
that  would  be  a  better  line  of  treatment.  The  treatment  was  cither 
expectant  or  radical,  owing  to  the  fact  that  the  tumors  which  would 
indicate  emptying  the  uterus  early  would  necessarily  be  located  in 
the  lower  segment  of  the  uterus.  These  tumors  would  undergo 
softening,  and  would  be  drawn  up  above  the  brim  of  the  pelvis, 
thus  enabling  pregnancy  to  go  on,  and  finally  the  child  being  de- 
livered normally  at  the  end  of  labor.  This  was  so  common  an 
experience  that  one  could  not  tell  in  any  case  as  early  as  the  third 
month  what  would  be  the  history.  It  ought  to  be  taken  for  granted 
that  any  tumor  at  the  third  month  was  going  to  follow  that  course, 
so  for  that  reason  he  did  not  believe  one  was  justified  in  emptying 
the  uterus,  as  there  were  dangers  attending  these  cases.  Drainage 
was  bad.  It  was  difficult  to  dilate  the  cervix  where  the  fibroid  was 
situated  in  the  lower  uterine  segment  around  the  cervix.  If  one 
succeeded  in  getting  out  the  fetus,  some  parts  of  it  might  remain. 
and  undergo  decomposition,  so  that  it  was  extremely  difficult,  if 
not  impossible,  to  treat  such  cases  by  the  ordinary  method  of  treat- 
ment of  retained  secundines  in  the  uterus.  The  dangers  of  empty- 
ing the  uterus  in  the  first  semester  were  great.  Again,  if  one  suc- 
ceeded in  accomplishing  it  in  a  young  married  woman,  he  would 
probably  have  to  go  on  indefinitely  doing  so  during  subsequent 
pregnancies.  He  believed  that  we  should  allow  the  cases  to  go  on 
as  long  as  possible,  and  if  the  period  of  viability  was  reached,  if 
suffering  became  so  great  from  pressure  or  other  reasons,  then 
treatment  should  be  radical,  consisting  of  either  myomectomy  or 
hysterectomy.  Personally,  he  favored  hysterectomy  in  these  cases 
in  preference  to  myomectomy. 

Dr.  Walter  P.  Manton,  of  Detroit,  Michigan,  said  that  cases 
of  fibroid  tumors  complicating  pregnancy  were  exceedingly  rare 
in  his  experience.  Of  perhaps  five  or  six  thousand  cases  of  con- 
finement seen  in  both  private  and  hospital  practice,  he  had  probably 
observed  five  or  six  cases  where  these  tumors  complicated  preg- 
nancy. 

He  called  attention  to  one  point  which  was  not  brought  out  by 
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the  essayist,  namely,  that  in  the  majority  of  cases  of  interstitial 
submucous  fibroids,  abortion  almost  inevitably  occurred  between 
the  third  and  fourth  months.  He  had  seen  many  cases  on  which 
he  had  subsequently  operated. 

Dr.  Reuben  Peterson,  of  Ann  Arbor,  Michigan,  attacked  one 
or  two  statements  that  had  been  made,  namely,  that  in  the  presence 
of  interstitial  fibroid  tumors  complicating  pregnancy  myomectomy 
was  entirely  contraindicated. 

As  to  the  statement  made  by  Dr.  Reynolds,  that  these  tumors 
became  softened  by  pregnancy,  so  that  they  became  soft  myomata, 
his  experience  had  demonstrated  that  this  was  incorrect.  He 
spoke  of  the  case  of  a  woman  upon  whom  he  had  operated  some 
months  ago.  She  was  about  five  months  advanced  in  pregnancy. 
There  was  a  tumor  about  twice  the  size  of  a  fist,  which  was  situated 
low  down  in  the  pelvis,  producing  severe  pressure  symptoms.  He 
thought  it  was  inadvisable  to  allow  the  woman  to  advance  further 
in  pregnancy,  even  though  he  could  push  the  tumor  up  above  the 
brim  of  the  pelvis,  but  it  soon  settled  back  again.  It  seemed  to 
him  questionable  whether  the  tumor  could  be  retained  above  the 
brim  of  the  pelvis  by  any  form  of  support,  and  as  the  woman  was 
suffering  considerably  he  operated.  The  tumor  was  of  the  in- 
terstitial variety.  He  resorted  to  myomectomy,  enucleated  the  tu- 
mor, and  after  he  had  removed  it  from  its  bed  apparently  the  mem- 
branes were  underneath  his  finger,  so  that  it  was  not  subperitoneal, 
but  interstitial.  Hemorrhage  was  readily  controlled,  and  the  in- 
cision closed.  The  woman  went  on  to  full  term,  and  was  delivered 
subsequently  of  a  child.  The  tumor  was  not  softened  during 
pregnane}-. 

He  was  rather  surprised  at  the  extreme  conservatism  displayed, 
and  while  he  believed  in  conservatism,  and  while  most  of  the  mem- 
bers had  seen  cases  go  on  to  full  term  and  be  delivered  without  any 
help,  safely,  still,  with  abdominal  surgery  advanced  as  it  is  at  the 
present  time,  these  tumors  could  be  safely  removed  at  the  fifth  or 
sixth  month  readily.  He  thought  there  was  too  much  conserva- 
tism displayed  both  in  the  papers  and  discussions. 

Dr.  GEORGE  J.  Engelmann,  of  Boston,  had  twice  observed  soft- 
ening and  disappearance  of  fibroids  after  confinement.  In  one  in- 
stance the  tumor  was  large  and  grew  rapidly  during  the  course  of 
pregnancy,  and  from  a  hard  fibroid  it  became  a  soft  tumor.  This 
tumor  disappeared  rapidly.  It  was  about  the  size  of  a  child's  head, 
and  disappeared  in  the  course  of  four  or  five  months.  It  became 
very  much  reduced  in  size  during  the  time  the  patient  was  in  the 
hospital. 

in  the  other  case  the  tumor  was  smaller,  and  perhaps  would  not 
have  obstructed  labor.  In  both  instances  the  growths  were  sub- 
serous. He  had  seen  an  interstitial  fibroid  tumor,  which  had  be- 
come submucous,  enucleated  and  expelled  soon  after  the  placenta. 
These  cases  were  observed  many  years  ago.  He  had  not  seen  a 
similar  condition  since.  However,  he  had  seen  a  small  fibroid 
soften  and  disappear  in  one  instance  after  a  violent  hemorrhage. 
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lie  believed  that  this  softening,  which  occurs  frequently  in  the 
course  of  pregnancy,  led  to  ;i  retrograde  metamorphosis  and  dis- 
appearance  of  the  tumor,  and  therefi  >re  he  would  urge  practitii  >ners 
to  use  the  mammary  extract,  thus  favoring  the  processes  which 
nature  intended  during  pregnancy  and  the  puerperium. 

Dr.  Charles  M.  Green,  of  Boston,  referred  to  the  frequency  of 
fibroid  tumors  complicating  pregnancy.  He  had  seen  two  cases 
of  fibroids  within  a  mouth,  in  our  the  uterus  having  seven  fibroids 
on  its  anterior  surface.  These  were  not  large,  the  largesl  one  not 
being  larger  than  a  hen's  egg.  He  did  not  see  the  patient  until 
after  delivery  had  taken  place.  The  case  was  a  hospital  one.  Xo 
trouble  had  ensued.  These  tumors  involuted  down,  and  were 
hardly  to  be  felt  The  other  patient  had  one  quite  large  peduncu- 
lated subserous  fibroid.  He  did  not  see  the  patient  until  delivery 
was  effected.  This  woman  was  watched  with  considerable  interest 
to  see  what  would  happen,  but  she  subsequently  made  a  complete 
recovery,  the  tumor  having  diminished  in  size  to  that  of  a  hen's 

«>crcr 
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In  regard  to  the  retrograde  changes  that  took  place  in  these 
cases,  he  spoke  of  a  case  that  he  had  watched  through  a  second 
pregnancy,  during  which  the  fibroid  did  not  enlarge,  and  the 
woman  was  delivered  without  any  complication  wdiatever.  The 
reason  for  conservatism  in  these  cases  was  that  the  tumors  very 
frequently  took  care  of  themselves.  None  could  say  that  they  al- 
w  ays  did  so,  but  they  generally  did. 

Dr.  James  Clifton  Edgar,  of  New  York  City,  stated  that  these 
tumors  took  care  of  themselves  in  a  large  proportion  of  cases,  and 
caused  very  little  or  no  trouble.  Recently,  he  had  occasion  to  look 
up  the  statistics  for  the  last  fifteen  years  in  the  services  of  the  four 
maternity  hospitals  in  Xew  York  City,  and  while  he  did  not  see 
every  case  that  was  confined,  he  had  knowledge  of  the  history  of 
the  cases,  amounting  to  approximately  sixteen  or  seventeen  thou- 
sand cases  of  confinement  in  the  Emergency  and  City  Hospitals, 
and  in  his  service.  Of  his  own  experience,  he  could  recall  but 
half  a  dozen  cases  of  fibromyomata  or  myomata  that  actually 
caused  dystocia,  and  in  a  large  number  of  cases  the  tumors  caused 
absolutely  no  obstruction  that  could  not  be  overcome  by  a  difficult 
version  or  by  a  difficult  forceps,  or  by  nature  with  prolonged  labor. 
He  said  it  would  seem  from  the  statements  that  had  been  made 
that  a  large  proportion  of  the  cases  took  care  of  themselves.  He 
would  never  forget  the  statement  made  by  the  late  Professor  Lusk 
some  fifteen  years  ago,  when  they  had  to  deal  with  a  case  at  the 
old  liellevue  service  of  the  Emergency  Hospital.  It  was  one  of 
absolute  dystocia,  and  something  had  to  be  done.  The  case  had, 
been  watched  by  a  midwife,  was  brought  to  the  hospital  in  an  am- 
bulance, and  the  question  arose  as  to  the  proper  procedure  to  pur- 
sue. Hysterectomy  at  that  time,  or  total  extirpation  of  the  uterus, 
did  not  have  the  stand  it  did  to-day,  and  so  the  choice  of  operation 
was  between  Cesarean  section  and  extirpation  of  the  uterus.  The 
statement  was  made  that  he  never  knew  of  a  case  of  absolute  dys- 
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tocia  that  had  recovered  after  hysterectomy  where  the  tumor  was 
left  at  the  time.  A  large  number  of  physicians  were  in  consulta- 
tion in  this  case.  In  two  other  cases  simple  Cesarean  section  was 
done,  and  the  three  patients  died  presumably  from  sepsis.  He 
could  recall  possibly  three  cases,  although  he  was  not  absolutely 
certain  about  it,  where  hysterectomy  was  performed.  Dr.  Polk 
had  performed  one  of  them  at  the  Bellevue  Hospital  in  his  service, 
where  complete  recover}-  ensued.  However,  from  a  large  series  of 
cases,  where  a  number  of  fibroid  tumors  were  present,  comprising" 
some  sixteen  or  seventeen  thousand  cases  of  confinement,  he  could 
not  recall  more  than  six  cases  of  real  dystocia  which  was  produced 
by  them. 

Dr.  Arthur  W.  Johnstone,  of  Cincinnati,  Ohio,  said  it  was 
seldom  that  the  obstetrician  had  to  do  more  than  to  watch  the  case 
and  guide  it  to  a  successful  termination.  Time  and  again  he  had 
seen  cases  in  which  pedunculated  fibroids  rose  above  the  uterus 
that  had  been  situated  low  down  and  the  patients  had  gone  on  to 
full  term  without  any  trouble.  His  experience  was  in  accord  with 
what  had  been  said  with  reference  to  the  shrinking  of  fibroids  after 
labor.  He  had  seen  a  fibroid  on  the  fundus  of  the  uterus,  which 
was  as  large  as  a  baby's  head  at  the  time  of  labor,  yet  which,  six 
months  afterwards,  was  not  larger  than  that  of  a  turkey  head. 
Subsequent  pregnancy  in  such  cases  had  shown  that  the  tumors 
gave  no  further  trouble. 

Dr.  Beverly  Macmonagle,  of  San  Francisco,  stated  that  there 
ought  not  to  be  a  distinction  made  between  private  and  hospital 
patients;  that  each  individual  case  should  be  judged  according  to 
its  merits,  and  each  individual  treated  accordingly.  He  desired 
to  put  himself  on  record  as  being  entirely  in  accord  with  the  idea 
expressed  by  Dr.  Coe  that  all  parents,  so  far  as  the  physician  was 
concerned,  were  equal,  and  should  be  treated  equally  with  a  con- 
scientious idea  for  the  good  of  the  patient. 

Dr.  Coe,  in  closing  the  discussion  on  his  part,  said  that  his  ex- 
perience seemed  to  have  been  somewhat  different  from  that  of  the 
speakers,  yet  he  could  not  believe  that  the  cases  under  discussion 
were  so  rare  as  represented,  or  that  his  experience  was  so  excep- 
tional. 

Relative  to  the  statement  made  by  Dr.  Reynolds,  he  thought  it 
should  be  modified.  He  did  not  think  one  could  go  ahead  in  the 
case  of  a  private  patient  the  same  as  he  could  with  a  hospital 
patient,  for  the  reason  that  the  financial  consideration  did  not  enter 
into  the  case.  In  private  practice,  where  one  had  a  number  of 
consultants  to  deal  with,  and  a  number  of  different  things  to  con- 
sider, he  could  not  do  the  same  with  that  case  that  he  could  with  a 
hospital  case.  He  would  like  the  views  of  the  Fellows  on  this 
subject.  1  Fospital  cases  were  oftentimes  more  serious  than  private 
and  therefore  the  surgeon  felt  responsibility  more,  as  pa- 
tients placed  themselves  in  his  hands,  lie  did  not  think  the  same 
rules  could  he  applied  to  private  patients  that  are  applied  to  hospi- 
tal ca 


N0BL1    :    COM  Bl  N'l  D  BIS!  I  I  UMOR  AND  i    l  l-.l: 

Dr.  Edward  Reynolds,  of  Boston,  said  he  hoped  no  gentlemen 
nt  would  suppose  that  he  meant  to  imply  thai  l>r.  <  •><•  or  an) 
member  would  prostitute  his  conscience  for  a  fee.     He  did  no1 
mean  to  make  a  personal  application. 

Dr.  Harrison,  in  closing  the  discussion,  was  l;1;»<  1  to  obs 
that  the  general  consensus  of  opinion  was  in  favor  of  conservatism 
in  the  treatment  of  the  class  of  cases  under  discussion.  The  argu- 
ments that  had  been  advanced  by  Dr.  Engelmann  and  others  were 
of  paramount  importance,  and  during  the  puerperal  state  retro- 
grade  metamorphosis  of  these  tumors  was  to  be  expected.  He  had 
observed  this  to  his  entire  satisfaction. 

Being  connected  with  the  Xew  York  Infant  Asylum,  he  had 
had  an  opportunity  of  seeing  a  large  number  of  women  belonging 
to  different  races.  This  asylum  was  largely  patronized  by  the 
colored  people.  He  emphasized  the  importance  of  making  a  dis- 
tinction between  the  white  and  colored  races.  In  the  negro  race 
myomata  were  exceedingly  common,  and  it  had  been  his  good  for- 
tune to  observe  a  number  of  cases  in  negro  women  in  which  myo- 
mata complicated  pregnancy. 
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Large  fibroid  tumors  filling  the  pelvic  cavity  and  extending 
laterally  above  the  pelvis  to  the  walls  of  the  abdomen  are  not 
infrequent.  Their  removal  by  hysterectomy  when  the  broad  liga- 
ment is  first  ligated  from  above  downward  is  a  procedure  often 
beset  by  many  mechanical  difficulties.  The  practical  inaccessi- 
bility of  these  ligaments,  under  the  conditions  mentioned,  and 
extreme  tension  upon  which  the  tumor  puts  them  often  subject 
the  patient  to  such  a  prolonged  operation  and  so  tax  the  surgeon's 
ingenuit)  that  any  plan  promising  more  working  space  should 
meet  with  careful  consideration.  I  take  pleasure,  therefore, 
in  reporting  a  procedure  which  greatly  expedites  the  removal 
of  such  fibroids  and  gives  the  operator  at  all  times  excellent 
control  ovt-r  the  blood  supply  of  the  parts. 

Tin-   operation    has   a>    it-    underlying    principle    the   bisection 
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of  tumor  and  uterus,  together  with  subsequent  partial  enucleation 
of  each  half  of  the  tumor  separately. 

In  abdominal  operations  of  this  kind  I  have  been  accustomed 
to  use,  instead  of  sponges  or  other  more  or  less  inefficient  de- 
vices, a  special  retainer  to  keep  the  intestines  and  omentum  well 
up  out  of  the  way  of  the  surgeon.     So  satisfactory  has  it  been 


:     /•"  : 


Fig.  I.     First  step  in  bisection  of  tumor. 

that  I  shall  ask  your  indulgence  to  describe  it  briefly.  It  is  made 
of  several  layers  of  gauze  stitched  snugly  over  hard  rolls  of 
absorbent  cotton  so  as  to  make  a  pad  some  fifteen  inches  long,  two 
to  four  inches  wide  and  three-fourths  of  an  inch  thick.  A  thin 
layer  of  absorbent  cotton  is  rolled  tightly  into  small  rolls  about 
three-fourths  to  one  inch  in  diameter,  and  then  strong  thread  or 
tape   is    wound    round   them   firmly  to  increase  the  density  and 


Fig.  II.     Tumor  bisected.     Dotted  lines  show  author's  pad  for  holding 
up  intestines. 


Fig.  III.     Halves  <>f  tumor  enucleated  and  rolled  out. 
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stiffness.  These  are  cut  into  lengths  of  five  inches  and  placed 
in  three  rolls  of  three  rows  each,  and  covered  on  each  side  with 
three  or  four  layers  of  gauze.  The  gauze  is  stitched  around  the 
edges  first,  and  then  between  the  rolls  of  cotton  and  lastly  across 
the  pad  in  two  places  between  the  ends  of  the  cotton  rolls.  This 
last  makes  a  hinge  arrangement  which  permits  bending  or  shaping 
the  retainer  in  the  form  of  a  semicircular  dam  above  the  pelvis 
which  holds  the  intestines  and  omentum  out  of  the  field  in  a  most 
satisfactory  way.  It  has  the  additional  advantage  of  not  being 
easily  lost  in  the  abdomen. 

When  the  abdomen  has  been  opened  and  the  tumor  delivered 
through  the  incision,  the  retainer  is  introduced  so  as  to  clear  the 


Fig.   IV.     Uterine  arteries  clamped  angiotribe  on    right    broad    ligament 

pelvic  field  for  the  manipulations  to  follow.  The  broad  ligaments 
and  cornua  of  the  uterus  are  caught  with  morcellation  forceps,  as 
described  by  Kelly  in  bisection  of  the  uterus.  The  ovarian  ar- 
teries are  thus  compressed,  and  traction  on  the  tumor  upward 
checks  the  flow  through  the  uterine  arteries.  The  large  veins 
on  the  surface  of  the  fibroid  and  uterus  (usually  anterior),  except 
those  obstructed  by  the  forceps,  at  once  become  empty. 

The  tumor  is  rapidly  bisected  in  the  median  line.  If  it  rises 
sufficiently  high  a  large  hip-joint  amputation  kn'ife  is  thrust 
through  the  cervix  or  corpus  uteri,  and  the  tumor  cut  open  from 
below  upward,  the  bladder  having  been  previously  pushed  off.   If 
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traction  on  the  tumor  does  not  raise  it  high  enough  to  allow  the 
knife  to  pass  through  on  the  plane  of  the  brim  of  the  pelvis 
or  a  little  below  it  posteriorly  its  point  will  be  difficult  to  catch 
ami  guard  by  the  hand  placed  behind  tin-  tumor.  In  such 
circumstances  the  section  is  best  done  from  above  downward. 
For  this  purpose  a  large  scalpel  is  used.  Rapid  strokes  of  the 
knife  quickly  divide  the  tumor  into  two  equal  parts,  the  incision 
continuing  downward  in  the  median  line  of  the  uterus  to  the 
cervix.  The  bleeding  is  insignificant,  amounting  in  fact  to  very 
little  more  than  the  discharge  of  residual  blood. 

Now  with  the  tumor  cut  into  two  halves,  the  operator  and  as- 
sistant working  at  the  same  time  on  opposite  sides,  partially  enu- 
cleate  from  below    upward  each  section  of  the  tumor  from   its 


Fig.    V.      Procedure    for   complete   hysterectomy. 

capsule  or  bed  in  the  uterus.  The  halves  are  rotated,  in  the 
process  of  enucleation,  on  their  outer  (upper)  cut  margins,  the 
inner  (lower)  margin  describing  a  semicircle  in  transit.  At  this 
stage  of  the  operation  the  two  halves  of  the  tumor  are  lying 
on  opposite  sides  of  the  patient's  body,  the  flat  cut  surface  look- 
ing downward  and  the  convex  enucleated  surface  looking  up- 
ward. Both  sections  are  connected  by  long  pedicles  to  the  uterine 
stump.  It  being  understood  that  the  original  incision  which  bi- 
sected the  uterus  has  been  carried  as  far  down  as  the  cervical 
region,  lateral  cuts,  after  Kelly's  method,  sever  the  uterus  proper 
from  the  stump  and  expose  the  uterine  arteries  which  should  be 
tied.  The  remaining  portion  of  the  pedicles  now  t-< >n -i^t->  of  part^ 
of  the  broad  ligaments  only  and  having  been  compressed  with  the 
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angiotribe  are  tied  with  catgut,  and  the  mass  on  either  side  cut 
away. 

The  edges  of  the  cervical  stump  are  then  stitched  together  and 
the  adjacent  raw  surfaces  are  covered  by  stitching  over  them 
the  peritoneum  of  the  bladder  and  Douglas'  pouch. 

If,  however,  in  the  place  of  supravaginal,  pan  hysterectomy 
is  to  be  performed  the  bisecting  incision  is  .continued  in  the  median 


Fig.  VI.    First  step.    Incision  of  fundus  and  lateral  wall  of  uterus  to 
allow  enucleation  of  interstitial  or  broad  ligament  tumors. 


line  through  the  cervix  into  the  vagina,  completely  severing  the 
uterus  and  tumor  into  two  distinct  parts.  After  the  incision  made 
by  the  knife  reaches  the  cervix  it  is  best  continued  with  a  pair 
of  sharp  pointed  scissors.  Immediately  following  the  partial 
enucleation  above  described,  one  blade  of  the  scissors  is  passed 
through  the  cervical  canal  and  the  point  of  the  other  blade  pierces 
the  vaginal  wall  behind  the  cervix;  the  posterior  wall  of  the 
cervix  is  then  split  open,  the  incision  extending  a  short  distance 
down  the  vagina.  The  anterior  wall  of  the  cervix  is  opened  in 
the  same  way  with  tin-  finger  in  the  vagina  as  a  guide;  one  prong 
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of  the  scissors  pierces  the  vagina  between  the  cervix  and  bladder, 
the  other  enters  the  vagina  through  the  incision  last  made. 
Excision  is  completed  by  grasping  the  vaginal  portion  of  the 

cervix  on  one  side  with  a  small  pair  of  morcellation  forceps, 
making  firm  traction  and  cutting  from  below  upward,  first  sever- 
ing the  cervix  from  the  vagina,  then  cutting  close  to  the  uterus, 
avoiding  the  ureters  and  uterine  arteries.  When  about  half  of  the 
hroad  ligament  has  been  severed  (the  lower  segment)  one  side  of 


Fig.  VII.     Second  step.     Fundus  incised.     Fingers  enucleating  tumor. 


the  bisected  uterus  may  be  turned  out  of  the  abdomen.  Similar 
treatment  of  the  opposite  side  clears  away  all  obstructions  to  ma- 
nipulations in  the  abdomen  and  pelvis,  greatly  facilitating  ligation 
of  the  uterine  arteries  held  in  the  grasp  of  compression  forceps. 
If  the  pedicles  are  thick  they  should  be  clamped  external  to 
the  ovaries  with  the  angiotribe  and  subsequently  ligated  in  the 
track  of  the  instrument.  It  will  be  observed  that  each  half  of 
the  uterus  is  removed  very  much  after  the  manner  in  which  Doyen 
removes  that  organ  in  one  piece.  Bleeding  from  the  vaginal  wall 
may  demand   a   few  ligature-  or  stitches.     When   this  ha>  been 
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looked  after,  the  peritoneum  is  stitched  over  the  raw  surfaces 
in  the  bottom  of  the  pelvis  and  the  remainder  of  the  operation 
finished  in  the  usual  manner. 

The  advantages  of  combined  bisection  of  the  tumor  and  uterus 
with  partial  enucleation  are :  saving  in  time,  decreased  loss  of 
blood,  increased  working  space,  easy  manipulation  and  safety 
against  injury  to  the  ureters  and  uterine  arteries.    The  advantage 


III.    Thir< 


or  freed  and  turned  out  of  abdomen. 


of  time  saving  is  apparent  to  all,  since  prolonged  operations  con- 
tribute largely  to  shock.  The  hemorrhage  consists  of  only  a  small 
amount  of  residual  blood  that  remains  in  the  veins  and  sinuses. 
It  drops  down  in  the  bottom  of  the  pelvis  and  can  be  removed 
by  a  few  strokes  of  the  sponge.     No  blood  escapes  during  the 

of  enucleation,  as  the  part-  separated  are  either  within 
{he  capsule  of  the  tumor  or  within  the  external  layer  of  muscular 
fibers  of  the  body  of  the  uterus.  (  lozing  of  blood  is  confined 
almost  entirely  to  this  layer  <-f  muscle  and  can  be  controlled  ab- 
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solutely  by  traction  on  the  forceps.  As  enucleation  of  the  bi- 
sected tumor  rapidly  removes  the  bulky  mass  from  the  abdominal 
cavity  increasing  the  working  space  and  rendering  subsequent 
manipulation  easy,  it  is  an  advantage  that  any  one  \\  1 
must  necessarily  appreciate  for  an  unobstructed  field  of  operation 
requires   less    skill   and   manipulation. 

The  feature  of  great  importar.ee  is  the  fact  that  the  ureters  are 
not  liable  to  injury  even  though  they  may  be  very  much  displaced 
by  growing  tumors.  In  the  operation  above  described  the  manipu- 
lations are  confined  to  the  space  between  these  two  ducts.  The 
incision  is  made  in  the  median  line;  enucleation  is  done  from 
the  same  point,  and  when  the  meter  passes  over  the  upper  part 
of  the  tumor  and  enucleation  is  done  as  above  described,  the  tumor 
lied  out  from  beneath  it.  permitting  the  ureter  to  drop  to 
it-  normal  position.  In  the  old  operation  of  ligating  the  broad 
ent  from  the  pelvic  brim  to  the  floor  of  the  pelvis  there  is 
great  danger  of  either  tying  the  displaced  ureters  or  severing  it 
when  cutting  across  the  pedicle. 

ENUCLEATION      OF      INTRALIGAMENTOUS     AND     POST      PERITONEAL 
FIBROID  TUMORS  IN  DEEP  PELVIS. 

Since  the  title  of  my  paper  has  appeared  on  the  programme  of 
this  meeting  1  have  received  from  Dr.  Pryor  a  reprint  of  a  paper 
in  which  he  anticipated  me  in  the  treatment  of  intraligamentous 
tumor-  or  post  peritoneal  fibroids  in  the  deep  pelvis.  As  the  prin- 
ciple is  the  same  and  we  differ  only  in  technique,  and  as  the  doc- 
description  is  so  clear.  I  will  call  attention  to  the  method 
only,  with  a  view  of  endorsing  and  illustrating  the  operation 
as  !  have  been  performing  it.  viz.:  Intraligamentous  tumors 
are  partially  enucleated  by  penetrating  their  capsules  from  the 
cavity  of  the  uterus  after  bisecting  the  organ.  They  should  be 
turned  out  with  the  fingers  and  morcellation  forceps,  then  drawn 
up  and  rotated  outward  as  above  described.  The  portion  of  the 
tumor  attached  to  its  capsule  everts  the  latter  as  it  is  drawn  out 
of  the  abdominal  incision  and  often  to  such  a  surprising  extent 
that  it  may  be  included  in  the  ligature  placed  around  the  upper 
border  of  the  broad  ligament.  In  this  way  the  capsule  in  some 
-  may  be  entirely  removed  and  in  other-  parts  only  are  cut 
away,  and  if  included  within  the  ligature  of  the  pedicle,  avoids 
the  necessity  of  suturing  the  edges  of  the  capsule. 

This  necessarily  confines  manipulation   within   the  capsule  of 
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the  tumor,  preventing  injury  of  the  ureters,  blood  vessels  and 
oozing  from  small  vessels  which  occasionally  occurs,  when  the 
tumor  with  its  capsule  is  removed  from  the  loose  connective  tissue 
of  the  broad  ligament.  The  latter  is  most  apt  to  take  place  when 
the  uterine  arteries  are  encountered  at  unexpected  points,  on 
account  of  their  unknown  relations  to  the  tumor. 

In  the  discussion  on  this  paper.  Dr.  William  R.  Prvor,  of  New 
York  Citv,  referred  to  some  of  his  previous  work,  which  was  em- 
bodied in  a  paper  published  by  him  in  1900.  In  dealing  with  the 
tumors  under  consideration,  he  spoke  of  studying  the  manner  in 
which  large  fibroid  tumors  distorted  the  anatomy  of  the  part  and 
of  the  direction  in  which  they  revolved;  also  the  great  difficulties 
attending  the  removal  of  intraligamentous  or  retroperitoneal 
growths  lying  between  the  bladder  and  uterus  on  account  of  their 
marked  fixity  and  asymmetry.  These  tumors,  he  said,  could  be 
enucleated  by  penetrating  their  capsules  from  the  cavity  of  the 
uterus  after  bisecting  the  organ.  The  tumor  having  been  enucle- 
ated, the  capsule  was  sutured. 

Those  who  were  studying  the  subject  of  fibroid  tumors  of  the 
uterus  and  how  to  deal  with  them  would  receive  many  valuable 
suggestions  relative  to  the  morcellation  of  these  tumors,  both  from 
partial  and  total  hysterectomy,  by  reading  an  article  published 
many  years  ago  by  Pean's  assistant. 

Dr.  E.  W.  Cushing,  of  Boston,  asked  the  essayist  as  to  the 
risk  in  opening  the  cavity  of  the  uterus  in  cases  of  large  fibroid 
tumors. 

He  also  referred  to  what  Dr.  Pryor  had  said  in  reference  to  the 
work  issued  by  Pean's  assistant,  and  said  that  in  Martin's  book, 
which  he  translated  in  1887,  this  method  of  bisecting  fibroids  was 
described.  Any  one  who  had  seen  Martin  operate  would  realize 
that  it  was  more  convenient  to  remove  these  tumors  by  bisection. 

Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C,  mentioned  two 
classes  of  cases  in  which  these  operations  were  not  free  from  the 
danger  of  injuring  the  ureters.  There  were  a  large  number  of 
cases  reported  of  fibroid  tumors  of  the  uterus  through  the  tissue 
of  which  passed  the  ureter  some  distance  from  the  cervix,  not  run- 
ning around  it,  as  was  generally  taught.  In  that  class  of  tumors 
there  was  no  way  he  knew  of  to  get  rid  of  the  danger  of  injuring 
the  ureter  except  tracing  the  ureter  to  the  tumor.  In  this  way  one 
W(  uld  know  where  it  was  located,  and  thereby  prevent  injury  of  it. 

There  was  another  class  of  tumors,  the  migratory  fibroids  in  the 
ho  ad  ligament,  in  which  splitting  of  the  uterus  did  not  materially 
assist  in  the  operation.  Furthermore,  when  the  fibroids  were 
markedly  located  on  one  side,  crowding  the  body  of  the  uterus  to 
the  other  side,  there  was  marked  asymmetry.     In  such  cases  In 

could  hardly  conceive  how  splitting  of  the  uterus  would  he  of  anv 

great  assistance  in  removing  such  tumors,  lit.-  then  mentioned 
a  method  of  removing  these  tumors. 
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1  )k.  1.  S.  Stone,  of  Washington,  1).  C,  stated  thai  a  few  years 
ago  1  >r.  Kell)  spoke  of  this  method.  He  had  tried  the  method 
\cv\  much  as  represented  by  the  essaj  ist  in  a  case  \\  here  the  tumor, 
lie  thought,  was  a  good  one  for  this  method.  However,  it  was 
impossible  to  gel  the  tumor  out.  He  began  by  dividing  it  from 
above,  and  his  experience  with  this  operation  caused  him  to  think 

a  good  while  before  he  attempted  the  next  one.  He  rose  more 
especially  to  commend  the  method  and  to  call  attention  to  the  fact 
that  Dr.  Hall,  of  Cincinnati,  had  practiced  a  similar  method  in 
removing  cysts  of  the  broad  ligament. 

Dr.  Noble,  in  closing"  the  discussion,  stated,  in  reply  to  the  ques- 
tion of  Dr.  Cushing  regarding  the  risk  in  opening  the  cavity  of 
the  uterus,  that  he  used  to  think  there  was  a  good  deal  of  danger 
in  that,  hut  he  had  opened  the  uterus  quite  a  number  of  times  in 
cases  of  submucous  fibroids,  and  had  gotten  the  whole  mass  out- 
side the  abdomen,  and  in  so  doing  he  did  not  anticipate  trouble 
from  infection.  He  pointed  out  the  importance  of  adopting-  this 
method  as  a  routine  measure  in  cases  of  large  fibroids  that  were 
difficult  to  reach  and  which  would  fill  up  the  abdomen.  The  rou- 
tine measure  of  bisecting  the  tumor,  turning'  it  out,  getting  rid 
of  the  mass,  put  the  operator  in  a  position  so  as  to  reach  the 
uterine  arteries  at  the  cervix. 


THE    RELATION     AND    CO-RELATION    OF    GYNECOLOGICAL 
AND   NERVOUS  AFFECTION'S. 


CHAUNCEY  D.  PALMER.  M.D 
Cincinnati.  Ohio. 


Iii:  relation  and  co-relation  of  gynecological  and  nervous 
diseases  is  a  question  which  ought  and  does  concern  the  members 
of  this  society.  Every  gynecologist,  in  his  general  survey  of  the 
whole  body  of  the  female,  to  determine  the  import  of  certain 
pelvic  signs,  must  have  noticed  the  frequency,  and  at  times  the 
severity,  of  symptoms  of  her  nervous  system.  He  may  be  puzzled 
to  fix  the  special  significance  of  these  phenomena.  Let  us  then 
for  a  while  consider  this   subject. 

That  tlnn-  is  such  a  relationship  goes  almost  without  saying. 
The  intimate  history  between  the  nervous  system  and  other  parts 
of  the  body  in  disease,  is  only  in  accordance  with  the  general  law 
ot  morbid  action.  The  most  varied  phenomena,  trifling  ap- 
parently, yet  -rri.nl>  at  times,  may  result  from  the  same  patho- 
logical entity. 
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It  seems  to  me  that  this  relationship  may  be  looked  at  in  two 
ways : 

1.  What  influences  do  female  pelvic  diseases  have  in  the  in- 
duction of  nervous  disorders? 

2.  What  affections  of  the  female  pelvic  organs  arise  from  nerv- 
ous derangements  ? 

At  the  start  it  may  be  said  that  we  rule  out  any  thought  of 
the  occurrence  of  any  organic,  so-called  structural,  lesions  of 
the  nervous  system,  as  resulting,  unless  indirectly  and  quite 
remotely,  from  pelvic  diseases.  The  morbid  changes  then  to 
which  reference  implies  are:  hysteria,  neurasthenia,  neuralgia, 
chorea,  epilepsy,  catalepsy,  hystero-epilepsy,  certain  paralyses, 
migraine,  convulsions  of  certain  kind,  including  tetany;  also  men- 
tal aberrations,  and  vaso-motor  changes. 

Hysteria,  a  purely  functional  disease,  without  any  definite  rec- 
ognized causative  lesion,  with  no  visible  anatomical  basis,  is 
seen  under  a  great  variety  of  conditions  and  circumstances.  Pro- 
tean in  its  manifestations,  not  limited  exclusively  to  the  female,  it 
is  more  common  with  her,  because  of  the  inherent  susceptibility 
and  the  excitability  of  her  nerve  centers,  and  because  of  her  special 
functions  and  social  relations.  Do  we  ever  witness  hysteria  with- 
out any  intra-pelvic  disease?  Every  one  of  us  can  answer  this 
question  in  the  affirmative.  Therefore,  we  are  not  to  infer  the 
presence  of  any  pelvic  disorder  because  of  hysterical  symptoms. 
If  any  is  detected,  it  is  incidental;  no  causative  relationship.  Re- 
move the  pelvic  disease,  the  hysteria  may  continue.  In  more  than 
one-half  of  the  cases  of  hysteria,  there  is  no  defined  disease  of  the 
sexual  organs.  But,  we  all  must  appreciate  that  any  pelvic  dis- 
ease, if  long  continued,  and  attended  with  suffering,  by  weakening 
and  depleting  the  general  health,  and  by  depressing  the  spirits,. 
must  increase  its  sensitiveness,  diminish  its  resisting  forces,  and 
provoke  hysteria  in  any  female,  who,  for  want  of  physical  endow- 
ments, a  defect  in  mental  and  moral  discipline,  is  so  predisposed. 
Reflex  nervous  disorders  occur  in  those  who  have  a  tendency  in 
that  direction.     In  hysteria  the  reflexes  are  usually  exaggerated. 

Hysteria  is  not  a  well-rounded  morbid  unit.    Hysteria  does  not 

mean  a  diseased  womb.      It  has  no  connection  with  the  uterus  ex- 
cept    in     name.       The    brain     is     its     habitat,     and     the     nervous 
•11  its  field  of  operation.    As  thought  directed  to  any  pari  of 
the  body  increases  it-  vascularity,  and  augments  its  sensibility, 
ich  patients  are  always  given  to  introspection.     Hysteria  is 
ly  a  psychical   disease,  provoked   by  psychic-'.]  causes,  and 
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with  good  hygiene  is  cured  by  psychical  means.  Always  in  hys- 
teria is  then-  a  lack  of  brain  control.  1  lie  typo  of  a  woman's 
brain  furnishes  its  potentiality.  Hysteria  is  more  strictly  a  cere- 
bral neun 

A  non-development  or  a  faulty  conformation  of  the  uterus,  with 
a  stenosed  os,  a  conoid  cervix  and  anteflexion,  is  usuall)  noticed 
in  women,  with  some  imperfection  of  organization  of  the  nervous 
system.  Likewise. there  may  be  some  imperfection  of  the  tubes 
and  the  ovaries.  If  normal,  however,  there  must  be  an  unfor- 
tunate periodical  activity  of  these  organs,  unrelieved  by  menstrual 
fluxes.  The  continual  activity  of  each  menstrual  molimen,  nol 
alleviated  by  any  physiological  depletion,  may  culminate  in  one 
of  these  nervous  perturbations,  or.  in  the  establishment  of  a 
vicious  cycle  at  each  catamenial  epoch;  in  time  to  inter-menstrual 
discomforts,  and  finally  in  a  nervous  break-down. 

While  many  hysterical  women  have  no  anomaly  of  the  sexual 
organs,  we  must  affirm  that,  a  certain  proportion  of  them,  to  a 
certain  degree,  do  have  some  imperfection  in  the  development  of 
their  sexual  apparatus;  especially  the  uterus.  Hence  the  justifia- 
bility of  an  oophorectomy  in  some  such  cases.  Should  the  sexual 
organs  be  diseased  in  hysterical  women,  we  cannot  say  that  the 
hysteria  is  secondary.  Even  then  psychical  causes  are  at  work, 
more  potent  than  the  local  disease. 

Errors  in  diet,  in  general  hygiene,  in  lack  of  rest,  and  in  various 
indulgences  of  the  mind  and  body  in  girl-hood,  lead  to  physical 
anomalies,  and  give  rise  to  abnormal  mobilities  of  her  nervous 
system.  The  functions  of  ovulation  and  menstruation  play  then 
more  than  their  ordinary  role  in  the  inauguration  of  nervous 
phenomena.  Every  intelligent  physician  understands  how  es- 
sential the  judicious  care  of  a  well-instructed  mother  is,  during 
the  years  of  sexual  evolution  of  every  girl,  and  how  often  it  is 
Strikingly  neglected.  Want  of  due  attention  to  her  body,  and 
a  mis-direction  of  her  mind,  contribute  to  conditions  of  excita- 
bility, restlessness,  morbid  emotions,  and  despondency.  There  are 
then  fostered  a  physical  and  mental  state  conducive  to  faulty  de- 
velopment-, as  well  as  certain  functional  disorders  of  her  sexual 
system.  An  after  life,  a  pregnancy,  a  parturition,  and  particularly 
a  menopause,  must  pay  the  penalties  of  such  training. 

Hie  etiology  of  many  pelvic  diseases  depend-  more  on  individu- 
ality than  on  special  causes.  Inheritance  i-  an  equation  personal, 
which  cannot  be  overlooked.  Ever}  woman  is  the  outcome  and 
the  product  of  her  own  ancestry.     A  defective  strength,  a  feeble 
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tone  of  body,  inadequate  to  maintain  a  normal  equilibrium  be- 
tween the  generation  and  the  expenditure  of  energy,  come  from 
inheritance,  a  mis-directed  schooling,  a  poor  or  neglected  hygiene, 
misuse  and  mishaps.  Impaired  nutrition,  presided  over  as  is 
this  function  by  the  sympathetic  system,  is  the  under-lying  factor 
of  the  functional  pelvic  alterations.  One  of  the  saddest  chapters 
in  the  history  of  modern  gynecology  is  the  reflection  that  many 
women,  who  have  undergone  abdominal  and  vaginal  operations, 
are  still  invalids,  afflicted  with  the  afore-mentioned  nervous  dis- 
orders, supposed  to  have  been  reflex  of  some  intra-pelvic  affec- 
tions. How  much  these  imperfect  results  are  due  to  defective 
elimination   and   to   auto-intoxication,    are   worth    considering. 

But,  uterine  and  ovarian  diseases  do  cause  nervous  disorders, 
the  rectification  of  which  cures  the  reflex  disturbances.  We  all 
appreciate  how  numerous  and  pronounced  at  times  are  the  reflex 
neuroses  of  a  cervical  laceration.  Here  is  a  mother,  who  has  had 
a  constant  pain  over  her  sacrum,  in  her  left  intercostal  region,  a 
stubborn  headache,  with,  it  may  be,  visual  disturbances,  and 
withal  is  hysterical  at  times,  and  always  more  or  less  neurasthenic. 
Now  all  of  these  reflexes  are  in  times,  many  of  them  very 
promptly,  effaced,  by  a  judicious  and  skilful  repair  of  the  old 
tear,  with,  of  course,  always  the  thorough  exsection,  deep  as  it 
may  be,  of  all  of  the  offending  cicatricial  tissue  at  the  bottom  of  the 
rent.  Xo  pelvic  surgery  is  more  eminently  satisfactory,  not  only 
in  the  relief  of  all  local  symptoms,  but  in  the  abatement  of  various 
neuroses,  unmistakable  and  otherwise  intractable.  Its  preventive 
power  over  woman's  greatest  enemy — cancer  of  the  womb,  we 
must  ever  bear  in  mind. 

A  personal  experience,  by  no  means  exceptional,  in  the  mani- 
festations <>f  convulsions:  hysteroid,  epileptic,  hystero-epileptic, 
and  tetanoid,  may  be  mentioned  as  neuroses,  at  times  distinctly 
r.-flex,  of  intra-pelvic  diseases. 

Chorea  is  at  times  a  severe  reflex  of  pregnancy,  not  to  be  abated 
until  the  uterus  is  emptied.  We  see  it  too  in  growing  girls,  inci- 
dent t<>  pubertic  changes.  Strange  and  misleading  reflexes  come 
from  loss  of  control  over  tin-  insubordinate  lower  nerve  cent  rs. 

All  of  these  reflexes  are  usually  found  in  the  nervous  diathesis, 
and  an-  more  noticeable  at  tin-  menstrual  epoch;  they  may  Ik  con- 
fined thereto.  We  are  nol  t<>  infer,  however,  that  such  reflexes  are 
pelvic  iii  origin,  because  BO  limited  in  time;  all  women  are  then 
sitive  and  susceptible.    Epilepsy  is  at  times  spontaneously 
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arrested  at  tin-  inception  of  the  menstrual  function;  also  insanity, 
which  may  have  begun  in  earlier  life. 

A  limited  amount  of  minor  gynecological  treatments  arc  i 
essential,  preceding  or  following  surgical  operations;  the  same 
may  be  all  thai  is  required  in  other  cases;  but  if  such  manipula- 
te-n-  art-  too  frequent  «>r  too  long  continued,  they  do  harm,  in 
highh  sensitive  and  emotional  natures.  The  same  remarks  apply 
t<>  the  much  abused  use  of  vaginal  injecti 

Probably,  the  ovaries  arc  more  frequently  the  fons  ct  origo 
morbi.  We  never  can  forget  an  instance  of  most  marked  hystero- 
epileptic  attacks,  manifested  several  times  a  day.  seemingly  from 
a  chronic  oophoritis,  which  seizures,  a  section,  with  a  removal  of 
a  small  ovarian  abscess,  at  once  and  permanently  controlled.  Xor, 
ought  we  fail  to  recall  a  case  of  tetany,  which  showed  itself  in 
the  last  stages  of  a  disintegrating  fibroid  of  the  uterus. 

How  useful  is  a  section,  with  the  extirpation  of  the  ovary,  when 
markedly  degenerated,  cirrhosed,  or  seriously  misplaced.  L'terine 
displacements  seldom  are.  hut  ovarian  prolapse  is.  a  more  fruit- 
ful source  of  hysteria  and  neurasthenia.  The  abatement  of  the 
nervous  disorders  shows  an  association  clear  and  well  defined. 
But  some  relationships,  although  seeming,  are  not  always  so  cer- 
tain, for  independent  affections  of  the  nerve  centers  and  the  spinal 
column,  anemic  states,  irritations  in  other  and  distant  parts  of 
the  body,  we  may  observe,  when  the  sexual  apparatus  is  intact. 
No  more  difficult  or  intricate  problem  have  we  at  times  to  solve 
I-  the  genital  disorder  the  more  important  (the  only  etiological 
factor  i  :  or.  are  other  causes  operative:  There  may  be  no  re- 
lationship, both  conditions  being  the  result  of  a  bad  inheritance,  a 
poor  education,  a  faulty  hygiene,  some  unhappy  association,  or 
some  intercurrent  disease. 

The  potent  influence  the  general  health,  especially  the  tone  of 
the  nervous  system,  has,  in  inducing  and  intensifying  local  and 
general  manifestations  of  certain  lesions.  i>  well  illustrated  in 
studying  the  etiology  and  symptomatology  of  numerous  female 
pelvic  diseases.  Let  a  woman  become  the  victim  of  some  unusual 
strain,  physical  or  mental,  then  some  insignificant  disease  of  her 
pelvic  organs  becomes  a  factor  in  the  perpetuation  of  a  nervous 
breakdown.  With  a  restoration  of,  or  a  uro<-d.  nervous  system,  she 
b,  or  di.es  not  notice,  the  ill  effects  of  a  torn  cervix,  a  retr.  >- 
verted  uterus,  or  a  cystic  ovary.  It  i-  not  a  cervical  erosion,  which 
hurts  the  nerv<  is  £  stei  ,  s  much  a-  it  is  the  nervous  disorder 
which,  draws  attention  l<>  the  dii  cervix.     A  diseased  womb 
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always  aggravates  a  hysteria,  a  neurasthenia.  Nervous  women 
feel  pain  more  acutely,  for  they  resist  it  very  poorly.  Let  a 
female  be  told  her  womb  is  out  of  place,  she  never  forgets  it ; 
often  refers  to  it.  It  makes  a  mental  impression,  strong,  lasting. 
It  is  like  telling  her  she  has  a  movable  kidney.  Suggestion  al- 
ways plays  an  important  role  in  women,  more  particularly  if  she 
has  her  attention  drawn  to  her  genital  system,  or  if  she  is  neurotic. 
The  ancient  error  of  making  the  sexual  organs  responsible  for 
hysteria  has  had  for  its  outcome  their  extirpation.  Charcot  has 
condemned  such  operations  as  unscientific.  The  appeals  made  to 
alienists,  surgeons  and  gynecologists,  in  Europe  and  America, 
have  illustrated  this  fact  of  many  so  operated  on :  A  few  were 
benefited,  because  at  times  real  diseases  of  the  removed  organs 
were  taken  away,  and  because,  in  other  instances  ( the  favorable 
results  following),  simulating  operations  were  done.  Do  we 
ever  have  a  better  illustration  of  the  power  played  by  suggestion 
in  its  therapeutic  role?  It  seems  to  me  we  all  can  endorse  the 
following  cardinal  principle  of  conduct  in  such  cases,  viz. :  Re- 
move her  diseased  appendages,  if  they  are  the  source  of  local 
and  general  disturbances,  uninfluenced  by  simpler  methods.  But 
it  seems  to  me  that  greater  discretion  and  more  patient  care  might 
save  many  female  pelvic  organs. 

1  refer  to  these  facts  to  show  how  careful,  how  tactful  we  ought 
to  be.  in  informing  our  patients  what  is  the  underlying  morbid 
entity.  We  can  talk  some  sick,  make  them  think  almost  every 
thing  about  their  pelvic  organs. 

Horatio  R.  Storer  has  been  a  most  earnest  advocate  of  the 
dependence  of  insanity  in  women  on  pelvic  disease.  That  this  is 
at  times  triu-  cannot  be  denied,  but  a  careful  inquiry  of  the  Super- 
intendents of  Insane  Asylums  meets  with  the  almost  constant 
reply  that,  the  number  of  such  cases  is  few;  other  causes  being 
conspicuous.  The  sexual  organs  play  a  small  part  in  the  produc- 
tion of  mental  disorders.  The  menstrual  functions  are  then 
often  not  deranged.  But  25  per  cent,  of  insane  women  have  any 
gynecological  disease.  No  amount  of  pelvic  or  general  physical 
disease  can  cause  a  psychosis,  unless  conditions  favorable  thereto 
are  to  be  detected  in  tin-  brain  or  in  the  nervous  system.  Al! 
fornix  of  insanity  have  nervous  exhaustion  and  depression,  with 
some  irritation,  as  inseparable  factors.  Their  presence  indicates 
a  lowered  vitality,  a  nervous  strain,  or  a  toxemia,  which  the  nerv- 
ous system  is  unable  to  withstand.  .Mental  aberrations  are  more 
frequentl)   functional  or  reflex  in  women  than  in  men:  hence  more 


palmer:  gyk  gical  and  nervoi  761 

frequently  recovered  from.  A  mental  depression  is  often  n< 
in  healthy  women,  at  the  menstrual  epoch;  therefore,  most  cases 
of  insanity,  reflex  or  otherwise,  are  worse  at  tin-  catamenial 
periods,  tnsanit)  and  female  pelvic  diseases  do  at  times  have  a 
well-defined  relation  of  cause  and  effect;  these  relationships  arc- 
rare. 

Insanity  has  been  promptly  relieved  by  gynecological  operations; 
and  it  has  immediately  followed  them.  Such  sequelae  then  noticed 
are  probably  more  common  than  after  other  operations. 

Several  factors  are  generally  at  work  in  individual  cases:  as 
some  peculiar  condition  of  the  nervous  system,  inherited  or  ac- 
quired, as  well  as  the  attending  shock,  and  the  anesthetic;  these 
are  more  to  blame  than  the  gynecological  operation  itself.  These 
reasons  must  he  apparent,  when  we  recognize  the  long-continued 
and  general  impairment  of  health — the  preceding  illness.  The 
surgical   shock   was   simply  the  straw  to  snap  the  mental   sanity. 

Xo  surgical  procedure  is  to  be  considered  for  insane  women, 
unless  warranted  on  the  sane.  None  should  be  neglected  in  cases 
of  insanity,  whether  for  causative  lesions  or  not,  if  bodily  comfort 
of  and  diminished  care  for  such  are  reasonably  assured.  An 
exact  understanding  of  all  pelvic  conditions  of  insane  women 
should  be  obtained  early  in  their  management,  and  in  the  presence 
of  one  or  more  witnesses. 

Migraine,  a  nervous  disease,  accompanied  by  vaso-motor 
changes,  is  most  common  in  females,  and  is  so  often  associated 
with  the  function  or  cessation  of  menstruation,  as  to  give  rise  to 
the  presumption  that  it  originates  exclusively  from  this  source. 
Genital  diseases,  functional  and  organic,  aggravate  these  nerve 
storms. 

"The  climacteric  is  an  inverted  puberty."  The  process  of  in- 
volution, like  the  train  of  evolution,  is  attended  with  stress  and 
difficulty;  hence  nerve  perturbations  at  these  periods  of  life. 

There  is  no  disease,  which  has  a  more  intimate  relation  to  the 
body  at  large  and  the  general  health  of  women  than  dysmenor- 
rhea. Functional  disorder  though  it  is,  when  loiv  continued  an  1 
severe,  it  makes  more  invalids  than  any  other  pelvic  disi 

Pain  is  always  a  relative  thing  to  individuals,  hut  oft  repeated 

in  attacks  over  many  years,  lead-  to  hysteria,  neurasthenia,  and 

plete   invalidism.      Dysmenorrhea   is   most    intense    in    some 

voting  women,  who  show  no  other  symptom  of  a  neurasthenia. 

To  the  nervous  system  in  general  of  such  sufferers  can  we  ascribe 

ree  and  the  kind  of  pain. 
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Authorities  speak  of  psychical  amenorrhea.  I  have  often 
thought,  and  now  firmly  believe  that,  there  is  a  psychical  dysmen 
orrhea,  for  some  of  these  cases  seemingly  do  not  suffer  any  pelvic 
pain,  until  they  mentally  are  cognizant  of  the  physical  presence 
of  the  flow ;  or,  in  other  words,  would  not  complain,  if  they  were 
kept  in  ignorance  of  its  presence. 

The  enormous  influence  of  the  mind  over  the  body  is  shown 
in  some  of  the  functional  disorders  of  the  bladder.  Polyuria, 
like  the  frequency  of  micturition,  is  often  absent,  if  the  mind  is 
engaged  or  otherwise  diverted. 

To  my  mind,  it  is  unreasonable  to  affirm  that  there  is  no  such 
thing  as  the  neuralgic  form  of  dysmenorrhea — the  spasmodic  of 
some  authors.  A  neurotic  diathesis,  a  city  life,  sedentary  habits, 
and  undue  development  of  the  brain  over  the  body,  make  an 
increased  sensitiveness,  an  inordinate  reflex  excitability,  a  rela- 
tive sensibility  to  menstruation,  purely  constitutional  in  its  nature, 
without,  it  may  be,  a  single  sign  of  structural  lesion  of  the  endo- 
metrium. This  painful  menstruation  is  but  a  local  expression  of 
a  general  neurosis. 

In  the  treatment  of  women  for  the  special  diseases  of  her  sex, 
there  is  too  much  of  a  tendency  to  place  undue  stress  on  real  or 
supposed  lesions  of  her  reproductive  organs.  This  is  particularly 
true  in  reference  to  some  so-called  ovarian  affections.  Gyne- 
cology of  to-day  would  not  amount  to  much  without  an  appro- 
priate surgery,  but  indiscreet  surgery  like  over-medication  may 
be  an  abuse.  Every  theory  in  medicine  must  be  the  outgrowth  of 
an  extended  experience.  "Knowledge  comes,  but  wisdom 
lingers.'' 


Dr.  Walter  P.  Manton,  of  Detroit.  Michigan,  said  that  this 
was  a  subject  in  which  he  had  been  interested  for  a  number  of 
The  subject  was  too  large  to  go  into  a  detailed  discussion. 
Three  or  four  years  ago  the  speaker  published  a  paper  in  which 
ave  the  results  of  his  examinations  of  a  number  of  insane 
women  in  reference  to  the  frequency  of  pelvic  disease,  and  he 
found  that  local  pathological  conditions  of  the  pelvis  were  frequent 
in  that  class  of  cas 

He  reiterated,  as  he  bad  frequently  done  in  his  experience,  that 
he  bad  never  seen  a  case  of  insanity  which  could  be  traced  directly 
i"  any  pelvic  or  abdominal  lesion,  I  iccasionall)  one  saw  cases  of 
post-operative  insanity.  lie  went  through  the  asylum  records. 
and  of  a  large  number  of  cases  lie  found  but  two  on  record  in 
which  the  mental  condition   was  '\uc  to  operative  intervention. 
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He  excluded  puerperal  cases  of  insanit)  in  referring  to  such  dis- 
orders. 

Fifteen  years  ago,  when  he  began  his  work  in  this  line,  and  he 
had  ha<l  a  large  experience  in  dealing  with  this  class  of  cases,  he 
thought  possibly  by  the  removal  of  the  tubes  and  ovaries  the  men- 
tal condition  of  the  patient  had  been  aggravated  by  the  pelvic  dis- 
and  it  was  thought  the  removal  of  these  organs  would  relieve 
the  mental  condition.  This,  however,  was  soon  abandoned  after 
operating  two  or  three  times,  and  at  present  operations  were  done 

only  for  the  relief  of  pathological  condition^.      lie  had  never  seen 

a  case  of  insanity  cured  by  operative  measures,  although  one-  or 
two  cases  had  been  reported  from  the  asylums  where  relief  fol- 
lowed operations.  In  every  instance  in  which  an  insane  woman 
was  suffering  from  pelvic  or  abdominal  disease,  there  was  always 
improvement  both  in  the  mental  and  general  condition  of  the  pa- 
tient following  the  removal  of  the  local  irritation. 

Dr.  Philander  A.  Harris,  of  Paterson.  X.  J.,  said  he  could  not 
recall  but  one  instance  in  which  there  was  evidence  of  insanit)  or 
of  delusions  becoming  specially  fixed  and  appearing  in  the  life  ol 
the  individual  at  one  particular  time,  and  as  the  result  of  one  con- 
dition. A  young  married  woman,  who  was  of  a  cheerful  disposi- 
tion, upon  becoming  pregnant,  became  taciturn  and  in  bad  humor 
when  spoken  to.  She  (lid  not  enter  into  her  ordinary  household 
duties,  because  she  had  lost  interest  in  them.  She  went  through 
her  rirst  pregnancy  with  a  great  deal  of  trouble  to  her  husband  and 
friends.  At  one  time  she  had  suicidal  mania,  but  after  the  birth 
of  her  rirst  child,  so  far  as  any  one  could  discover,  she  returned  to 
her  cheerful  disposition.  In  about  two  years  she  again  became 
pregnant,  but  in  the  interval  between  the  pregnancies  there  was 
nothing  observed  either  by  her  husband  or  friends  which  would 
indicate  that  she  was  mentally  unbalanced.  At  the  second  preg- 
nancy she  again  became  taciturn  and  morose,  and  her  physician, 
after  learning  the  history  of  the  case,  produced  an  abortion,  and 
terminated  pregnancy,  shortly  after  which  she  returned  to  her 
usual  cheerful  disposition.  Later  her  physician  exsected  the  prox- 
imal ends  of  the  tubes  to  prevent  subsequent  pregnancy.  This 
case  strikingly  illustrated  that  there  was  nothing  wrong  with  the 
mentality  of  the  patient  prior  to  her  first  pregnancy. 

Dr.  J.  DUNCAN  Emmet,  of  New  York  City,  said  he  had  had  no 
personal  experience  with  insanity  in  its  relation  to  pelvic  pathologi- 
cal conditions,  but  he  had  seen  a  great  many  cases  of  hysteria  asso- 
ciated with  laceration  of  the  cervix,  and  of  other  injuries  connected 
with  the  genital  organs.  When  hysteria  was  habitual,  when  it 
became  a  chronic  habit,  it  generally  had  for  its  basj>  a  lesion  of 
portion  of  the  genital  apparatus.  Its  connection  with  lacera- 
ti'  ns  of  the  cervix  had  been  clearly  shown,  in  that  it  would  dis- 
appear  after  the  lacerations  were  repaired.  lie  had  seen  so  many 
such  cases,  in  which  the  hysteria  disappeared  after  the  repair  of 

ition,   that   he   thought    the   experience   of   the   es^a\JM    was   ;i; 

variance  with  the  greater  number  of  gynecologists  who  had  done 
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much  plastic  work.  Only  a  day  or  two  ago  he  had  operated  on  a 
young  woman,  who,  about  six  months  after  her  first  child  had  been 
born,  was  suddenly  seized  with  an  almost  irresistible  desire  to  in- 
jure her  child,  or  to  murder  it,  and  this  feeling  was  repeated  again 
and  again  for  nearly  a  year.  The  woman  was  very  intelligent.,  and 
was  subject  to  frequent  spells  of  general  mental  depression.  She 
had  no  idea  that  there  was  anything  the  matter  with  her  genital 
organs  except  in  a  general  way.  She  had  no  idea  that  she  had  a 
laceration  of  the  cervix.  He  amputated  the  cervix  a  day  or  two 
ago,  and  was  perfectly  convinced  that  she  would  be  entirely  re- 
lieved of  those  symptoms  in  the  course,  possibly,  of  six  months. 

Dr.  Willis  E.  Ford,  of  Utica,  N.  Y.,  said  that  physicians  ought 
to  distinguish  between  the  fact  that  neurasthenia  was  not  produced 
by  any  particular  local  lesion,  and  that  it  was  more  common  in 
women  than  in  men.  It  was  not  produced  by  any  particular  dis- 
ease, and  the  actions  of  life  brought  forward  any  weaknesses  of 
the  nervous  system  which  were  inherent  in  the  man  or  woman. 
He  said  there  were  no  cases  that  were  so  intractable  to  all  methods 
of  treatment  as  sexual  neurasthenics.  It  was  a  mistake  to  believe 
that  neurasthenia  was  produced  by  a  slight  pelvic  lesion.  He  pre- 
sented to  the  Society  years  ago  a  series  of  seventy-five  selected 
cases  of  trachelorrhaphy,  the  operation  having  been  done  for  the 
relief  of  nervous  symptoms,  without  any  marked  ultimate  results 
except  what  might  be  attributed  to  an  improvement  in  the  general 
health.  He  thought  the  same  held  true  to-day.  According  to  his 
own  observations,  relaxation  of  the  vaginal  outlet  produced  in- 
finitely more  nervous  disturbances  than  any  condition  about  the 
cervix.  The  cervix  might  be  torn  or  the  uterus  displaced,  and  if 
the  woman  was  in  good  health,  it  would  not  be  noticed  :  but  relaxa- 
tion of  the  perineum,  with  enteroptosis  of  the  organs  above  pro- 
duced an  amount  of  disturbance  entirely  out  of  proportion  to  a 
similar  lesion  in  the  uterus. 

Dr.  Eugene  C.  Gehrung,  of  St.  Louis.  Mo.,  said  that  his  ex- 
perience contradicted  some  of  the  opmions  expressed,  that  minor 
gynecological  disturbances  did  not  infrequently  cause  different  de- 
grees of  insanity.  He  recalled  many  cases  of  melancholia  and 
hysteria,  so  designated  by  experts  of  insane  asylums,  which  he  had 
relieved  and  cured  by  simply  applying  pessaries.  In  some  in- 
stances he  thought  severe  cases  of  amenorrhea  and  dysmenorrhea 
might  he  tin-  cause-  of  insanity.  A  more  frequent  cause,  perhaps. 
was  metrorrhagia  or  menorrhagia,  especially  if  of  long  (Juration. 

Dr.  Arthur  W.  Johnstone,  of  Cincinnati.  Ohio,  said  he 
thought  the  profession  was  entirely  off  as  to  what  really  caused 
neurasthenia,  lie  recalled  tin-  case  of  a  young  man  who.  for  a 
considerable  time,  was  neurasthenic  and  went  aboul  on  crutches. 
His  condition  was  found  to  he  due  t«>  a  stricture  of  the  urethra. 
I '.diind    the    stricture    was   an    ulcer,    and    from    this   ulcer   he    was 

getting  c< instant  absi  >rpti<  m  1  if  ptomaines.  A  fter  rest*  >ring  the  cali- 
ber of  the  urethra  and  treating  the  ulcer,  the  y<  >ung  man  was  cured. 
I  [e  threw  awav  his  crutch< 


vineberg:   iui  \  i  mini    i 

Dr.  Georgi  Ti  i  ker  Harrison,  of  New  York  City,  said  thai 
this  was  the  most  important  subject  that  could  possibh  be  brought 
to  the  attention  of  the  members  of  tl  \11  those  who 

had  come  in  contacl  with  neurologists,  and  had  discussed  the  rela- 
tion of  tin  genital  organs  to  nervous  affections,  must  have  been 
convinced  that  tlu-  neurologist  had  not  thrown  the  slightest  light 
upon  the  subject,  and  if  an)  of  the  members  had  over  received  any 
tance  from  neurologists,  he  thought  they  were  more  fortunate 
than  lie  had  been. 

The  relation  of  gynecic  d  •  insanity  was  interesting,     He 

had  seen  a  number  of  cases  of  insanity  in  women,  but  in  only  a 
few  of  them  could  he  directly  attribute  the  insanity  to  a  gynecic 
affection.  I. ike  Dr.  <  lehrung,  after  a  profuse  hemorrhage  he  had 
seen  symptoms  of  mental  derangement  in  persons  in  whom  there 
was  a  latent  predisposition  to  insanity,  which  were  called  into 
activity  by  the  disease,  but  what  particularly  interested  him  was 
the  relation  of  post-operative  insanity  to  gynecic  disease.  He  re- 
called a  case  of  Cesarean  section  in  which  he  assisted  1  >r.  Grandin 
The  operation  was  done  skilfully;  there  was  no  sepsis,  but  the 
patient  died  from  insanity  after  the  operation. 

Dr.  Palmer,  in  closing  the  discussion,  expressed  his  gratifica- 
tion that  his  paper  had  elicited  so  much  discussion.  Not  enough 
attention  was  devoted  to  this  subject  in  everyday  work.  A-  to 
rerlex  disturbances  from  hysteria,  there  was  no  disease  inside  of 
the  pelvis  of  n  woman  which,  in  its  primary  and  secondary  effects, 
produced  the  amount  of  reflex  disturbance  that  a  lacerated  cervix 
did.  The  profession  was  therefore  indebted  to  Dr.  Emmet  for 
referring  to  these  reflex  disturbances  and  effecting  their  cure  by 
proper  repair  of  the  laceration. 

Dr.  Hiram  X.  Vineberg,  of  New  York  City,  contributed  a  pa- 
per on 

THE  ETIOLOGY,  PATHOLOGY  AND  TREATMENT  OF  PUERPERAL  SEPSIS.1 

Dr.  William  R.  Pryor,  of  New  York  City,  took  i>>ue  with  the 
•he  significance  of  certain  pathogenic  germs.  Very 
in  mild  cases  of  puerperal  sepsis  was  the  streptococcus 
found  present,  whereas  in  the  severe  cases  streptococci  were  pres- 
ent. In  the  mild  cases  other  kinds  of  germs  were  found,  chiefly 
staphylococci  ami  saprophytic  bacteria.  He  had  learned  from  ex- 
perience that  the  streptococcic  form  of  puerperal  sepsis  was  the 
one  that  demanded  careful  attention,  a-  upon  the  number  of  stiep- 

•und  would  depend  very  largely  the  character  of  th< 
•  -       Epidemics  of  puerperal  sepsis  varied  materially.     In  oni 
demic  the  mortality  would  range  from  two  to  three  or  possibly  live 
per  cent:  in  another  there  would  be  a  mortality  of  2J  per  cent. 
A-  to  the  use  of  the  curette,  it  should  not  be  considered  lightly. 

1  To  appear  later. 
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In  a  case  of  local  infection,  to  inflict  trauma  over  the  whole  inside 
of  the  uterus  by  means  of  the  curette  usually  meant  the  dissemina- 
tion of  the  infection,  and  he  believed  it  was  bad  practice  to  adopt. 

He  condemned  hysterectomy  unqualifiedly  in  patients  suffering 
from  septicemia,  saying  that  nothing  could  be  gained  by  the  re- 
moval of  the  uterus. 

Dr.  Edwin  B.  Cragin,  of  New  York  City,  said  he  had  been 
working  at  the  problem  of  puerperal  sepsis  from  a  little  different 
standpoint  to  that  of  Dr.  Pryor,  inasmuch  as  he  had  the  responsi- 
bility of  the  Sloane  Maternity  Hospital,  and  at  the  same  time  hav- 
ing the  conduct  of  the  use  of  the  Laboratory  of  the  College  of 
Physicians  and  Surgeons.  Having  fourteen  hundred  cases  at  the 
Sloane  Maternity  a  year,  he  was  brought  in  touch  with  obstetrics 
from  the  practical  side,  but  he  was  free  to  admit  that  occasionally 
there  was  a  case  of  infection,  because  cases  were  admitted  unde- 
livered, no  matter  whether  they  had  been  handled  by  midwives  or 
by  beginners.  They  were  admitted  whether  they  were  just  in 
labor,  or  whether  they  had  been  in  labor  for  several  days.  Further- 
more, occasionally  a  case  or  two  had  been  lost  from  infection,  al- 
though both  pathologist  and  bacteriologist  had  been  unable  to  find 
streptococci.  In  a  number  of  severe  cases  of  puerperal  sepsis, 
there  had  been  varieties  of  bacteria  found  in  the  uterus,  but  usually 
the  most  severe  cases  showed  the  streptococcus. 

Coming  to  the  practical  management  of  infection  in  the  wards 
of  a  maternity  hospital,  if  he  had  learned  anything  from  his  ex- 
perience, he  desired  to  put  forward  two  things  above  everything1 
else.  First,  to  make  sure  the  uterus  was  empty.  Second,  in  mak- 
ing sure  that  the  uterus  was  empty,  to  do  just  as  little  damage  to 
the  inside  of  the  organ  as  possible.  This  brought  up  the  question 
of  curettage,  and  he  was  in  the  habit  at  the  Sloane  Maternity  of 
dividing  curettage  into  two  parts.  First,  manual  curettage,  and, 
second,  instrumental  curettage,  always  desiring  the  manual  where 
this  was  possible.  But,  first  of  all,  one  should  make  sure  that  the 
uterus  was  emptied  with  the  hand  or  finger,  if  the  temperature  did 
not  decline  to  normal  or  practically  so  after  the  intrauterine  douche. 
If  one  could  not  remove  the  debris  from  the  uterus  with  the  finger, 
the  curette  should  be  used  merely  as  a  substitute  for  it.  He  pre- 
ferred a  blunt  curette,  but  one  that  was  stiff,  remembering  always 
that  its  use  was  to  be  undertaken  with  the  least  possible  abrasion 
to  the  inside  of  the  uterus.  In  using  the  curette,  care  should  be 
taken  not  to  open  up  new  avenues  and  thus  cause  a  general  infec- 
tion. Patients  who  were  suffering  from  toxemia,  or  from  what 
was  sometimes  called  sapremia,  were  in  a  condition  favorable  for 
the  commencement  of  septicemia  if  unrelieved. 

In  regard  to  hysterectomy,  or  a  severe  abdominal  operation,  he 
believed  this  operation  was  seldom  indicated  in  maternity  hospitals. 
I  ases  of  pus  tubes  and  abscesses  in  the  uterus  should  be  operated 
upon. 

Dr.  J.  WHITRIDGE  WILLIAMS,  of  Baltimore,  Maryland,  stated! 
that  his  views  concerning  puerperal  sepsis  were  pretty  well  known 
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to  the  members,  and  he  had  very  little  to  add  to  what  he  had  said 
in  the  past.  He  rtoticed  that  the  essayist  had  stated  in  the  abstract 
of  his  paper  that  had  been  read  that  a  bacteriological  examination 
was  of  very  little  value.  He  took  a  decided  stand  against  that, 
because  the  more  he  had  seen  of  puerperal  infection,  the  more  valu- 
able he  considered  the  results  of  a  bacteriological  examination  of 
the  uterine  lochia  and  of  the  blood  as  well.  (  >f  course,  in  many 
cases  there  was  no  definite  indication  for  treatment  from  Mich  a 
bacteriological  examination,  yet  there-  was  absolutely  no  doubt  in 
his  mind  that  important  information  as  to  the  condition  of  the  pa- 
tient was  revealed.  It  was  always  a  great  comfort  to  him.  when 
he  saw  a  woman  with  a  high  temperature  and  rapid  pulse  follow- 
ing labor,  to  know  whether  the  uterus  contained  bacteria  and  what 
sort  of  bacteria.  If  he  found  there  were  streptococci  present,  ami 
the  condition  was  serious,  he  was  very  much  alarmed  about  it.  If 
the  gonococcus  was  present,  he  did  not  bother  very  much  about  it. 
If  the  colon  bacillus  was  present,  he  bothered  very  little  about  it, 
and  if  the  ordinary  putrefactive  organisms  were  found,  he  did 
not  bother  at  all  about  the  case.  So  far  as  the  treatment  was  con- 
cerned, we  did  not  get  valuable  information  from  the  bacteriologi- 
cal examination,  because  he  treated  all  his  cases  practically  alike, 
but  from  a  prognostic  standpoint  one  could  not  overestimate  the 
value  of  it.  At  the  same  time,  it  was  not  an  absolute  method,  as 
sometimes  it  led  the  profession  astray.  He  saw  a  woman  on  Sun- 
day who  had  a  severe  infection.  He  took  cultures  of  the  uterus, 
and  found  they  were  sterile,  and  exactly  what  the  condition  was  he 
did  not  know.  In  that  case  a  bacteriological  examination  was  of 
no  value,  but  in  spite  of  a  few  exceptions  of  that  kind,  these  ex- 
aminations did  much  good,  and  had  saved  him  a  large  amount  of 
worry.  We  were  not  able  to  tell  the  course  of  the  disease  by  know- 
ing the  form  of  bacillus  present :  we  had  no  means  of  telling  the 
virulence  of  the  organism. 

The  examination  of  the  blood  was  a  matter  about  which  he 
could  not  say  so  much.  When  bacteria  were  found  circulating  in 
the  blood,  the  woman  was  in  a  serious  condition,  but  the  finding 
of  streptococci  circulating  in  the  blood  was  not  necessarily  of  great 
prognostic  significance,  because  a  large  number  of  women  in  this 
condition  recovered. 

Coming  to  the  treatment,  which  was  the  most  important 
feature,  he  had  several  times  expressed  his  ideas  as  to  curettage. 
If  a  woman  had  Streptococcic  infection,  the  curette  was  harmful, 
and  he  believed  the  bad  results  of  many  practitioners  were  due  al- 
together  to  the  practice  of  curetting  such  cases.  Whenever  he  saw 
a  woman  with  streptococcus  infection,  he  did  not  think  of  using 
the  curette,  but  simply  gave  her  a  single  douche  of  sterile  salt 
solution  and  left  her  alone.  (  »n  the  other  hand,  if  he  found  the 
uterus  with  necrotic  material  in  it,  particularly  if  the  infection  was 
due  to  putrefactive  organisms,  he  cleaned  out  the  uterus  with  his 
finger.    Even  then  he  did  not  curette.    From  his  point  of  view,  the 
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curette  had  altogether  disappeared,  and  the  only  time  it  was  used 
by  him  was  after  cases  of  abortion. 

Passing  on  to  the  operative  treatment,  he  thought  it  was  ex- 
tremely limited  in  cases  of  puerperal  sepsis.  In  those  cases  in 
which  there  was  pus  formation  or  otosalpinx,  or  a  similar  condi- 
tion following  abortion  or  labor,  operation  as  such  was  indicated  as 
under  other  circumstances.  Likewise,  in  the  rare  cases  in  which 
there  was  abscess  formation  in  the  uterine  wall,  hysterectomy  was 
indicated.  But.  leaving  out  this  class  of  cases,  he  believed  opera- 
tive intervention  was  very  limited.  He  had  seen  but  two  cases  in 
which  he  felt  operation  was  distinctly  called  for.  One  of  these 
was  a  woman  who  had  a  retained  adherent  placenta,  which  the  at- 
tendant made  attempts  to  remove,  but  absolutely  failed.  The  wo- 
man was  profoundly  infected.  The  placenta  and  uterine  wall 
were,  t"  all  intents  and  purposes,  a  single  structure. 

The  other  case  which  he  saw,  and  which  demanded  operation, 
was  a  woman  with  a  thrombosed  vessel  as  large  as  one's  rhumb 
coming  <  >ff  from  the  right  side  of  the  uterus.  He  operated,  and  re- 
moved the  thrombosed  vessel,  the  woman  making  a  recovery. 
This  had  been  his  entire  experience  with  operations  under  these 
circumstances,  and  he  believed  that  obstetricians  should  be  ex- 
tremely conservative  in  the  matter. 

He  could  not  endorse  the  views  which  Tuffier  advanced  at  the 
Ci  ingress,  namely,  that  if  one  could  not  do  anything  else  he  should 
operate,  because  he  believed  indiscriminate  operating  would  kill 
more  women  than  would  be  saved,  and  obstetricians  should  be  ex- 
tremely cautious  as  regards  the  indications,  and  reserve  operative 
procedures  for  the  few  cases  in  which  they  were  distinctly  indi- 

Dr.  Matthew  D.  Manx,  of  Buffalo,  X.  Y..  said  there  was  one 
germ  which  sometimes  attacked  the  puerperal  woman  which  had 
not  been  mentioned,  and  this  was  the  ^onococcus.     Ci  gono- 

coccus  infection  generally  showed  themselves  rather  late,  that  is, 
the  symptoms  came  on  a-  late  as  the  tenth  day.  or  after  that.  Usu- 
ally they  were  not  very  severe.  Recently  he  saw  a  case  of  suffi- 
cient interest  to  put  on  record.  The  patient,  at  the  time  he  saw 
her.  had  been  sick  for  more  than  a  week.  Her  temperature  had 
been  ranging  from   107     to  108     for  a  number  of  days  before  he 

ailed  in  consultation.  Strange  to  say,  her  pulse  was  not  very 
rapid,  it  being  120.  Examination  of  the  discharges,  by  competent 
•  -.  showed  a  pure  culture  ^\  the  gi  >nococcus.  No  other 
Lrerm  was  present  in  any  of  the  secretion?.  Il<-  thoughl  possibly 
that  the  infection  would  localize  itself  and  the  woman  would  re- 
cover, but  as  the  joints  were  affected,  and  the  heart  involved,  the 
patient  eventually  died,  her  temperature  jusl  before  death  reach- 
ing 111.    Such  cases  wen-  rare.     It  was  the  only  one  he  had  ever 

although  he  had  seen  cases  of  gonorrheal  infection  following 

labor  that  had  localized  themselves  in  the  tube-,  and  had  recovered- 

CCUS  infection  and  it-  treatment,  he  narrated  the 

of  a  patient  who  had  had  a  marked  streptococcus  infection. 
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Cultures  were  made,  and  the  streptococcus  found  t'>  1"'  present. 
Tin-  cervix  and  perineum  were  covered  with  a  diphtheritic  mem- 
brane, the  latter  being  t< >rn  and  the  patient'-  c< »n< lit i< m  seri< >us.  I  !<■ 
painted  the  cervix  with  a  strong  tincture  of  iodine,  packed  around 
it  with  Iodoform  gauze,  made  no  currettement,  and  it  <li<l  not  open 
the  cul  de  sac,  a-  he  had  done  in  other  cases,  with  great  satisfac- 
tion, but  depended  largely  in  this  case  on  the  silver  salts  or  Crede 
ointment.  The  patient  was  simply  covered  with  Crede  ointment. 
rubbed  in  every  few  hours  by  the  nurse,  and  finally  he  injected 
Crede  salts  into  the  vein.  Under  this  treatment  the  patient  im- 
proved, and  eventually  recovered. 

If  one  desired  to  gel  good  results  in  such  cases  by  the  use  of 
the  silver  salts,  it  was  necessary  to  push  them  to  the  utmost  limit, 
and  even  injecting  them  into  the  vein. 

J  )k.  G.  Gill  W'vi.ik.  of  New  York  city,  stated  that  his  experi- 
ence with  puerperal  infection  dated  hack  twenty  years.  At  that 
time  very  little  was  known  in  regard  to  the  surgical  treatment  of 
these  cases,  and  most  of  them  were  so  invariably  fatal  that  it  was 
expected  eight  out  of  ten  cases  that  came  to  the  hospital  with  this 
condition  would  die.  and  physicians  were  ready  to  sign  death  cer- 
tificate.-. There  was  no  question  in  his  mind  but  what  surgical  in- 
tervention in  these  cases  had  revolutionized  the  whole  thin-',  so 
that  of  his  first  nine  cases  treated  in  Bellevue  of  puerperal  fever. 
seven  were  cured  by  local  treatment.  I  [e  believed  a  great  deal  could 
he  'lone  in  the  worst  form-  of  the  disease.  There  were  surgical 
points  regarding  the  treatment  which  were  not  well  undersl 
and  not  thoroughly  carried  out.  The  uterus  ought  to  he  emptied 
in  almost  every  case  where  the  infection  was  due  to  the  strepto- 
coccus.    1  [is  experience  in  the  past  had  heen  that  very  few  of  these 

-  were  lost  if  thoroughly  treated.     After  emptying  the  uterus, 
thing  else  sh<  uld  he  done,  as  the  use  of  ordinary  saline  solu- 
tion f<>r  the  purpose  of  washing  away  the  effete  material  on  which 

Drainage  was  a  very  essential  feature  in  these 

-  if  there  was  material  left  in  the  uterus.  If  the  uterus  was 
not  emptied  of  the  material  that  accumulated  in  it.  it  became  a 

did  bed  f<»r  the  development  of  bacteria. 
A-  t-  ■  O]  eration,  In-  was  satisfied  that  an  expert,  if  he  saw  the 

-  earl)  enough,  even  in  the  worst  forms  of  puerperal  infection. 
where  the  Fallopian  tubes  were  involved  by  abscess  formation, 
could  save  most  of  them  by  vaginal  hysterectomy  and  drainaj 

Dr.  Edward  P.  Davis,  of  Philadelphia,  Pa.,  referred  to  the  value 
of  a  bacteriological  examination. 

rds  the  treatment  of  puerperal  sepsis,  the  general  surj 
•n  held  good,  namely,  that  pus  should  he  evacuated  wher- 
ever it  formed,  hence  incision  of  the  posterior  cul  de  sac  in  pelvic 
abscess,  followed  by  the  use  of  gauze  packing,  or  without  it.  was 
indicated.     Hysterectom)   had  practically  nothing  definite  to  sup- 

■t  in  rare  cases  of  adherent  placenta,  which  v 
curiosity  in  literature.  A  method,  which  was  attended  with  i 
lent  results,  where  irrigation  had  failed,  consisted  in  opening  the 
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abdomen,  inspecting  the  uterus,  tubes  and  ovaries,  freeing  adhe- 
sions, and  if  any  collection  of  pus  was  found  in  the  tubes,  draining 
by  iodoform  gauze  carried  through  into  the  vagina,  and  separating 
the  organs  from  abnormal  adhesions.  The  administration  of  nor- 
mal salt  solution  was  admittedly  of  great  value,  whether  used  by 
intravenous  transfusion  or  in  the  form  of  rectal  enemata,  or  by  hy- 
podermoclysis. 

He  said  he  could  not  do  better  than  to  repeat  the  statement  of 
Leopold,  that  the  surgical  treatment  of  puerperal  sepsis  at  present 
should  be  conducted  on  the  one  principle  of  evacuation  of  pus  or 
the  drainage  of  abscess,  and  that  hysterectomy  was  only  indicated 
in  those  extraordinary  cases  where  the  adherent  placenta  could 
be  removed  by  no  other  method. 

Dr.  Malcolm  McLean,  of  New  York  city,  said,  in  discussing 
such  a  paper  as  that  under  consideration,  one  should  bear  in  mind 
what  was  the  usual  practice  in  consultation  cases.  In  his  experi- 
ence he  had  found  that  the  curette  had  become  a  uniform  method 
of  treatment  in  the  hands  of  the  average  obstetrician,  and  even  the 
sharp  curette  was  used  in  many  cases,  the  consequence  being  that 
the  mortality  had  been  increased  enormously  in  septic  cases.  The 
curette  was  a  dangerous  instrument  in  the  average  hands.  It  was 
dangerous  in  almost  anyone's  hands ;  therefore  it  should  be  put 
aside.  Emptying  the  uterus  was  an  absolute  necessity,  especially 
where  there  was  evidence  of  putrid  absorption,  attended  with  chill 
and  high  temperature.  This  was  an  almost  absolute  indication 
that  there  was  detritus  remaining  in  the  uterus,  which  was  the 
starting  process.  The  endometrium  should  be  left  alone  as  much 
as  possible.  The  intrauterine  irrigation  tube  had  its  place  in  wash- 
ing out  tlu-  detritus  from  the  uterus,  but  he  questioned  the  pro- 
priety or  safety  of  repeating  these  washings  frequently.  Per- 
sonally, he  did  not  repeat  them.  The  general  use  of  the  intra- 
uterine tube  for  washing  out  the  uterus  was  a  dangerous  method 
of  treatment.  He  strongly  recommended  the  use  of  iodine  in 
these  cases. 

1  )k.  Henry  J ).  Fry,  of  Washington,  D.  C,  stated  that  at  a  meet- 
ing of  the  Society,  held  in  [888,  at  which  puerperal  sepsis  was  dis- 
cussed, reference  was  made  to  infection  due  to  the  streptococcus. 
He  regretted  not  having  heard  the  paper  this  morning,  but  judging 
from  the  abstract  of  it  the  author  recommended  the  use  of  the  cu- 
rette irrespective  of  the  germs  producing  the  infection.  The  prac- 
tice at  the  Columbian  Hospital,  where  they  had  a  large  number  of 
maternity  cases,  in  the  beginning  of  sepsis,  where  the  infection  was 
apparently  confined  to  the  uterine  cavity,  was  to  thoroughlv 
cleanse  the  uterus,  and  after  having  taken  a  culture,  active  treat- 
ment of  the  uterus  was  suspended  until  the  result  of  the  culture 
was  known.  If  there  were  retained  pieces  of  placenta  or  blood 
clot,  accompanied  with  a  foul  odor,  and  producing  infection,  the 
indication  for  cleaning  out  the  uterus  was  clear.  But  if.  on  the 
contrary,  the  culture  showed  the  presence  of  streptococcus,  staphy- 
lococcus, colon   bacillus,  gonococcus,  or  any   of  these   infective 
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agents,  the  uterus  was  lei  alone,  and  particularly  In  cases  of  strep- 
tococcic infection,  he  believed  the  use  of  the  curette  did  a  great  deal 
of  harm,  [f  the  streptococci  infected  the  musculature  of  the  uterus 
one  could  not  possibl)  reach  the  infected  area  with  the  curette,  and 
in  the  majority  of  cases  of  streptococcus  infection  the  aria  was 
localized.  It  was  not  general.  Nature  was  attempting  to  protect 
the  patient  by  throwing  out  a  protective  zone  of  inflammatory 
tissue  in  which  there  were  a  number  of  leucocytes,  and  the  strepto- 
cocci were  kept  out.  If  the  curette  was  used,  this  protective  zone 
was  broken  down,  so  that  the  streptococci  were  enabled  to  gain 
entrance  to  the  system,  and  cause  a  general  systemic  infection. 

In  cases  of  criminal  abortion,  he  had  seen  repeatedly  cases  with 
septic  conditions  doing  fairly  well,  yet  after  the  curette  was  used 
some  of  the  patients  died  in  a  few  days.  He  pointed  out  the  im- 
portance of  making  a  distinction  between  puerperal  sepsis,  accord- 
ing to  the  agent  producing  the  infection,  and  recommended  making 
culture  tests,  then  allowing  the  treatment  to  be  guided  or  governed 
largely  by  that  result. 

Dr.  Rop.ert  A.  Murray,  of  New  York  city,  said  there  was  a 
medium  ground  to  take  with  reference  to  the  use  of  the  curette  and 
also  irrigation  in  the  treatment  of  puerperal  sepsis.  If  any  of  the 
members  of  the  Society  were  to  see  a  case  of  puerperal  sepsis,  he 
questioned  whether  the  first  impulse  would  not  be  to  first  find  out 
what  was  in  the  uterus,  and  if  there  was  debris  in  it.  to  detach  it 
with  the  finger,  if  possible,  or  the  curette.  A  good  deal  depended 
on  the  nature  of  the  infection.  When  one  treated  a  case  of  gon- 
orrheal infection,  he  did  not  simply  give  one  injection  and  leave 
the  patient  alone,  as  no  one  would  be  successful  in  treating  that  in- 
fection in  such  a  manner.  When  there  was  an  infection  of  the 
uterus,  the  uterine  cavity  should  be  washed  clean  and  kept  so.  and 
in  certain  cases  it  was  very  essential  to  resort  to  free  irrigation. 
He  had  seen  a  number  of  cases  of  infection  from  laceration  of  the 
vagina  following  the  application  of  forceps,  yet  after  thorough 
disinfection  and  cleaning  of  the  uterus,  the  patients  got  along  com- 
paratively well,  but  those  that  were  desperately  sick  had  to  be  nour- 
ished and  strengthened,  but  these  patients  had  a  chance  to  recover 
without  surgical  intervention. 

Dr.  1  Ikk.max  J.  BoLDT,  of  New  York  city,  stated  that  experience 
had  taught  him  that  a  bacteriological  examination  of  the  secretions 
of  the  vagina  or  uterus,  or  a  bacteriological  examination  of  the 
blood,  gave  no  definite  indication  whatever,  because  the  patients 
usually  had  a  mixed  infection,  streptococci  and  staphylococci  being 
found  in  the  secretions  of  the  uterus.  These  cases  manifested  mild 
symptoms,  so  that  surgical  intervention  was  not  indicated.  In  all 
patients  that  had  come  under  his  care,  both  examinations  of  the 
secretions  and  of  the  blood  had  been  invariably  made.      In  Si  >me  of 

the  patients  who  showed  bacteria  in  the  blood  he  found  pure  strep- 
tococcus infection,  pure  Staphylococcus  infection,  and  because  of 
general   condition   of  the  patient,    which   did  not   indicate  the 
ESSlty  of  surgical  intervention,  they  were  left  alone  and  BCCOV- 
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cred.  On  the  other  hand,  very  many  patients  showed  nothing  in 
the  blood,  yet  death  ensued,  so  that,  as  the  result  of  the  accumu- 
lated experiences,  a  bacteriological  examination  of  such  cases  did 
not  give  a  clue  as  to  the  indications  for  treatment. 

So  far  as  hysterectomy  was  concerned,  he  did  not  believe  it 
Avas  of  any  avail  in  the  severe  cases  of  puerperal  septicemia,  par- 
ticularly the  fourdroyant  forms,  where  the  patient  died  within  a 
few  days. 

Dr.  Seth  C.  Gordon,  of  Portland,  Maine,  believed  that  surgical 
treatment  in  cases  of  puerperal  sepsis  was  undertaken  too  early. 
If  there  was  abscess  or  pus  in  the  Fallopian  tubes,  he  believed  these 
abscesses  ought  not  to  be  opened,  until  one  was  quite  certain  that 
he  could  make  a  straight  incision  from  the  vaginal  vault  into  the 
abscess  cavity,  without  having  any  doubt  as  to  whether  the  pus 
was  united  to  the  top  of  the  vaginal  wall.  Every  time 
an  abrasion  was  made  in  the  uterus  with  the  curette  or 
knife,  in  the  vagina  or  anywhere  else,  unless  the  opera- 
tor went  straight  to  the  point  of  infection,  he  opened  up 
a  new  avenue  of  infection,  thus  doing  a  great  deal  of 
harm.  He  had  seen  quite  a  number  of  cases  of  puerperal  sepsis 
in  consultation,  and  usually  the  attending  physician  was  under  the 
impression  that  some  surgical  work  was  necessary.  The  attendant 
usually  concluded  to  do  a  vaginal  hysterectomy,  to  open  the  vagina 
and  remove  a  pus  tube,  to  curette  the  uterus,  or  to  do  some  other 
operation.  This  was  all  right  in  pus  cases,  when  one  was  reason- 
ably sure  that  he  could  make  a  direct  opening  into  the  pus  tube 
itself  and  not  open  up  a  new  point  of  infection  by  so  doing.  He 
thought  the  use  of  the  curette  ought  to  be  almost  out  of  date.  He 
believed  in  washing  out  the  uterus  with  saline  solution,  and  repeat- 
ing it.  He  did  not  think  once  was  enough.  (  )ne  of  the  most 
efficient  remedies  in  this  class  of  cases  was  lai  ge  doses  of  quinine, 
frequently  repeated.  He  believed  it  was  one  of  the  most  valuable 
ts  we  had  in  this  class  of  cases.  He  had  seen  two  or  three 
reinfected  at  new  points  simply  because  an  effort  was  made 
to  reach  a  pus  tube  which  was  not  ready  to  be  opened.  In  his 
opinion  surgical  intervention  was  to  be  carefully  guarded  and  was 
to  be  undertaken  rather  late  in  the  case. 

Dr.  II.*..  W'i'.Tii  erill,  of  Denver,  Col<  irado,  by  invitation,  said 
it  was  necessan  to  make  n  distinction  in  the  classification  between 
infection  which  occurred  after  an  abortion  and  infection  which 
took  place  after  labor  at  term.  In  one  instance  the  uterus  con- 
tained considerable  detritus,  which  must,  of  necessity,  be  removed. 
I:   the  other  case  the  use  of  the  curette  was  not  necessary. 

The  discussion  of  the  subject  was  not  complete  without  an  allu- 
sion to  a  method  of  treatment  which  had  been  presented  t<>  the  pro- 
fession for  several  years,  but  which  bad  nol  been  generally 
adopted.  He  alluded  to  the  alcohol  method  of  irrigation,  or  the 
<  larosso  method,  which  was  br< night  to  the  attention  of  the  profes- 
sion by  Dr.  Edward  J.  111.  of  Newark,  \.  I.,  seven  or  eight  years 
The  alcohol  method  of  Carosso  depended  on  one  or  two 
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things.     It  depended  upon  the  localization  of  the  original  point  of 
infection,  in  the  first  place,  and,  in  the  second,  its  success  depi 
upon  drainage,  and  in  speaking  of  drainage  the  author  dii 
mean  drainage  bv  gauze,  l»ut  drainage  with  a  tube. 


REPETITION    OF    CESAREAN    SECTION    ON    THE    SAME   PA- 
TIENT:   THE  EXPERIENCE  OF  THE  BOSTON 
LYING-IN  HI  ISPITAL. 


CHARLES    M.    GREEN,     M.l>.. 
Boston. 


Eight  or  nine  years  ago,  a  patient  entering  the  Boston  Lying- 
in  Hospital  for  an  elective  Cesarean  section  made  the  request 
that  in  the  performance  of  the  operation,  steps  be  taken  to  make 
it  impossible  for  her  to  become  pregnant  again  and  again  to  be 
subjected  to  the  risks  of  deliver}'  by  abdominal  section.  Time 
permitting,  this  request  was  given  careful  consideration,  with  the 
result  that  it  was  officially  decided  that,  while  the  judgment  of  the 
surgeon  should  be  left  free  to  deal  with  pathological  conditions, 
the  policy  of  the  Hospital  should  be  never  to  remove  healthy 
organs  with  the  object  of  preventing  subsequent  pregnancy. 
Under  this  policy  the  experience  of  the  Hospital  has  been  as 
follows  : — 

(  If  fifty  Csesarean  sections  in  the  last  nine  years,  nine  have  been 
repeated  operations,  performed  on  eight  patients:  that  is,  second 
sections  have  been  done  on  eight  women,  and  in  one  case  s< 
has  been  repeated  twice. 

i. — M.  McH.,  Irish,  first  labor  in  out-patient  departmei 
the  Boston  Lying-in  Hospital  in  1897;  m^n  forceps,  child  still- 
born: advised  to  have  Csesarean  section  in  event  of  second  | 
nancy.  Entered  Hospital  in  second  labor  at  term,  July,  [898; 
pelvis,  justo  minor,  c.  v.  8.5  cm.  Section  by  Dr.  Reynolds  after 
patient  had  been  in  labor  three  hours:  weight  <>i  child.  8  pounds. 
Convalescence  normal:  mother  and  child  discharged  well. 

Re-entered   Hospital,  March.   [901,  at  term,  but  not  in  labor. 
Section   by    I  )r.   Green   after  patient   had  been   in   labor  <)  h 
incision   through   -car:  some  adhesions  between   uterus  and  ab- 
dominal wall  rated  and  the  uterus  lifted  from  abdominal 
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cavity.  Time  of  operation  48  minutes.  Weight  of  child  834  lbs. 
Mother  died  in  36  hours,  apparently  of  shock.  Baby  discharged 
well. 

2.  M.  R.,  Irish. 

First  labor,  1892,  forceps,  child  lived  only  15  minutes. 

Second  labor,  1893,  forceps,  child  died  in  10  minutes. 

Third   labor,    1896,  prolapsed   funis,  child   stillborn.     These 
three  labors  not  in  charge  of  the  B.  L.  H. 

Entered  B.  L.  H.,  1897,  in  labor.  Pelvis  justo  minor,  c.v.  9 
cm.,  head  free  above  the  brim,  and  ossified;  tentative  traction 
with  forceps  by  Dr.  Reynolds  failing,  section  after  19  hours  of 
labor.  Weight  of  child  8^  lbs.  Convalescence  normal,  baby 
nursed.     Mother  and  child  discharged  well. 

Re-entered,  July,  1901,  at  full  term  of  fifth  pregnancy.  Sec- 
tion by  Dr.  Swain,  before  labor  began.  Incision  to  left  of  former 
scar :  numerous,  dense  adhesions  between  uterus  and  abdominal 
wall.  Uterus  opened  well  to  left  of  former  scar.  Weight  of 
baby  8>4  lbs.  Convalescence  normal,  baby  nursed.  Mother  and 
child  discharged  well. 

3.  J.  W.,  Irish,  sent  into  B.  L.  H.  from  O.  P.  D.,  in  Sept., 
1900,  in  labor  at  full  term  of  first  pregnancy,  on  account  of  prob- 
able dystocia  owing  to  justo  minor  pelvis,  c.v.  8  cm.,  anchylosis 
of  left  hip  joint,  and  adduction  of  left  thigh.  Section  by  Dr. 
Reynolds  after  patient  had  been  in  labor  10  hours.  Weight  of 
baby  8  lbs.  Convalescence  normal,  baby  nursed.  Mother  and 
child  discharged  well. 

Re-entered  1901,  at  full  term  of  second  pregnancy.  Section 
by  Dr.  Higgins  before  labor  began :  some  adhesions,  notably  a 
loop  of  intestine  over  fundus  uteri.  Incision  of  uterus  and  de- 
livery of  child  without  raising  uterus  from  abdominal  cavity. 
Duration  of  operation  393/3  minutes.  Baby  weighed  jy2  lbs. 
I'ninterrupted  convalescence;  baby  nursed  mother.  Mother  and 
baby  discharged  well. 

4.  M.  K.,  Irish,  brought  to  B.  L.  H.  in  1897  m  fifst  labor,  after 
prolonged  attempts  to  deliver  with  high  forceps :  foetus  dead, 
craniotomy.  Advised  to  have  Cesarean  section  in  event  of  sec- 
ond pregnancy. 

Entered  1!.  L.  H.,  a  few  days  before  full  term  of  second  preg- 
nancy. Pelvis  justo  minor,  c.v.  8.5  cm.  Section  by  Dr.  Haven, 
lunr.  [898,  patient  not  in  labor.  Baby  weighed  (>:>4  lbs.  Con- 
valesi  >rmal,   bain-   nursed:    mother  and   baby   discharged 

well. 
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Re-entered  B.  L.  II.  a  tVu  days  before  expected  date  of  third 
labor.  Operation  by  Dr.  Green,  April.  1902,  at  elected  date  be- 
fore labor.  Adhesions  between  uterus,  omentum,  and  abdominal 
wall,  twelve  minutes  spent  in  separating  them.  Duration  of 
operation,  65  minutes.  Baby  weighed  7;,s  H>>.  Convalescence 
normal,  except  for  slight  pleurisy  in  third  week.  Baby  nursed. 
Mother  and  baby  discharged  well.  On  discharge,  uterus  fixed 
to  anterior  wall,  fundus  one  inch  below  umbilicus,  cervix  high 
in  pelvis. 

5.  E.  F.,  English.  Eirst  labor  ended  by  craniotomy,  and 
followed  by  long  and  serious  sepsis;  second,  by  version,  after 
failure  with  high  forceps,  the  child  dying  a  few  moments  after 
delivery.  Third  pregnancy,  1894,  brought  to  B.  L.  H.  Pelvis 
justo  minor,  c.  v.  6.5  cm.  Vagina  a  mass  of  cicatricial  tissue. 
Section  by  Dr.  Haven,  at  term,  before  labor  began.  Babv 
weighed  8  lbs.  Convalescence  normal,  baby  nursed.  Mother  and 
baby  discharged  well. 

Fourth  pregnancy  six  years  later :  entered  B.  L.  H.  Section 
by  Dr.  Haven  at  elected  date  before  labor.  Incision  to  left  of 
scar ;  no  adhesions  found ;  scar  in  uterus  barely  perceptible. 
Baby  weighed  613/16  lbs.  Convalescence  normal:  baby  nursed. 
Mother  and  baby  discharged  well. 

6.  S.  H.,  Negress,  I  para,  entered  B.  L.  H.  February,  1898. 
in  labor  at  term  with  os  uteri  fully  dilated  and  membranes  un- 
ruptured. Pelvis  justo  minor  tlat,  rachitic;  c.  v.  6.5  cm.  Section 
by  Dr.  Haven ;  baby  weighed  5  lbs.  Convalescence  complicated 
with  breast  abscess,  and  with  an  abdominal  sinus,  through  which 
all  the  sero-serous  silk  sutures  were  discharged :  wound  closed 
by  granulation.  In  hospital  for  three  months.  Lactation  given  up 
on  account  of  sore  nipples.     Mother  and  baby  discharged  well. 

Re-entered  B.  L.  H.,  March,  1901,  having  been  in  labor  nine 
hours :  os  uteri  dilated  one  inch,  membranes  unruptured.  Section 
by  Dr.  Green :  uterus  adherent  to  abdominal  wall  below  um- 
bilicus. Incision  through  scar  directly  into  uterus,  and  child  de- 
livered without  opening  the  peritoneum,  and  without  lifting 
uterus  from  the  abdominal  cavity.  Duration  of  operation  38 
minutes.  Baby  weighed  6;  s  lbs.  Convalescence  uneventful ;  baby 
nursed  mother.  Mother  and  baby  discharged  well,  one  month 
after  operation. 

7.  M.  D..  Irish,  first  two  labors,  without  the  Hospital, 
terminated  with  forceps,  both  babies  dying  shortly  after  birth. 
Third    pregnancy   terminated   in   December.    1900,    by    1 
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section  performed  in  patient's  home :  the  baby  was  discharged 
well ;  bnt  the  mother's  convalescence  was  complicated  with  an 
abscess  of  the  abdominal  wall  in  the  left  lower  quadrant,  and  there 
was  a  hernia  at  the  median  scar  for  which  operation  was  performed 
in  June,   1902. 

Entered  the  B.  L.  H.,  February,  1903,  nearly  at  term  with 
fourth  pregnancy.  Pelvis  justo  minor,  c.  v.  8.5  cm.;  fcetus  esti- 
mated to  be  of  average  size,  position  O.  L.  A.  A  considerable 
hernia  in  left  lower  quadrant,  at  site  of  former  abscess.  Section 
by  Dr.  Green  six  days  later,  patient  at  term,  but  not  in  labor. 
Incision  2  cm.  to  left  of  median  scar.  Abdominal  wall  much 
thickened  by  previous  inflammatory  process.  Xo  adhesions  over 
uterine  scar,  but  broad  adhesions  over  site  of  former  abscess, 
some  tied  off.  Uterus  delivered  through  incision  and  walled  off. 
Baby  weighed  7  lbs.  14  oz.  Duration  of  operation  1  hour  24 
minutes.  Convalescence  normal,  except  for  severe  after  pains, 
controlled  with  morphia.  In  absence  of  breast  milk,  baby  fed 
artificially.  Mother  and  baby  discharged  well  at  end  of  month, 
the  mother  with  a  firm  linear  scar,  uterus  well  involuted,  and 
apparently  without  adhesions  to  abdominal  wall. 

8.  K.  R.,  Irish.  First  labor  in  1894,  second  in  1895,  not 
in  hospital ;  both  terminated  with  forceps,  both  children  stillborn. 

Entered  B.  L.  H.,  September,  1897,  m  labor  at  term.  Pelvis 
justo  minor,  c.  v.  8.5  cm.,  pubic  symphysis  high,  arch  narrow, 
child  of  average  size.  High  forceps  tried  without  effect.  Sec- 
tion by  Dr.  Reynolds,  after  labor  had  lasted  1 1  hours.  Weight 
of  baby  77/&  lbs.  Convalescence  normal,  baby  nursed.  Mother 
and  baby  discharged  well. 

Re-entered  B.  L.  H.,  December,  1899,  at  term  in  fourth  preg- 
nancy, and  prepared  for  a  second  Csesarean  section,  which  was 
performed  by  Dr.  Reynolds  before  labor  began.  Rather  dense 
adhesions  between  omentum  and  abdominal  wall.  Old  scar  in 
uterus  resected.  Cervix  uteri  dilated  for  drainage.  Bab) 
weighed  7J/2  lbs.  Duration  of  operation  45  minutes.  Convales- 
cence normal,  baby  nursed  mother.     Mother  and  baby  discharged 

well. 

9.  Same  patient  as  number  8.  Re-entered  B.  L.  H..  De- 
cember, [901,  for  her  third  Csesarean  section,  at  term  in 
fifth  pregnancy.  Fcetus  estimated  to  be  below  average  size,  and 
it  was  thought  it  might  prove  possible  to  deliver  safely  with 
high  forceps;  but  as  no  positive  assurance  of  a  living  child  could 
be  given,  patient   chose  to  have  a  third   section.     (  )peration  by 
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Dr.  Green,  at  elected  date  before  labor.  Abdominal  incision  was 
made  between  two  previous  scars :  rather  strong  adhesions  be- 
tween omentum  and  abdominal  wall  were  separated,  and  uterus 
raised  from  cavity.  Baby  weighed  o~s  lbs.  I  Juration  of  opera- 
tion 63  minutes.  Convalescence  uneventful,  baby  nursed  mother, 
abdominal  incision  healed  by  first  intention.  Mother  and  baby 
discharged  well. 

(  >f  these  nine  repeated  sections,  all  performed  on  a  relative 
indication,  four  were  done,  one  each,  by  four  members  of  the  staff, 
and  five  by  the  writer.  Two  were  done  after  labor  had  been  in 
progress  for  nine  hours  each,  and  seven  at  an  elected  date  before 
labor  began.  One  patient  had  her  first  section  without  the  hos- 
pital; six  had  their  first  and  second,  and  one  her  first,  second,  and 
third  sections,  within  the  hospital.  In  one  case  there  were  no 
adhesions:  in  seven  cases  there  were  more  or  less  adhesions,  and 
the  duration  of  operation  was  from  2>9l/i  minutes  to  one  hour  and 
24  minutes :  in  the  case  that  died  of  shock  the  duration  was 
48  minutes.  In  one  case  the  utero-abdominal  adhesions  were  so 
extensive  that  the  foetus  was  delivered  without  opening  the  peri- 
toneal cavity,  and  the  time  of  operation  was  38  minutes.  The 
nine  infants  were  discharged  well;  and  of  the  nine  mothers,  one 
died,  a  maternal  mortality  of  11  per  cent. 

These  results  are  not  reported  as  unique  or  remarkable :  re- 
peated sections  have  resulted  favorably  in  other  clinics.  But 
they  are  reported  in  the  hope  of  influencing  opinion  that  the  time 
has  come  when  this  Society  should  withhold  its  approval  of  the 
doctrine  that  women  should  be  sterilized  at  their  first  Caesarean 
operation,  in  order  that  they  may  not  be  subjected  to  the  risks 
of  a  repeated  section.  It  is  conceded  that  in  the  presence  of 
serious  disease  of  the  uterine  appendages,  surgical  judgment  mav 
properly  decide  on  their  removal  at  the  time  of  performing  the 
Caesarean  section;  it  is  conceded  that  when  the  uterus  is  believed 
to  be  already  infected,  total  hysterectomy  may  give  the  patient  an 
improved  chance  of  recovery :  and  it  is  conceded  that  hysterec- 
tomy is  justifiable  in  the  presence  of  fibroids  so  situated  that  they 
cannot  be  subsequently  removed  by  myomectomy  without  sacri- 
ficing the  uterus.  It  is  also  granted  that  in  the  rare  event  of  the 
uterus  failing  to  contract,  and  of  serious,  otherwise  uncontrollable, 
haemorrhage  ensuing,  it  is  justifiable  to  tie  off  the  uterus  and 
remove  it.  It  is  probably  true  that  after  hysterectomy  conva- 
lescence is  quite  as  rapid  as  when  the  uterus  is  sutured  :  and  it  is 
doubtless  true  that  hysterectomy  may  be  performed  more  rapidly 
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than  hysterotomy  and  suture :  the  claim  that  there  is  no  more 
shock  following  hysterectomy  than  usually  attends  the  classical 
Caesarean  operation,  I  am  not  prepared  to  admit. 

But  in  the  absence  of  the  above-mentioned  pathological  con- 
dition s.  which  may  necessitate  destructive  surgery,  is  it  justifiable, 
in  performing  Cesarean  section  on  either  an  elective  or  an  ab- 
solute indication,  to  remove  normal  organs  or  to  resort  to  other 
procedures  with  a  view  to  preventing  subsequent  pregnancy  and 
the  risk  of  a  repeated  section  ? 

It  is  said  that  many  women  that  come  to  Cesarean  section 
belong  to  the  depraved  class,  are  often  illegitimately  pregnant, 
that  they  and  their  progeny  are  likely  to  be  a  constant  burden 
on  the  State,  that  the  continued  fertility  of  such  women  is  there- 
fore undesirable,  and  hence  that  it  is  justifiable  to  sterilize  them 
in  performing  their  first  hysterotomy.  Is  it  then  considered  justi- 
fiable to  castrate  men  of  the  depraved,  pauper  class,  with  a  view 
to  diminishing  illegitimacy  and  pauperism?  And  would  it  be 
well  to  go  further  and  sterilize  depraved,  pauper  women,  with- 
out regard  to  their  capacity  for  normal  childbirth? 

It  is  evidently  believed  by  some  that  in  the  cases  of  rachitic 
dwarfs,  and  of  the  victims  of  tuberculosis  or  other  dyscrasia 
that  renders  subsequent  pregnancy  undesirable,  we  should  con- 
clude- the  first  Caesarean  section  with  hysterectomy.  As  sociolo- 
gists we  may  well  deplore  modern  efforts  to  promote  the  survival 
of  the  unfit ;  but  is  it  right  that  as  physicians  we  should  assume 
to  judge,  in  advance  of  civil  law,  who  should  and  who  should  not 
be  allowed  to  conceive  children  ?  From  a  sociological  point  of 
view  it  might  be  well  to  castrate  tuberculous,  syphilitic,  and  epi- 
leptic men ;  but  has  the  time  come  when  it  is  right  to  burden  the 
medical  profession  with  decisions  of  such  great  responsibility? 
And  is  it  wise  to  vest  in  the  general  profession  a  power  of  such 
magnitude? 

It  has  been  said  that  most  women  with  marked  dystocia  have 
not  the  power  of  intelligent  choice  between  foetal  destructive  op- 
eration and  the  Caesarean  section;  <>r  again,  between  uterine 
suture  and  the  possibility  of  future  fertility  on  the  one  hand,  or 
sterilization  on  the  other.  This  is  probably  true;  and  in  such 
cases  a  wise,  humane,  and  conservative  judgment  should  be 
exercised  for  them.  I  hit  suppose  an  intelligent  woman,  sub- 
mitting to  hysterotomy  on  an  .absolute  indication,  asks  U<  be 
sterilized  in  order  that  she  may  not  again  become  pregnant. 
Ought  we  to  accede  to  her  request?    While  we  may  properly  and 
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legitimately  induce  abortion  in  certain  oases  of  advanced,  organic 
cardiac  or  renal  disease,  or  of  uncontrollable  hyperemesis,  may 
we  properly  and  legitimately  induce  abortion  because-  a  woman 
chooses  not  to  undergo  the  risks  of  pathological  lalmr:  And 
what  is  the  essential  difference  between  sterilizing  a  woman 
with  an  impossible  pelvis  at  her  first  hysterotomy,  and  repeatedly 
inducing  abortion  whenever  she  allows  herself  to  become  preg- 
nant ? 

It  may  be  said  that  these  are  questions  of  sentiment,  of  casu- 
istry ;  but  I  venture  to  assert  that  the  only  safe  and  moral  ground 
for  the  medical  profession  is  that  based  on  modern  medical  science, 
uninfluenced  by  sociological  considerations.  If  a  woman  comes 
to  Cesarean  section  and  recovers,  she  and  her  husband,  it  she 
has  one,  should  be  informed  of  her  condition  and  of  the  prog- 
nosis and  treatment  in  the  event  of  future  pregnancy :  if  subse- 
quent pregnancy  ensues,  the  responsibility  of  treatment  rests 
with  the  obstetric  surgeon  ;  but  the  responsibility  for  the  con- 
dition rests  elsewhere. 

Dr.  J.  Whitridge  Williams,  of  Baltimore,  said  the  remarks 
of  the  essayist  were  of  great  importance,  in  that  he  had  seen  a 
large  number  of  obstetrical  cases.  To  a  certain  extent,  he  agreed 
entirely  with  him,  with  this  modification :  He  did  not  believe  we 
ought  ever,  in  the  first  pregnancy  or  first  Cesarean  section,  to  re- 
m<  ive  the  uterus  or  to  sterilize  the  patient  unless  there  was  some 
distinct  indication  as  manifested  by  a  pathological  condition.  On 
the  other  hand,  he  did  not  believe  the  obstetrician  was  justified  in 
allowing  pauper  patients  to  go  on  and  have  Cesarean  section  after 
Cesarean  section  performed,  and  the  rule  he  made  for  this  class  of 
ca>e>  was  to  do  the  first  Cesarean  section,  and  not  think  of  remov- 
ing the  uterus.  These  patients  would  come  back  again  after  a  sec- 
ond Cesarean  section,  and  then  the  uterus  could  be  removed  or 
the  tubes  excised.  The  obstetrician  was  giving  these  patients  a 
double  chance  by  so  doing,  and  from  then  on  they  did  not  deserve 
further  consideration.  Many  of  these  women  were  of  a  low  grade 
of  intelligence :  he  recalled  some  of  them  who  subsequently  went 
into  the  country  districts  and  died  from  rupture  of  the  uterus.  He 
had  seen  a  large  number  of  colored  women  die  from  rupture  of 
the  uterus  in  the  city  of  Baltimore,  because  they  were  too  lazy  to 
secure  a  doctor  and  be  sent  to  the  hospital. 

Dr.  Edward  P.  Davis,  of  Philadelphia,  Pennsylvania,  said,  from 
the  standpoint  of  sociology,  the  woman  and  her  husband  had  a 
right  to  request  that  she  be  rendered  sterile.  This  could  meet 
with  no  opposition.  In  a  case  in  his  own  practice,  one  with  double 
hip  joint  disease.  Cesarean  section  and  sterilization  were  re< piested 
by  both  husband  and  wife.  The  request  was  acceded  to  on  those 
grounds.     Repeated  Cesarean  section,  scientifically  speaking,  was 
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most  successful.  Recent  observations  had  given  some  indication  as 
to  the  method  of  its  performance.  Sinclair  had  urged  in  all  hys- 
terotomies that  efforts  be  made  to  secure  firm  adhesion  between 
the  anterior  surface  of  the  uterus  and  the  abdominal  wall,  and 
Morris,  in  a  recent  paper,  had  collected  a  large  number  of  cases, 
giving  a  low  mortality  rate  for  repeated  operations,  less  than  eight 
per  cent. 

Dr.  Henry  D.  Fry,  of  Washington,  D.  C,  felt  interested  in  the 
subject,  because  at  a  local  medical  society  he  reported  three  cases 
of  Cesarean  section  which  he  had  performed  in  the  last  four 
months.  This  question  was  brought  up  and  he  was  criticised  for 
not  having  rendered  these  three  women  sterile.  He  was  very  glad 
to  hear  what  had  been  said  by  the  essayist  and  others  who  had  dis- 
cussed the  paper  in  justifying  him  in  not  having  done  so,  in  a 
previous  Cesarean  section,  although  he  was  requested  to  render 
the  patient  sterile  by  excising  a  section  of  the  Fallopian  tube.  He 
believed  that  was  a  better  method  if  we  were  going  to  render  these 
patients  sterile,  rather  than  to  remove  the  organ,  because  if  the 
case  was  infected,  and  forceps  were  used,  or  there  was  danger  of 
infection,  a  Porro  operation  would  be  justified,  but  where  steriliza- 
tion was  called  for,  exsection  of  a  segment  of  the  tube  would  be 
the  better  plan. 

He  was  glad  to  hear  what  Dr.  Davis  had  said  in  regard  to  op- 
erating through  the  scar.  He  had  noticed  in  the  cases  reported 
by  Dr.  Green  that  there  was  only  one  in  which  this  was  attempted. 
The  scar  seemed  to  have  been  avoided,  and  the  incision  was  made 
by  the  side  of  the  scar.  He  said.  Why  not  operate  directly  in  the 
line  of  previous  operation  ?  and  finding  the  uterus  adherent  one 
could  go  right  into  it  without  opening  the  peritoneal  cavity.  This 
would  be  a  great  advantage. 

Dr.  Charles  Jewett,  of  Brooklyn,  X.  Y.,  said  there  was  one 
argument  in  favor  of  hysterectomy  in  these  cases  which  had  not 
been  mentioned,  and  that  was  the  possibility  of  the  woman  not 
accepting  a  second  operation.  Such  an  experience  had  occurred  to 
him  twice  within  the  last  two  years,  and  both  women  had  died. 
With  regard  to  the  question  in  general,  he  could  easily  grant  the 
necessity  for  hysterectomy  or  any  means  of  sterilization,  as  the 
danger  was  not  as  great  as  it  was  years  ago.  when  the  results  by 
<  esarean  section  were  not  as  good. 

Dr.  GreeNj  in  closing  the  discussion,  said  he  had  only  a  few 
words  to  sa)  with  reference  to  going  through  the  scar.  Naturally 
one  would  always  go  through  the  scar  if  by  this  was  meant  ad- 
11  between  the  uterus  and  abdominal  wall,  which  was  done  in 
one  case.  In  thai  case  he  thought  there  was  a  broad  adhesion 
which  would  make  it  possible  to  deliver  the  child  with  the  extra- 
peritoneal operation.  In  the  other  cases  this  adhesion  was  not 
vt  to  a  sufficient  extent  to  make  the  operation  extraperitoneal ; 
therefore,  the  incision  was  made  on  one  side  of  the  sear,  in  order 
Her  healing  and  better  union  of  the  incision. 


JANVRIN  :  CANCER  OF  THE  UTERUS. 

THE   SURGICAL    1KI   \imi\i    OF    EARLY    DIAGNOSED   I   VNCEB   OF    ill!-; 
UTERUS,   MORI     ESPECIALL\    B\    HYSTERECTOMY. 

This  was  the  title  of  the  President's  Address,  which  was  de- 
livered  by  Dr.  Joseph  E.  Janvrin,  of  New  York  city. 

\tter  paying  fitting  tributes  to  Drs.  John  Byrne,  T.  Gaillard 
Thomas,  and  Edward  W.  Jenks,  who  dad  up  to  their  decease  been 
prominently  identified  with  the  Society,  he  discussed  the  topic 
proper  of  his  address.  Among  other  things,  he  said  that  in  his 
early  i  operations,  principally  vaginal,  he  made  man)  i  >perati<  >ns  with 
the  hope  of  curing  patients,  which  a  more  extended  experience  soon 
showed  him  should  have  been  dime  simply  with  the  idea  of  re- 
moving a  very  offensive  organ,  checking  hemorrhage  and  the 
offensive  discharge,  and  so  prolonging  life  and  making  it  more  en- 
durable. During  the  past  fifteen  years  more  care  has  been  exer- 
cised in  the  selection  of  cases.  Fortunately  more  cases  have  been 
diagnosed  while  the  disease  was  local,  and  before  any  systemic 
infection  had  occurred,  and.  as  a  logical  deduction,  the  percentage 
of  ultimate  cures  has  been  much  more  satisfactory. 

He  took  up  first  the  development  of  cancer  in  and  from  the  cer- 
vix, saying  that  Pozzi  divides  epithelioma  of  the  cervix  and  va- 
gina into  four  classes  during  the  initial  stage  of  its  development. 
First,  papillary  or  cauliflower ;  second,  nodular  or  parenchymat- 
ous ;  third,  cancer  of  the  cavity  of  the  cervix  (boring  or  eating  can- 
cer i  ;  fourth,  vaginal,  usually  commencing  in  the  cul  de  sac,  and 
then  extending  to  the  cervix  and  adjoining  tissues. 

His  own  observations  as  to  the  extension  of  epithelioma  begin- 
ning in  the  cervix  are  somewhat  as  follows  :  (  I  )  Up  and  into  the 
cervical  canal.  (2)  Up  and  into  the  uterine  body.  I  3  1  To  the 
tissues  surrounding  the  cervix,  the  parametrium  especially.  14) 
Downward  upon  the  vaginal  mucosa,  and  after  a  certain  time 
through  the  mucosa  into  the  wall  itself. 

After  going  extensively  into  the  literature  of  the  subject,  and 
quoting  at  considerable  length  the  statistics  of  both  European  and 
American  operators,  the  author  stated  that  his  own  statistics  up 
to  Jan.  1,  1899,  are  as  follows  : 

Abdominal  and  Vagino- Abdominal  Hysterectomies. 

Twelve  cases,  two  cured,  more  than  eight  years  having  elai 
Six  recurrences.     Four  deaths  from  operation,  two  from  shock, 
one  from  septicemia,  and  one  from  uremia.     Percentage  of  cures, 



/  'aginal  Hysterectomies. 


Thirty-eight  cases,  ten  permanently  cured.  Fifteen  recurrences. 
Four  deaths  from  operation.  Ten  losl  sighl  of  after  few  months. 
Percentage  of  cures.  26.3.  Total  number  of  oases,  fifty;  twelve 
cured:  general  percentage  of  cases,  24. 

The   fact   has  been  brought  out  that  in  about   one 


third   of  all 


782  janvrin:  cancer  of  the  uterus. 

cases  of  uterine  cancer  involvement  of  the  regional  glands  in  the 
pelvis  takes  place.  This  involvement,  as  a  rule,  occurs  but  very 
seldom  in  the  incipient  stage  of  the  disease,  but  usually  when  the 
primary  cancer  has  more  or  less  advanced,  and  extended  into  the 
parametria  or  other  adjacent  structures.  Recurrence  after  the 
old  methods  takes  place  in  four-fifths  of  all  cases  in  or  near  the 
cicatrix  in  the  vagina,  while  it  occurs  in  only  one-fifth  in  the 
glands.  Abdominal  radical  operation  with  removal  of  the  pelvic 
glands  strives  to  lessen  the  high  percentage  of  recurrences,  but 
so  far  has  not  been  able  to  attain  the  desired  goal.  This  deficiency 
mainly  depends  upon  anatomical  and  technical  difficulties  in 
routine  ablation  of  pelvic  glands.  In  a  large  number  of  cases  this 
radical  procedure  with  its  great  and  manifold  dangers  has  been 
found  to  be  unnecessary,  as  there  were  no  diseased  glands  any- 
where within  the  pelvis.  It  must,  however,  be  emphasized  that 
these  conclusions  are  not  as  yet  definite. 

The  author  believes  that  vaginal  hysterectomy,  with  removal  of 
as  much  parametrium  as  is  possible  by  this  method,  and  also  the 
removal  of  the  upper  half  inch  or  more  of  the  vagina,  will  accom- 
plish just  as  much  as  any  other  method  and,  at  the  same  time,  car- 
ries with  it  the  least  danger  as  an  operation  per  se,  for  it  is  ex- 
tremely rare  that  a  patient  succumbs  to  this  operation.  It  is  by  fol- 
lowing out  this  rule  that  the  statistics  of  his  own  cases  up  to  Jan- 
uary, 1899,  which  he  has  already  given,  have  been  so  favorable. 

During  the  past  four  years  (since  January,  1809)  ne  has  ex- 
tended the  field  of  operation,  not  with  any  idea  of  getting  as  good 
ultimate  results,  but  simply  for  the  purpose  of  removing  a  highly 
offensive  local  condition,  and  in  that  way  making  a  longer  lease 
of  life  more  comfortable  to  the  patient,  and  less  offensive  to  her- 
self and  her  friends.  The  use  of  the  electric  cautery  clamp,  as  im- 
proved by  Dr.  A.  J.  Downes,  theoretically  would  give  the  best 
results  in  this  class  of  cases.  Xo  doubt  it  will  do  so,  as  the  tech- 
nique of  the  operation  becomes  more  familiar,  and  the  skill  neces- 
sary for  its  application  becomes  greater  in  the  hands  of  those  who 
are  making  use  of  it.  This  will  probably  be  especially  true  in  cases 
in  which  the  disease  is  locally  somewhat  advanced,  too  much  so 
to  be  considered  in  its  early  stage  and  suitable  for  simple  vaginal 
hysterectomy  by  the  knife  or  the  angiotribe  ;  for  the  cooking  of 
the  parts  will  leave  a  better  protected  surface  against  the  immedi- 
ate extension  of  the  disease,  and,  more  than  that,  the  fact  that  in  a 
very  large  proportion  of  cases  the  lymphatics  ami  glands  are  very 
slow  to  take  up  the  disease,  will,  lie  thinks,  become  an  additional 
factor  in  impelling  gynecologists  to  make  use  of  this  method  of 
procedure,  nol  only  where  simple  vaginal  hysterectomy  would  nec- 
essarily he  unpromising,  hut  also  in  many  instances  in  which  ab- 
dominal hysterectomy,  with  attempts  to  enucleate  the  lymphatics 
and  glands,  has  been  thought  to  he  justifiable. 

In  closing,  I  )r.  »|anvrin  said  that  the  only  object  of  his  address 
was  mi  to  give  tin-  conditions  under  which  hysterectomy  should 
always  he  done  for  cancer  of  the  uterus,  leaving  it  a  matter  of 
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choice  to  each  individual  operator  a>  t< » \\  hether  he  s< 

inal  <>r  the  abdominal  or  the  combined  vaginoabdominal  route; 
and,  at  the  same  time,  to  fortify  thi>  position  with  sufficient 
tistics,  at  home  and  abroad,  to  make  die  position  tenable,  and  to 
impress  upon  the  profession  at  large  the  absolute  need  of  n 
nizing  the  early  symptoms,  and  then  seeking  the  advice  and  assist- 
ance of  some  surgeon  who  has  had  a  good  amount  of  experience 
in  these  cases,  so  that  hysterectomy  can  be  done  when  it  ought  to 
be  done.  (2)  To  describe  another  class  of  cases  in  which  an)  oper- 
ation, no  matter  how  radical,  will,  in  a  large  majority  of  cases,  fail 
to  give  permanent  relief;  but.  at  the  same  time,  to  state  his  entire 
approbation  of  it  in  the  hands  of  expert  operators.  It  is  only  by 
continuous  work  and  the  accumulation  of  the  statistics  in  these 
major  operations  at  the  ham  Is  of  master  operators  that  one  can 
finally  come  t<>  a  definite  understanding  as  to  what  can  be  accom- 
plished, and  what  cannot  be  accomplished  in  the  surgical  treatment 
of  cancer  of  the  uterus. 

On  motion  a  vote  of  thanks  was  extended  to  the  President  for 
his  interesting  address. 

Dr.  George  M.  Edebohls,  of  Xew  York  city,  read  a  paper  on 

RENAL  DECAPSULATION   FOR  PUERPERAL  ECLAMPSIA 

This  operation  for  puerperal  eclampsia  of  renal  origin  is  the 
logical  outcome  of  the  encouraging  results  following  the  author's 
operation  in  cases  of  chronic  Bright's  disease.  The  author  has 
successfully  performed  bilateral  renal  decapsulation  for  puerperai 
eclampsia  upon  a  primipara  two  days  after  forced  delivery.  The 
convulsions  began  before  labor,  and  continued  to  the  time  of 
operation,  the  patient  indeed  having  a  convulsion  while  under  chlo- 
roform on  the  operating  table.  This  operation,  which  was  per- 
formed on  Feb.  17.  [903,  is  believed  to  represent  the  first  instance 
of  renal  decapsulation,  or,  for  that  matter,  of  any  operation  upon 
the  kidney  or  kidneys,  ever  undertaken  for  the  cure  of  puerperal 
convulsions.  The  favorable  results,  immediate  and  remote,  in 
this  case,  full  details  of  which  are  given  in  the  paper,  at  once  as- 
sign a  place  to  renal  decapsulation  as  one  of  the  resources  at  the 
command  of  the  profession  in  the  treatment  of  puerperal  eclamp- 
sia. A  woman  suffering  from  uremic  convulsions  is  entitled  to  the 
positive  benefits  of  decapsulation,  whether  pregnant,  in  labor,  or  in 
the  periperium. 

Dr.  George  Tucker  Harrisox.  of  Xew  York  city,  thought 
nothing  could  be  said  against  the  operation  proposed  by  Dr.  Ede- 
bohls,  with  the  limitation  he  had  assigned  to  it.  Certainly  the 
reported  was  an  interesting  one.  However,  there  were  few 
of  puerperal  eclampsia  of  nephritic  origin.  Virchow  declared  long 
hat  the  renal  changes  were  t<>o  slight  to  base  any  theorj  as 
to   the   nephritic  origin,   in    studying   the    etiolof  puerperal 

eclampsia,  hence  it  was  neee>>ary  t<>  seek  elsewhere  for  the  cause 
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than  in  the  kidney.  In  all  probability  a  large  majority  of  patholo- 
gists agreed  on  the  point  that  the  renal  changes  were  secondary, 
not  primary.  He  did  not  know  that  even  under  these  circum- 
stances but  what  the  operation  might  not  be  of  utility,  because 
whether  the  renal  changes  were  primary  or  secondary,  they  ex- 
isted, and  of  course  one  could  not  argue  on  the  basis  of  one  case, 
still  the  improvement  was  so  marked  that  he  agreed  with  the  essay- 
ist that  in  lying-in  institutions  it  would  be  well  in  some  of  these 
desperate  cases  of  eclampsia  to  give  this  method  a  further  trial. 

Dr.  Philander  A.  Harris,  of  Paterson,  X.  J.,  said  there  was 
one  item  in  connection  with  this  subject  of  which  very  little  had 
been  written  in  books,  and  what  value  this  operation  would  have 
in  preventing  the  eclamptic  seizures  which  befell  these  patients 
and  attracted  forcibly  the  attention  of  the  physician  he  did  not 
know.  The  point  he  desired  to  refer  to  was  that  very  little  had 
been  written  about  the  subsequent  history  of  renal  troubles  in 
cases  of  eclampsia.  He  would  like  to  know  whether  the  essayist 
had  followed  the  cases,  and  whether  he  had  taken  the  trouble  to 
find  out  whether  the  condition  continued  ;  in  a  considerable  per- 
centage of  cases,  symptoms  of  exudative  nephritis  continued,  so 
that  if  this  operation  was  of  any  value,  it  would  not  only  be  in 
connection  with  obstetric  patients,  but  also  in  a  considerable  num- 
ber of  cases  in  which  the  symptoms  and  phenomena  which  physi- 
cians were  accustomed  to  observe  in  connection  with  nephritis 
were  continued. 

Dr.  Edwin  Ik  Cragin,  of  New  York  city,  was  sure  that  most 
of  the  gentlemen  hail  to  do  with  eclampsia  now  and  then,  and  per- 
sonally he  was  indebted  to  Dr.  Edebohls  for  careful  work  along 
this  line. 

There  were  three  or  four  questions  that  presented  themselves 
to  him  during  the  reading  of  the  paper.  First,  the  danger  of  the 
operation.  He  would  admit  that  this  would  be  slight  in  Dr.  Ede- 
bohls' hands:  but  in  the  last  twenty-nine  cases  of  eclampsia,  with 
convulsions,  at  the  Sloane  Maternity,  there  had  been  only  one 
death.  (  )ne  death  in  twenty-nine  cases  from  the  ordinary  treat- 
ment of  eclampsia  was  not  very  great,  and  the  question  arose 
whether  deaths  from  renal  decapsulation  would  possibly  equal  that 
in  anyone's  hands  but  hi^. 

There  were  one  or  two  other  points  which  presented  themselves 
in  thinking  of  his  1  Edebohls' )  case.  In  the  first  place,  if  he  under- 
stood the  essayist  correctly,  the  woman  was  allowed  to  have  sev- 
eral convulsions  before  any  attempt  at  emptying  the  uterus  was 
made.      Secondly,  after  the    woman   had  had    her   uterus   emptied. 

she  wa^-  subjected  to  another  shock,  slight,  he  admitted,  in  the 
repair  of  the  laceration.  The  question  occurred  to  him  whether 
that  under  similar  circumstances  mighl  not  be  open  to  question. 
With  reference  to  the  recovery  of  the  patient,  it  was  very  satis- 
factory to  Dr.  Edebohls,  and  to  the  profession,  and  if  one  could 
sec  from  the  future  results  of  this  work  under  similar  circumstan- 
ces that  the  mortality  was  as  low  as  from  the  ordinary  treatment  of 
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puerperal  eclampsia,  those  who  had  to  deal  with  the  condition 
would  be  glad  t<>  give  it  a  trial.  It'  the  results  of  the  essayist  were 
Mich  that  he  could  postpone  or  make  unnecessarj  the  emptying  i  1 
the  uterus,  <<i  course  the  results  for  the  fetus  would  be  well  worth 
any  labor  he  had  devoted  t<>  it. 

Dr.  Edebohls,  in  closing  the  discussion,  said  the  questions  pro- 
pounded by  Dr.  Cragin  called  for  a  few  remarks.  He  (Cragin) 
had  said  that  of  twenty-nine  cases  of  puerperal  eclampsia  at  the 
Sloane  Maternity,  one  died.  To  get  a  fair  estimate  of  the  mortal- 
ity, first  of  all,  it  was  necessary  to  know  how  many  of  these  cases 
of  eclampsia  were  of  renal  origin.  It  was  necessarj  to  know  in 
how  many  cases  the  convulsions  recurred  before  labor  was  in- 
duced, or  came  on  naturally  and  persisted  after  labor  had  ter- 
minated. 

The  mere  fact  that  I  )r.  Cragin  had  seen  twenty-nine  cases  of 
puerperal  eclampsia,  with  one  death,  did  not  mean  much. 

In  the  speaker's  own  case,  the  operation  was  performed  be- 
cause he  and  his  consultants  were  at  their  wits'  ends.  The  patient 
had  convulsons  before  labor;  they  stopped  forty-six  hours  after 
labor,  then  recurred.  The  woman  was-  uremic ;  coma  was  deepen- 
ing, and  there  was  every  sign  of  rapidly  impending  dissolution. 
He  performed,  the  operation  rapidly,  and  the  result  was  favorable. 
Whether  the  result  would  have  been  as  favorable  without  opera- 
tion, he  did  not  know.  At  any  rate,  the  result  in  this  case  en- 
couraged further  trial  of  the  remedy  in  such  cases.  Personally  he- 
did  not  see  these  cases  frequently,  and  therefore  would  not  have 
occasion  to  practice  renal  decapsulation  very  often,  but  those  whose 
practice  was  such  as  to  enable  them  to  see  many  cases  of  puerperal 
eclampsia  should  arrive  at  a  decision  as  to  whether  renal  decapsu- 
lati( »n  was  of  any  real  value  or  not. 

He  thought  there  was  a  little  criticism  implied  in  the  remarks 
of  Dr.  Cragin  with  reference  to  the  secondary  operation  that  was 
done  on  the  next  day. when  there  was  a  predisposition  to  eclampsia. 
The  second  operation  was  done  because  the  woman  was  in  convul- 
sions during  delivery,  and  remained  so  practically  up  to  the  end. 
There  was  no  hemorrhage  from  the  lacerations  of  the  cervix. 
Labor  had  not  begun  :  he  delivered  rapidly,  and  as  the  woman  was 
under  chloroform  most  of  the  time,  he  did  not  think  it  advisable 
to  suture  the  lacerations  of  the  cervix,  and  so  this  was  postponed 
until  the  next  day.  In  the  meanwhile,  a  second  operation  of  sewing 
up  the  lacerations  was  undertaken.  Even  following  this  there 
were  no  convulsions  until  forty-six  hours  after  delivery,  and  they 
occurred  in  increasiiiLr  violence. 
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CARCINOMA  OF  THE  CERVIX  UTERI. 


THADDEUS   A.   REAMY, 

Cincinnati.    Ohio- 


[ist.  Spontaneous  recovery  from  carcinoma  docs  not  occur.  2nd.  Un- 
equivocal recovery  lasting  for  10  to  23  years,  of  even  two  cases  following 
removal  of  the  diseased  and  adjacent  tissues,  proves  (a)  the  curability  of 
carcinoma  of  the  cervix,  (b)  its  local  origin.] 


Case  I. — Woman,  thirty-seven  years  of  age,  resident  of  Cin- 
cinnati, mother  of  two  children,  consulted  me  February,  1873. 
History  of  menorrhagia  with  more  or  less  intra-menstrual  hemor- 
rhage. Digital  examination.  Cervix  enlarged,  hard,  nodular, 
not  freely  movable.  At  left  margin  of  os  an  ulcer  could  be  de- 
tected by  touch.  Examination  caused  loss  of  blood.  Visual  in- 
spection through  specuium,  revealed  distinct  ulceration  at  the 
point  indicated  by  touch.  By  tenaculum  and  sharp  scissors  re- 
moved a  plug  involving  border  of  ulcer  and  tissue  beyond. 

Microscopic  examination  by  Dr.  H.  A.  Clark,  at  the  time  lec- 
turer on  chemistry  and  microscopy  in  the  Medical  College  of 
(  >hio.  lie  reported  "fibrous  stroma  with  ovoid  alveolar  spaces, 
cells  with  large  nuclei,  compressed  epithelial  cells,  etc."  Diagnosis 
— Epithelial  cancer. 

Operation  March  18th.  1873.  Assisted  by  Prof.  Clark  and  two 
of  my  private  students,  I  removed  with  Cutting  gouge  forceps, 
a  Simon  scoop,  and  scissors  the  infra-vaginal  cervix.  With  small 
sized  Sinn  in  scoop  the  upper  portion  of  cervix  was  tunneled 
out  nearly  to  os  internum.  Dressed  with  lint  saturated  with  sol. 
bromine  one  to  thirteen  of  alcohol,  well  packed  into  the  exca- 
vation. Vagina  tamponed  with  absorbent  cotton  soaked  in  sol. 
bicarb,  soda. 

All  dressing  remained  30  hours.  On  removal  parts  washed 
with  warm  sol.  Chlor.  sodium.  Subsequent  dressings,  lint  in 
sol.  carbolic  acid  1  to  270  of  proof  spirits. 

Results. — Perfect  recovery.  Considerable  cicatricial  contrac- 
tion in  upper  anterior  portion  of  vagina. 

Patient  examined  by  me  May,  1X70.  Health  perfect.  Os 
uteri   very   short,   hut   healthy. 

Abstract. — See  report  in  full  in  Transactions  Ohio  State  Medi- 
cal Association  for  [876.     Pages   [40  to  143.     This  patient  was 
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reported  as  being  in  excellent  health  in  April,  1888,  15  years  after 
operation. 

In  May,  1891,  18  years  after  operation,  she  was  examined  by 
me  in  my  office,  at  my  request,  in  the  presence  of  Dr.  E.  W. 
.Mitchell,  now  a  member  of  the  faculty  of  the  Miami  Medical 
College.  Health  perfect,  vaginal  vault  smooth.  Senile  changes 
normal. 

Case  II. — Mrs.  S.,  residing  near  (  >hio  River  a  few  miles  above 
Cincinnati,  consulted  me  May,  1H74.  Age  fifty  years,  six  chil- 
dren, youngest  ten  years;  no  abortions  or  miscarriages.  Men- 
orrhagia for  a  year.  Within  past  two  months  almost  constant 
bloody  discharge,  some  odor,  some  Hakes  in  discharge.  Suffered 
attacks  of  sharp  pelvic  pain. 

Examination  by  touch,  and  visual,  by  speculum.  Cervical  in- 
duration. From  right  and  left  angle  of  os  firmly  embedded  in 
wall,  hard  nodular  masses:  two  ragged  ulcers  extending  into 
cervical  canal.  Section  of  nodule  secured.  Microscopical  ex- 
amination  by    Prof.   Clark,  who  reported  unequivocal  cancer. 

Assisted  by  Prof.  11.  A.  Clark  and  two  pupils,  Giles  Mitchell 
and  Elmer  Jackson,  the  cervix  was  removed  by  the  same  in- 
struments and  in  same  manner  as  in  Case  I.  Cervix  was  hollowed 
out  to  the  os  internum. 

After  treatment   same  as  in   Case   I. 

Results. — Perfect  recovery.  Gained  in  weight.  Was  in  good 
health  May.  \X~". 

Abstract. — See  full  report  Ohio  State  Medical  Society  Trans- 
actions for  June,   1870. 

This  woman  examined  by  me  at  my  office  in  May.  1878.  No 
evidence  of  return  of  disease.  She  died  one  year  later  of  pneu- 
monia.    Nine  years  without  recurrence. 

1  5E  III. — Mrs.  B.,  resident  of  Covington.  Ky.,  consulted 
me  in  February.  1879.  Age  thirty-four.  Anemic.  Three  chil- 
dren, two  abortions.  Had  suffered  of  leucorrhea  for  two  years, 
past  six  months  a  bloody  vaginal  discharge.  Coitus  generally 
followed  by  "bloody  show-'  but  not  painful.  Digital  examination. 
Cervix  greatly  enlarged  nodular  thickening  about  os,  anterior 
lip  elongated,  uterus  mobile.  Xo  enlargement  or  displacement 
of  ovaries  detected.  Examination  caused  flow  of  blood.  Ex- 
amination by  Sims  speculum.  Left  lateral  cervical  laceration  with 
a  cicatricial  plug  in  angle.  Anterior  lip  elongated  and  thickened, 
lition   extended   about   half   way   to  cervico-vaginal 
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junction.      Three   small    ulcers    in    anterior   lip.      Vaginal    walls 
healthy.     Sound  entered  uterine  cavity  3^4  inches. 

Diagnosis.-—  Cancer.  Xo  microscopic  examination  made.  Op- 
eration at  patient's  residence  March  8th.  1879.  Assisted  by  Drs. 
Thomas  and  Jessup.  Cervix  was  amputated  by  scissors  at  vaginal 
junction  making  anterior  and  posterior  Maps  over  stump.  Mucous 
membrane  stitched  after  my  well-known  method.  My  silver  wire 
twisted  stem  pessary  inserted  to  prevent  cervical  stenosis. 

Recovery  prompt.  The  specimen  removed  was  submitted  for 
microscopical  examination  to  Dr.  Frederick  Kebler,  lecturer  on 
pathology,  Medical  College  of  Ohio,  who  on  April  26th  made  the 
following  report : 

"Specimen  tabulated  at  outer  limit.  On  section  tubular  struc- 
ture surrounded  by  fibrous  layers,  nests  of  cells  connected  by 
epithelial  bands.  The  centers  of  lobules  are  some  of  them  filled 
with  colloid  matter,  others  with  hard  masses.  The  tubules 
probably  arose  from  the  cervical  glands.  The  above  condition 
was  found  on  section  to  extend  toward  base  of  the  specimen  for 
a  distance  of  more  than  a  half  inch.  Sections  at  base  of  the 
specimen  show  perfectly  normal  structure. 

"(Signed)    Kebler/'' 

The  above  is  case  15  in  my  tabulated  55  cases  of  amputation! 
of  the  cervix  uteri  for  cancer.  See  Transactions  American  Gyne- 
cological Society,  Vol.  XIII,  pages  171  to  184.  When  that  report 
was  made  this  woman  had  been  exempt  from  recurrence  eight 
years.  She  gave  birth  to  a  healthy  child  in  January.  1880.  when 
she  was  nearly  forty-two  years  old,  and  five  years  subsequently 
she  was  examined  by  me  and  free  from  disease.  Tints  making 
fifteen  years  without  recurrence. 

Case  IV. — -Mrs.  \\\,  of  Cincinnati,  wife  of  a  prominent  busi- 
maii,  mother  of  a  now  prominent  young  physician,  con- 
sulted me  March,  1889.  She  was  forty-four  years  of  age,  mother 
of  four  children,  youngest  live  years  old.  Had  not  menstruated 
for  past  two  years.  During  past  year  had  suffered  of  leucorrhea 
For  three  months  there  had  been  an  occasional  show  of  blood. 
Had  noticed  recently  some  odor  from  vaginal  discharge.  Some 
pelvic  pain.  I  [er  general  health  was,  however,  excellent.  Of  late 
hail  gained  in  weight  slightly,  and  somewhat  inclined  to  obesity. 
Digital  examination.  Cervix  widened,  very  nodular  and  hard, 
lip-  much  thickened.  On  left  side  deep  fissure  as  though  there 
had  been  an  extensive  laceration. 

Speculum  examination.     Left  side  showed  laceration  nearly  to 
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tl  junction.  In  bottom  of  tear  liberal  amount  of  cicatricial 
Each  lip  much  thickened,  marked  eversion.  Just  within 
cervical  canal,  anteriorly,  at  base  of  large  nodule  was  a  distinct 
ulcer.  At  other  points  there  was  abrasion  of  mucous  membrane. 
C  >ne  large  nodule  showed  whitish  shiny  surface,  from  which,  on 
pressure,  a  pale  reddish  juice  escaped.     From  the  ulcer,  as  well 

;n  abraded  surfaces,  considerable  blood  was  discharged  dur- 
ing examination.  One  point  which  resembled  somewhat  an  en- 
larged Nabothian  gland  was  punctured,  but  no  characteristic  fluid 
escaped,  only  bloody  serum. 

Diagnosis. — Cancer. — So  sure  was  I  of  the  correctness  of  the 
diagnosis  that  I  did  not  deem  it  necessary  to  await  microscopical 
examination. 

Ten  i lays  subsequently,  at  patient's  residence,  assisted  by  Dr. 
C.  L.  Bonifield  and  Dr.  E.  W.  .Mitchell  who  administered  the 
ether.  1  amputated  the  cervix  with  scissors.  The  anterior  and  pos- 
terior flap  operation  was  made.  The  cervix  was  seized  with 
heavy  volsellum  forceps  and  the  uterus,  which  was  freely  mov- 
able, was  dragged  down.  The  incisions  being  commenced  anteri- 
orly and  posteriorly  not  quite  at  the  cervo-vaginal  junction,  were 
carried  high  up  on  either  side  to  the  junction,  cutting  away  all  of 
the  cicatricial  tissue  on  the  left  side,  making  the  cervix,  when 
removed,  wedge  shaped,  the  incisions  having  met  just  below  the 
level  of  the  os  internum.  <  hi  the  left  side  there  was  free  bleeding 
so  that  it  was  found  necessary  to  ligate  two  arteries.     This  was 

with  catgut.  The  uterine  artery  was  not  divided.  Reamy's 
twisted  silver  wire  pessary  was  inserted  as  a  precaution  against 
stenosis,  and  the  flaps  closed  by  silk  worm  gut  sutures — which 
were  allowed  to  remain  eighteen  days.  Xo  dressings  of  any  char- 
acter. No  vaginal  douches  until  eighth  day — then  only  with  weak 
carbolized  water.  Union  by  first  intention.  Was  not  at  any  time 
any  vaginal  discharge.  The  specimen  was  submitted  to  Dr.  James 
M.  French,  Demonstrator  of  Pathology  Medical  College  of  <  )hio, 
who  reported:  "Cylindrical  celled  epithelioma."  By  arrange- 
ment with  this  patient  and  her  husband,  she  was  examined  by  me 
every  two  or  three  months  during  the  next  two  years,  and  three 

nr  times  annually  until  six  years  had  elapsed.  She  was  ex- 
amined by  me  three  years  ago.  I  telephoned  her  son.  Dr.  \V — ., 
two  month-  since  asking  for  his  mother's  condition;  he  reported 
her  well.    Thus  twelve  years  have  elapsed  without  recurrence. 

5E  V.— Mrs.  Van  M..  resident  of  Westchester,*  >hio.  Entered 
my  private  hospital   January  4,    1885.     She  was  43   years 
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Mother  of  four  children.     She  had  suffered  for  six  months  of 
hemorrhage  from  vagina.    \Yas  pale  and  thin. 

Examination  digital  and  by  speculum.  Cervix  so  enlarged  as  to 
fill  upper  portion  of  vagina,  a  rough  irregular  mass,  friable — bleed- 
ing at  slightest  touch,  easily  broken  down.  The  examining  finger, 
however,  could  be  carried  around  the  mass,  touching  apparently 
healthy  cervical  mucous  membrane  at  every  point  of  junction  with 
vagina ;  with  difficulty  the  os  was  made  out  and  Simpson's  uterine 
sound  passed  to  a  depth  of  four  and  three-fourths  inches  to  fun- 
dus.   Uterus  freely  movable. 

Diagnosis. — Cauliflower  cancer. 

January  20. — Assisted  by  the  house  physician.  Dr.  Hirons,  now 
of  Xew  York  city,  and  Dr.  E.  W.  Mitchell,  under  ether  anesthesia, 
the  vaginal  mass  was  scraped  away  by  a  heavy  sharp  Simon  scoop, 
leaving  a  comparatively  healthy  cervix  protruding  into  the  va- 
gina at  least  two-thirds  of  an  inch.  Bleeding  was  free,  but  soon 
checked  by  compresses  and  Paqualin  cautery  button.  The  cervix 
was  now  seized  and  drawn  down,  anterior  and  posterior  incisions 
made  by  scissors,  bladder  separated  from  upper  cervix  by  fingers 
and  closed  scissors,  not.  however,  opening  peritoneal  cavity. 
Neither  was  the  peritoneum  opened  posteriorly,  but  dissection  was 
carried  well  up  under  Douglass  pouch.  Now  the  cervix  was  bi- 
sected and  cut  away.  Uterine  artery  or  a  large  branch  of  same, 
pulsated  strongly  and  was  secured  by  a  long  full  curved  anurism 
needle  and  ligated  with  silk  before  cutting  through  this  portion 
of  the  cervical  flap.  Upper  portion  of  wound  closed  by  chromo- 
cised  catgut,  and  lower  portion  by  silkworm  gut.  Twisted  silver 
wire  pessary  inserted.  Few  strips  of  gauze  from  a  carbolic  acid 
solution  1  to  6,000,  in  vagina.    Recovery  perfect. 

Macroscopically  the  portion  of  cervix  above  the  vaginal  junc- 
tion seemed  healthy.  All  the  masses  removed  by  scoop,  and  that 
removed  by  scissors,  submitted  for  microscopical  examination  to 
Dr.  Frederic  Kebler,  at  the  time  Lecturer  on  Histology  and 
Demonstrator  of  Pathology  and  Histology  Medical  College  of 
Ohio,  and  Pathologist  to  the  Cincinnati  Hospital.  He  reported 
April  20th,  (885:  "Dear  Dr.  Reamy:  The  specimen  presented  by 
you  for  examination  shows  'typically.'  The  disease  is  what  the 
French  call  'adeno-carcinoma.'  It  is  the  so-called  cauliflower 
(.inrcr.  Will  give  you  exact  report  of  findings  if  you  desire. 
Yours  truly,  Kebler." 

P.S. — The  disease  is  confined  exclusively  to  one  end  of  the 
cervical  sections.    Outer  portions  normal.     K. 
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Thi >  woman  is  now  residing  at   Westchester,  <  >hio.     I  have 
seen  her  from  time  to  time.    No  evidence  of  return  of  the  <li- 
1 11  a  letter  from  her  daughter,  Miss  Nellie  Van  11..  dated  April  to, 
I  am  informed  that  there  has  been  no  recurrence.    Thus  we 
have  eighteen  years  since  removal  without  recurrence. 

Case  VI. —  Mrs.  M.  W.  was  admitted  t«>  my  service  in  Cincin- 
nati Hospital  in  November,  [891.  Patient  was  41  years  old, 
mother  of  two  children.  She  was  pale  but  not  emaciated.  She 
had  for  past  three  months  suffered  of  slight  bloody  vaginal  dis- 
charge,  n<>t  constantly,  but  at  times  more  profuse.  Prior  to  com- 
mencement  of  this  bloody  discharge  she  had  not  menstruated  for 
•  'in-  year.     She  suffered  occasional  pelvic  pains. 

Examination  tinder  ether,  [ntravaginal  cervix  much  enlarged, 
external  OS  quite  patulous,  lips  thickened  and  everted.  Could  carry 
the  examining  finger  one-half  to  three-quarters  of  an  inch  within 
the  cervical  canal,  where  it  encountered  a  moderately  firm  but 
very  friable  mass.  Small  portions  of  it  could  easily  be  broken 
away  by  the  finger  nail  used  as  a  curette.  This  attended  by 
I —  of  bio  d,  uterine  sound  showed  but  little  increased  depth  of 
cavity;  uterus  found  to  be  freely  movable.  Could  detect  no  in- 
volvement of  ovaries  or  thickness  of  broad  ligaments.  Could 
detect  no  inguinal  or  obturator  glandular  enlargement. 

Diagnosis. — Carcinoma  of  the  cervix. 

(  operation  December  3,  1891,  in  public  amphitheatre  of  the  Cin- 
cinnati Hospital.  Vaginal  hysterectomy,  including  uterus,  ova- 
ries and  tubes.  Vessels  secured  by  four  clamp  forceps.  Iodoform 
gauze  strip-  loosely  packed  between  forceps,  to  guard  against 
hernia  of  intestine-.  No  stitching  of  peritoneum.  Clamps  re- 
d  in  fifty  hours  and  gauze  on  third,  fourth  and  fifth  days. 
No  vaginal  douche  until  sixth  day. 

Recovery  speedy.  Vaginal  vault  sound  within  five  weeks.  Pa- 
tient left  her  bed  in  three  weeks. 

Specimen  showed  on  examination  involvement  of  most  of  the 
cervix.  Some  chronic  endometritis.  Submitted  for  microscopical 
examination  to  the  pathologists  of  the  hospital,  Drs.  Kebler  and 
Cameron,  who  reported  "cervix  extensively  involved  by  squamous 
cancer. ""  Body  of  uterus,  ovaries  and  tube-  comparatively  nor- 
mal. 

The  following  note  is  from  Dr.  Magnus  A.  Tate,  now  associated 
in  the  Faculty  of  the  Miami  Medical  College.  He  witnessed  the 
operation  and  has  since  been  physician  to  the  woman. 
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"CINCINNATI,  April  6,  1893. 

"Dear  Dr.  Reamy : 

"Mrs.  Matilda  Wilson  was  born  October,  1859.  She  was  op- 
erated on  by  yon  at  the  Cincinnati  Hospital  December  3.  1891. 
Vaginal  hysterectomy,  nterns  tubes  and  ovaries  removed.  Her 
name  is  now  Mrs.  L.    She  resides  at  No.  —  street,  Covington,  Ky. 

"Very  sincerely  yours, 

"Magnus  A.  Tate." 

In  this  case  we  have  twelve  years  exemption. 

Xo  authorities  are  quoted,  it  being  my  purpose  to  prove  from 
my  own  work  that  in  some  cases,  when  operated  on  early  cure  fol- 
lows removal  of  diseased  tissue.  I  make  no  point  as  to  the  method 
of  operation.  That  in  most  of  the  cases  quoted  the  operation  was 
simply  amputation  of  the  cervix  I  leave  without  comment. 

Comparison  of  methods  is  no  part  of  my  present  purpose.  No 
treatment  can  be  of  any  permanent  avail  unless  instituted  in  the 
verv  earliest  stages  of  the  disease,  before  there  is  any  general  lym- 
phatic involvement.  In  most,  if  not  all,  cases  of  epithelioma  of 
the  cervix  several  weeks,  indeed  months,  elapse  before  glandular 
involvement  or  extension  from  the  point  of  attack.  During  this 
stage  is  the  time  for  operation,  and  if  done  during  this  stage  a  cure 
may  be  expected  in  a  good  per  cent  of  cases.  If  the  operation  be 
made  at  this  stage  it  is  to  my  mind  doubtful  whether  anything  can 
be  gained  by  removal  of  the  uterus.  I  must  be  pardoned  for 
standing  in  this  view  on  ground  occupied  more  than  ten  years  ago. 

It  remains  only  now  to  emphasize  an  old  lesson.  Let  the  family 
physician  watch  with  greater  zeal  and  more  care  than  ever  in  the 
past  for  the  first  manifestations  of  the  disease.  He  should  not 
wait  for  the  patient  to  ask  him  why  she  has  a  "bloody  show"  at 
irregular  times,  but  should  make  it  his  duty  to  put  every  married 
woman  over  thirty  years  in  families  under  his  care  on  her  guard, 
explaining  to  her  fully  first  symptoms  and  the  importance  of  com- 
municating them.  And  in  any  suspicious  case  the  family  physi- 
cian should  insist  upon  an  examination. 

Oak  Street. 
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PRIMARY  CARCINOMA  OF  THE  VULVA. 


REUBEN    IK  l  ERSI  IN,    M  I)  . 
Professor  of   Gynecology  and   Obstetrics,    University    of   Michigan,    Ann  Arbor. 


In  spite  of  the  comparative  rarity  of  primary  carcinoma  of 
the  vulva,  it  lias  been  my  good  fortune  during  the  past  three  years 
to  meet  with  four  cases  of  this  disease.  Unless  I  am  mistaken, 
the  subject  of  malignant  disease  of  the  female  external  genitals 
has  never  been  brought  up  for  discussion  before  this  society. 
This  is  not  commensurate  with  the  importance  of  the  subject 
when  in  the  practice  of  a  single  member  four  cases  are  en- 
countered in  a  very  few  years.  A  perusal  of  the  literature  of 
primary  carcinoma  of  the  vulva  does  not  bear  out  the  contention 
of  one  of  our  members  that  the  final  word  has  been  said  upon 
most  gynecologic  subjects. 

Cask  1. — Mrs.  C,  widow,  age  forty-nine,  mother  of  several 
children,  consulted  me  in  January,  iooo.  at  the  Post-Graduate 
Hospital,  Chicago.  Eleven  years  before  she  had  had  a  growth 
removed  from  the  larynx.  Opinions  differed  as  to  the  nature 
of  the  growth,  which  had  not  returned  or  given  her  any  annoy- 
ance since  its  removal.  In  September,  1899,  the  patient  noticed 
an  itching  about  the  vulva.  The  parts  became  painful  and  a 
growth  was  noticed  on  her  left  side.  This  gradually  increased  in 
size  and  became  ulcerated.  Antisyphilitic  treatment  proved  of  no 
avail  and  she  was  sent  to  the  hospital. 

Examination  showed  an  ulcerated  area  of  the  left  labium  minus 
■'  ntimeters  long  by  1  %  centimeters  wide.  It  was  situate 
the  inner  side  of  the  labium,  its  upper  border  reaching  to.  but 
not  invoking  the  glans  clitoris.  It  was  plaque  like  with  beveled. 
not  excavated  edges.  Its  surface  was  gray  in  color,  with  no  bleed- 
ing points.  The  growth  was  hard,  indurated,  perfectly  movable 
and  unattached  to  the  deeper  structures  of  the  vulva.  The  in- 
guinal glands  could  not  be  palpated. 

Thinking  that  the  diagnosis  lay  between  epithelioma  and  syphi- 
litic lesion  of  the  vulva,  the  patient  was  advised  to  have  the  small 
growth  removed  for  microscopic  examination.     In  case  the  latter 


794 


PETERSON:    PRIMARY    CARCINOMA    OF    THE    VULVA. 


revealed  epithelioma,  the  most  probable  condition,  a  radical  re- 
moval of  the  entire  vulva  including  both  sets  of  inguinal  glands 
was  advised. 

The  first  suggestion  was  accepted  by  the  patient  and  on  Janu- 
ary 23,  1900,  the  growth  was  removed  by  an  elliptical  incision, 


Fig.   I.     Carcinoma  of  left   labium  minus.     Growth  very  movable  and 
circumscribed. 


which  was  carried  just  outside  the  borders  of  the  ulcerated  area. 
The  line  of  incision  was  broughl  together  by  interrupted  silk- 
worm-gut sutures  and  healed  b)  first  intention.  Microscopic  ex- 
amination showed  the  growth  to  be  a  typical  epithelioma  with 
cornification  ;m<l  formation  of  epithelial  pearls. 

In  spite  of  all  advice,  the  patient  refused  absolutely  to  undergo 
a   second  operation    for  removal  of  the  entire  vulva  and   inguinal 
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glands.     Through  her  physician,  Dr.  A.  J.   Brislen,  of  Chi< 
I  have  learned  that  a  short  time  after  the  operation  the  inguinal 
glands   became  enlarged,  and  broke  down   with   extensive   sup- 
puration.    She  died   from  an  extension  of  the  disease  one  year 

after   the  operation. 

Case  II. —  Mrs.  II..  widow,  age  eighty-four,  was  admitted  to 
the  Presbyterian  Hospital,  Chicago,  July  31,  [901,  while  I  was 
temporarily  in  charge  of  Dr.  J.  C.  Webster's  service. 


II.   Case   j.     Carcinoma  of  right   labium  ma  jus,   with   ascending 

nodules.     The  clitoris  1-  nol   involved  hut  -imply  covered  by  the  growth. 


Through  his  kindness.  I  am  permitted  to  report  the  case.  The 
patient  is  the  mother  of  six  children,  four  of  whom  are  still 
living.  There  is  no  family  history  of  tuberculosis  or  cancer. 
The  patient  comes  to  the  hospital  because  of  a  growth  on  the 
vulva,  caused  by  a  fall  three  months  before.  At  times 
she  suffers  considerable  pain  in  the  region  of  the  growth,  especially 
when  she  sits  in  a  chair.  Ever  since  the  accident,  micturition  has 
been  painful.     She  has  had  a  foul  discharge  for  some  time. 
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Examination  showed  a  large  fungoid,  cauliflower  mass  the  size 
of  a  hen's  egg  starting  from  the  sulcus  between  the  right  labium 
majus  and  minus.  Its  attachment  was  i]4  centimeters  to  the 
right  and  a   little   above  the   glans   clitoris.     The  tumor  was   5 


Fig.   III.  Case  2.     Carcinomatous  growth  drawn  toward  the  ripht  to 
show   two   secondary   growths. 


centimeters  1'  ng,  .^  centimeters  wide  ami  was  raised  2  centimeters 
above  tin-  surrounding  surface.  The  color  was  pinkish  gray. 
It  was  sharply  circumscribed  am!  its  margins  rose  abruptly  from 
the  surrounding  skin.  At  the  lower  end  oi  the  right  labium  mains 
an  indurated,  slightly  elevated  patch  _•  centimeters  in  di- 
ameter.    Atx  Ut  the  middle  of  the  left  labium  majus  was  another 
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indurated  nodule,  twice  the  size  of  a  pea.     Palpation   failed  to 
reveal  any  enlargement  of  the  inguinal  glands. 

Operation  August  _\  [901.  Profiting  by  the  experience  gained 
in  the  former  case,  I  determined  to  make  the  radical  operation  at 
once.  It  was  not  deemed  advisable  to  remove  the  inguinal  glands 
for  fear  of  carrying  infection  upwards  from  the  sloughing  cauli- 
flower mass  on  the  vulva.     An  elliptical  incision  was  made  about 


Fig.  IV.     Incision  goes  well  oui  growth.     Deeper  tissue  to  be 

closed  by  buried  catgut  suture. 


both  primary  and  secondary  growths.  Above,  the  incision  began 
some  two  inches  above  the  base  of  the  clitoris,  and  was  carried 
outwards  an  inch  beyond  both  primary  and  secondary  growths. 
Below,  the  incision  ran  i'j  centimeters  below  the  normal  situa- 
tion of  the  fourchette.  The  growth  was  nol  adherenl  to  the  un- 
derlying structures.  The  clitoris,  and  both  the  labia  majora  and 
minora  were  thus  removed.  Two  and  a  half  centimeters  of 
mucosa  was  left  about  the  meatus  urinarius.    The  profuse  hemor- 


798 


I'K TKRSON  :    TRIMARY    CARCINOMA    OF    THE    VULVA. 


rhage  was  controlled  by  artery  forceps  and  sponge  pressure.  The 
deeper  parts  of  the  wound  were  brought  together  by  buried  cat- 
gut sutures.  The  operation  was  then  completed  by  uniting  the 
cut  edge  of  the  mucosa  to  the  skin  incisions  by  interrupted  silk- 
worm-gut sutures. 

There  was  some  suppuration  along  the  lines  of  incision,  but 


Fig.  V.     Operation  completed.     Edges  of  incisions  closed  by  silk-worm - 
gut  sutun   . 


the  parts  healed  kindly  by  granulation.    The  patient  left  the  hos- 
pital August  2J. 

Microscopic  examination  <>f  the  growth  shows  it  to  consist 
of  islands  of  squamous  epithelium,  having  a  marked  tendency 
to  cornification  with  the  formation  of  large  numbers  of  epithelial 
pearls.  Aboul  the  ik^is  of  epithelial  cells  is  a  marked  small  cell 
infiltration  extending  to  some  distance  beyond.  In  the  overlying 
epidermis  the  rete  Malpigtli  are  much  elongated  and  branched. 
The  secondary  growth  resembles  the  primary,  except  that  the  cell 
are  more  numerous  and  show  less  tendency  to  cornification. 

The  --mall  cell  infiltration  is  also  much  less  than  in  the  primary. 
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Diagnosis,  squamous  cell  carcinoma  of  the  vulva.  I  have  been 
unable  to  ascertain  the  subsequent  history  of  the  patient,  bu1  as 
the  disease  was  much  more  advanced  than  in  the  first  case, 
the  presumption  is  that  there  was  a  return. 

Case  111. — Mrs.  F.  (Gynecologic  case  number  154),  married, 


L 
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Fig.  VI.,  Case  3.  Carcinoma  of  the  clitoris,  left  labium  mains  and 
minus.  Right  labium  minus  swollen  and  excoriated  by  contact  with  the 
growth. 

age  fifty-four,  was  referred  April  io,  [902,  to  the  gynecologic 
service  of  the  University  <>f  Michigan  Hospital  1>\  Dr.  Williams. 
of  Bangor,  Michigan.  The  patient  had  had  four  children.  The 
family  history  was  negative  and  the  patient's  health  had  been  good 
up  to  the  time  of  the  present  trouble.     She  had  passed  through 
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the  menopause  ten  years  before.  Six  months  before  admission 
the  patient  first  noticed  a  troublesome  itching  along  the  inside 
of  the  left  thigh.  At  the  end  of  a  month,  as  the  symptoms  were 
becoming  worse,  she  consulted  a  physician  who  treated  her  for 
an  abscess.  Six  weeks  before  entrance,  this  supposed  abscess  was 
lanced,  but  with  no  benefit,  as  the  itching  and  burning  increased 
and  finally  were  replaced  by  a  distinct  pain  in  this  region. 


Fig.  VII,  Case  3.  Carcinoma  of  vulva.  XSo.  Anastomosing  cords 
and  nests  of  epithelial  cells  infiltrating  adjacent  tissue  and  showing  no 
tendency  to  cornification. 


Examination  showed  the  upper  portion  of  the  left  labium 
majus  and  minus  to  be  the  seat  of  an  ulcerated  fungoid  mass  with 
an  excavated  indurated  center  and  edges.  Its  length  was  4  centi- 
meter-, it-  width  2  centimeters.  The  surface  of  this  ulcer  was 
covered  with  a  dirty,  grayish  white  purulent  discharge.  The  mass 
involved  the  clitoris,  labium  majus  and  minus.  It  was  movable 
and  not  attached,  apparently  to  the  underlying  tissues.  The  right 
labium  minus  was  excoriated  1>\  the  sloughing  mass,  but  its  sur- 
soft,  not  indurated,  and  apparently  not  the  seat  of 
ondary  growth.     Thei  no  involvement  of  the  urinary 
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meatus,  the  edge  of  the  growth  being  i :  j  centimeters  away.    The 
inguinal  glands  could  not  Ik-  palpated. 
Operation  March  11.  i<^>_».    The  growth  was  seared  thoroughly 


Fig.  VIII,  Case  3.     Elliptical  incision,  including  clitoris  and  portions 
of  labia  major  a  and  minora.    Silkwormgut  suture  in  place. 

with  the  actual  cautery  and  its  surface  well  soaked  with 
1-500  bichloride  solution.  The  growth  was  then  removed  by  the 
same  operative  procedure  a-  was  employed  in  the  second  case 
with  the  exception  that  no  catgul  sutures  were  u>vi\  and  the 
lower  portions  of  the  labia  majora  and  minora  were  not  removed 
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Microscopic  examination.  Extending  from  the  ulcerated  sur- 
face are  narrow  anastomosing  cords  of  epithelial  cells.  These 
are  separated  by  varying  amounts  of  loose  connective  tissue,  much 
of  which  is  embryonic  in  character.     In  other  fields  the  epithelial 


Fig.  IX.  Case  .}.    Wound  closed  by  silkwormgul  suture. 


cells  arc  diffusely  infiltrating  the  underlying  tissue  showing  only 
here    and    there    strands    of    connective    tissue,    containing    blood 

Is.    The  greater  part  of  the  section  shows  no  tendency  what- 
ever to  eornilication   except    in   one   field    where   there  is  a   partial 

formation  of  a  few   epithelial  pearls,     in  the  unaffected  portion 
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along  the  border  of  tin-  growth  i-  marked  small  cell  infiltration 
with  increase  in  the  size  and  number  of  the  blood  vessels. 
Further  towards  the  center,  the  small  cell  infiltration  is  localized 
about  the  smaller  vessels  and  lymphatic.  The  tumor  cells  show 
great  irregularity  in  size  and  shape,  both  as  regards  their  nuclei 


Fig.  X.  Case  4.    Ulcerative  form  of  carcinoma  of  vulva,  involving  both 
labia  majora. 


and  protoplasm.    The  nuclei  are,  as  a  rule,  large,  vesicular,  hyper- 
chromatic  and  irregular  in  form.     Mitotic  figures  arc  abundant, 
many  of  them   being  very   atypical.      In   the   lymphatic   spaci 
the  unaffected  portion  along  the  border  may  be  seen  single  epi- 
thelial cells,  also  small  nests  of  three  to  five  or  more.     The  con- 
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nective  tissue  about  the  growth  is  edematous  throughout,  the  blood 
ssels  congested  and  in  some  places  there  is  the  formation 
of  numerous  new  capillaries.  The  inguinal  glands  removed  later 
show  metastases  from  the  primary  growth ;  the  cells  having  the 
same  general  characteristics.  In  one  place  the  cells  had  broken 
through  the  capsule  and  infiltrated  the  overlying  dermis. 

Diagnosis.  Carcinoma  of  the  vulva,  simplex  in  type,  showing 
but  little  tendency  to  cornification.  The  cells  show  active  pro- 
liferation and  beginning  metastases  zHa  lymphatics. 


Fig.  XI.  Case  4  Carcinoma  of  vulva.  X80.  Nests  of  epithelial  cells 
from  border  of  growth,  showing  marked  tendency  to  cornification  with 
formation  of  pe 


The  wound  healed  by  first  intention  and  the  patient  left  the  hos- 
pital three  weeks  after  the  operation.  She  re-entered  the  hospital 
four  months  later  for  a  return  of  the  disease  in  the  left  inguinal 
region.  She  noticed  a  swelling  here  three  months  after  her  opera- 
tion, but  ascribed  it  to  a  blow  she  received  in  this  region.  The 
"bunch"  grew  rapidly  until  now  it  is  the  size  of  an  egg.  There 
msiderable  pain,  especially  when  the  patient  is  on  her  feet. 
She  has  lost  considerable  flesh  the  past  month. 

Examination  at  this  time  showed  no  local  return  of  the  dis- 
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ease.  Except  for  absence  of  clitoris  and  vestibule,  it  would  at 
first  glance  be  difficult  to  distinguish  between  this  and  a  normal 
vulvar  orifice.  In  the  left  inguinal  region  is  a  hard,  indui 
swelling,  extending  from  the  spine  of  the  pubes  to  within  three 
inches  of  the  anterior  superior  spine  of  the  ilium.  Towards  the 
median  line  from  Poupart's  ligament  the  swelling  is  hard  and 
non-sensitive;  below  Poupart's  ligament  there  is  a  red,  sensitive, 
elastic  and  fluctuating  area. 

Secondary  operation  August  8,  [902.  Extensive  removal  of 
lymphatics.  The  latter  in  places  were  greatly  enlarged  and  broken 
down.  The  wound  healed  by  first  intention,  hut  the  areas  con- 
tiguous to  the  line  of  incision  remained  red  and  sensitive.  Later, 
this  took  on  more  active  growth.  The  X-ray  was  tried  hut  with 
no  benefit.  The  patient  returned  home  and  died  from  the  ex- 
tension of  the  disease,  November  2-,  i<m_>. 

Case  1\". — .Mrs.  F.  (Gynecologic  number  438),  married,  age 
forty-three,  was  referred  to  the  University  of  Michigan  Hospital 
February  23,  1903,  by  Drs.  Mater  and  Young  of  South  Haven, 
Michigan.  The  patient  has  had  one  child  at  whose  birth  she  was 
badly  lacerated.  She  has  been  in  fair  health  up  to  17  months  ago 
when  she  noticed  for  the  first  time  two  small  "pimples"  on  the  left 
portion  of  the  external  genitals.  They  looked  like  blisters.  As 
they  grew  larger  they  ran  together  to  form  a  raw  surface,  which 
smarted  severely.  This  patch  looked  like  raw  meat  and  exuded 
clear  fluid.  For  the  past  three  months  white  patches  have  formed 
on  the  sore.  At  present  it  is  very  tender  and  bleeds  easily  and 
causes  patient  a  great  deal  of  distress  and  uneasiness,  even  keep- 
ing her  awake  nights. 

Examination.  Extending  from  the  center  of  the  left  labium 
majus  across  the  fourchette  and  for  about  one  centimeter  upwards 
on  the  left  labium  majus  is  an  ulcerated  growth  with  slightly 
raised  and  indurated  edges.  Its  total  length  is  five  centimeters, 
its  greatest  width  two  centimeters.  Its  surface  is  covered  with 
a  grayish  white  film  through  which  there  appear  here  and  there 
small  bright  red  areas.  The  growth  appears  quite  superficial, 
the  induration  extending  to  a  depth  of  not  more  than  one  centi- 
meter. The  clitoris  and  labium  minus  are  quite  free  and  ap- 
parently normal.     The  inguinal  glands  could  not  he  palpated. 

Operation  March  6,  [903.  The  operation  was  begun  by  the  re- 
moval of  the  lymphatics  from  both  inguinal  regions.  The  ul- 
cerated surface  was  then  thoroughly  cleansed  with  peroxide  1  t 
hydrogen  and  touched  with  the  actual  cautery.     The  growth  was 
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removed  by  an  operation  similar  to  that  employed  in  Case  III. 
There  was  a  slight  suppuration  in  the  upper  portion  of  the  vulvar 
wound,  otherwise  the  convalescence  was  uninterrupted  and  the  pa- 
tient left  the  hospital  three  weeks  after  the  operation. 

Microscopic  examination.  The  surface  of  the  growth  is  un- 
cerated,  the  epithelium  wanting-  and  the  whole  covered  by  leuco- 
cytes, red  blood  cells,  fibrin  and  large  numbers  of  microorganisms. 
Extending  for  a  well-defined  distance  into  the  subcutaneous  tissue 
are  large  numbers  of  epithelioid  cells  arranged  in  nests  and  masses 
with  connective  tissue  between.  The  cells  show  a  marked  tend- 
ency to  cornification  with  the  formation  of  numerous  epithelial 
pearls.  These  nuclei  are  large  and  vesicular  and  show  well- 
marked  nucleoli.  In  the  mesoplastic  tissue  surrounding  the  cell 
nests  are  enormous  numbers  of  eosinophile  cells,  particularly  at 
the  lateral  borders  of  the  growth.  These  cells  have  from  one  to 
three  nuclei,  the  parts  connected  usually  by  a  thread  of  nuclear 
material.  In  the  same  regions  are  found  a  few  small  round  cells 
though  not  to  any  marked  extent.  In  the  tissue  between  the  nests 
of  cells  are  found  large  numbers  of  mast  cells  and  considerable 
mucous  degeneration.  The  growth  has  very  sharp  boundaries 
with  no  metastases  in  the  immediate  lymphatics.  The  lymph 
glands  from  the  inguinal  region  showed  no  metastases,  although 
serial  sections  were  made  of  every  gland  removed. 

Diagnosis.  Squamous  cell  carcinoma  of  vulva  showing  much 
cornification. 

Frequency.  It  is  acknowledged  generally  that  primary  carci- 
noma of  the  vulva  is  a  rare  disease.  Yet  the  statistics  of  Gurlt 
and  Gonner  show  the  disease  to  be  more  frequent  than  one  would 
suppose.  Gurll  estimated  that  in  10  per  cent  of  all  cases  of  car- 
cinoma in  the  female,  the  seat  of  the  disease  was  the  vulva.  *  r6n- 
ner  from  a  statistical  study  of  carcinoma  cases  in  the  gynecologic 
clinic  in  Basel,  comes  to  the  conclusion  that  of  cancers  of  the 
female  generative  tract  5  per  cenl  arc  situated  on  the  vulva.  It 
is  difficult  to  reconcile  these  estimates  with  the  experience  tA 
some  of  our  American  gynecologists.  Noble  reported  two  cases 
of  epithelioma  of  the  vulva  before  the  College  of  Physicians  in 

[9OO.      He    refers   to   a   similar    report    made   by    Hirst    ln-fore   the 

same  Society  a  few  years  before,  and  although  most  of  the  operat- 
ing gynecologists  in    Philadelphia   were  present   at   the  meeting 

not  one  had  ever  seen  a  case  of  this  disease.     In  the  same  « lis- 

CUSsion  I  >r.   Bevea  made  the  statement   that  of  all  the  cancer  cases 
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admitted  to  the  University  of  Pennsylvania  and  Gynecean  Hospi 
tals  during  ;i  period  of  six  years  thru-  had  lum  onlj  one  cas 

carcinoma  of  the  vulva. 

Age.  rhere  seems  to  be  a  predisposition  for  carcinoma  of 
the  vulva  t"  attack  old  women.  The  average  age  is  higher  than 
with  carcinoma  of  other  parts  of  the  genital  tract.  Winckel's 
statistics  regarding  the  age  at  which  carcinoma  of  the  vulva  ap- 
pears, show  .}-'.-'  per  cent  between  the  years  50  and  'k>,  while 
25.8  per  cent  were  between  60  and  70.  It  must  not  be  forgotten, 
however,  that  in  a  certain  proportion  of  cases  (9.7  per  cent 
Winckel)  the  disease  may  appear  during  the  decade  from  30  to 
40.     West  reports  one  case  in  a  woman  of  31. 

In  my  own  series  it  will  he  noticed  that  the  ages  are  dis- 
tributed between  two  decades,  forty  to  fifty  and  fifty  to  sixty. 
The  youngest  was  forty-three  and  the  oldest  eighty-four. 

Seat  of  the  Disease.  The  location  of  the  malignant  growth  was 
practically  the  same  in  three  of  the  cases  reported  1  I.  II,  III), 
viz.:  to  the  left  or  right  of  the  clitoris  and  a  little  below  that 
organ.  In  Case  III  the  clitoris  was  involved  in  the  disease.  In 
the  other  two  cases  it  was  unaffected.  The  sulcus  between  the 
labia  majora  and  minora  a  little  below  the  clitoris  seems  to  be 
a  favorite  location  of  the  epithelial  growth.  Cases  are  reported, 
however,  where  the  starting  point  was  in  almost  every  por- 
tion of  the  external  genitals.  The  urinary  meatus  is  rarely  the 
seat  of  the  primary  disease. 

The  situation  of  the  ulceration  in  Case  IV  was  peculiar  and 
suggested  at  first  the  possibility  of  lupus.  Starting  on  one  labi- 
um majus  it  swept  around  the  perineum  in  the  form  of  a  cres- 
cent and  nearly  reached  the  starting  point  level  on  the  right  labi- 
um  majus. 

Initial  Symptoms.  In  three  of  the  cases,  intense  pruritus  was 
the  first  symptom  of  any  importance.  In  each  case  the  (patient 
voluntarily  spoke  of  this  symptom.  Pain  did  not  seem  to  he  an 
early  symptom  in  Cases  I.  II.  III.  hut  was  very  marked  in  Case 
I\  .  I  liia'  it  was  caused  probably  by  the  peculiar  situation  of  the 
ulcer,  which  was  more  exposed  to  irritation  than  where  the 
growths  are  located  higher.  Burning,  smarting  pain  on  mictu- 
rition was  also  a  prominent  symptom  in  this  ca><\ 

Different  Types  of  the  Disease.  Cases  ill  and  IV  evidently 
represent  two  distind  types  of  carcinoma,  1x>th  clinically  and 
microscopically.  Case  III  represents  the  active  form  of  the  dis- 
ease. A  few  months  after  its  appearance  0C1  the  left  labium 
majus  the  growth  had  ulcerated  and  spread  to  the  clitoris  and  had 
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involved  the  inguinal  glands  early,  as  the  disease  recurred  there 
after  the  radical  removal  of  the  growth.  The  microscope  showed 
the  cells  actively  proliferating.  For  the  most  part  there  was 
no  tendency  towards  cornification.  Case  IV  is  an  example  of 
the  opposite  type  of  the  disease.  The  patient  had  had  the  dis- 
ease for  some  \~  months  and  while  extensive,  locally,  the  in- 
guinal glands  were  not  enlarged.  Microscopically  it  was  seen 
to  be  a  typical  squamous  cell  carcinoma,  with  a  marked  tendency 
towards  the  formation  of  epithelial  pearls  and  cornification. 
Careful  serial  sections  of  the  inguinal  glands  failed  to  reveal  any 
evidence  of  cancer. 

Metastases.  I  believe  it  will  depend  largely  upon  the  type  of 
the  particular  growth  under  consideration  whether  we  may  ex- 
pect involvement  of  the  inguinal  glands.  That  they  are  not  in- 
volved always  is  shown  by  the  case  just  reported.  Veit  quotes 
Ingermann-Amitin  as  reporting  a  similar  case,  although  Yeit's 
own  cases  all  showed  glandular  involvement.  In  2$  cases  col- 
lected by  Schwarts,  1 1  had  enlarged  inguinal  glands,  yet  in  ( >nly  5 
of  these  latter  cases  did  the  microscope  show  the  presence  of 
carcinoma.  The  difficulty  lies  in  our  inability  to  determine  in 
what  particular  case  the  disease  has  not  spread  by  way  of  the 
lymphatics,  hence,  just  as  in  cancer  of  the  breast,  we  are  driven 
to  the  removal  of  the  inguinal  glands,  whenever  we  aim  at  a  radi- 
cal cure.  The  glands  should  be  removed  first  so  as  not  to  con- 
taminate the  operative  field  by  the  discharge  from  the  ulcerating 
mass  below.  The  glands  in  both  inguinal  regions  should  be 
removed  because  it  is  impossible  to  state  positively  that  the  dis- 
ease has  not  involved  the  opposite  side  of  the  vulvar  cleft. 

This  brings  up  the  question  of  contact  metastases.  In  Case  III 
the  lesion  involved  the  left  labia  and  clitoris.  The  right  labium 
minus  was  excoriated  and  softened  by  contact  with  the  oozing 
surface  of  the  growth  but  apparently  not  secondarily  involved. 
Yet  in  a  similar  case  reported  by  Kelly  where  only  one  side  was 
removed,  the  disease  returned  later  in  the  opposite  excoriated 
and  softened  labium. 

Operation.  In  the  presence  of  one  such  reported  case,  any 
lion  aiming  to  cure  radically  must  insure  the  complete  re- 
'.  of  both  labia  major  a  and  minora  and  clitoris.  The  inci- 
sions must  be  elliptical  and  start  well  above  the  base  of  the 
clitoris.  They  must  meet  below  half  way  between  the  anus  and 
fourchette.  A  strip  of  mucosa  must  be  left  around  the  meatus 
above  when  that  orifice  is  not  involved  in  the  disease.     The  hem- 
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orrhage  is  free  1  >nt  easil)  controlled;  especially  would  I  urge  the 
cauterization  of  the  ulcerated  surface  before  incision  into  healthy 
surfaces.  The  parts  are  easily  brought  together  by  interrupted 
sutures. 

Results.  It'  carcinoma  of  the  vulva  can  1"-  seen  and  treated 
early  enough,  good  results  can  be  obtained.  Veit  quotes  Schwartz 
a^  having  to  permanent  recoveries  oul  of  23  cases.  While  this 
may  be  overstating  the  case,  somewhat,  it  is  unquestionably  true 
that  there  is  much  more  hope  of  cure  in  carcinoma  of  the  vulva 
after  the  radical  operation,  than  after  the  mosl  radical  operations 
for  carcinoma  of  the  uterus. 

Dr.  Philander  A.  H  vrris,  of  Paterson,  X.  J.,  said  that  he  felt 
his  results  in  regard  t>>  operation  for  cancer  of  the  uterus  were 
not  as  favorahle  as  those  of  I  >r.  Reamy,  and  while  he  did  not  want 
to  take  the  position,  which  had  been  assumed  by  some,  that  every 
case  was  a  failure,  he  felt  that  it  was  a  difficult  field  in  which  to 
accomplish  much.  However,  one  of  the  worst  cases  of  cancer  of 
the  uterus  he  had  encountered,  not  involving-  the  vagina,  was  op- 
erated on  in  1896.  and  remained  perfectly  well  t>>  t hi-  time.  In 
his  whole  list  of  cases  he  had  but  three  or  four  where  cancer  had 
been  present,  and  the  patient  had  outlived  a  period  of  more  than 
three  or  f,  >ur  years. 

As  t<-  cancer  of  the  vulva,  referred  to  by  Dr.  Peterson,  he  had 
encountered  but  one  case  of  cancer  of  the  external  genitalia.  This 
occurred  in  an  old  woman,  seventy  years  of  age.  A  thorough  op- 
eration was  performed.  She  enjoyed  a  respite  of  a  little  less  than 
two  years,  after  which  there  were  centers  of  infection  in  the  pel- 
vic later  the  inguinal  glands  became  implicated,  and  she  died  from 
the  disease  in  less  than  two  and  a  half  years  after  the  operation. 

Dr.  CHARLES  1'.  Noble,  of  Philadelphia.  Pennsylvania,  said, 
with  reference  to  carcinoma  of  the  cervix,  the  results,  he  thought, 
had  not  been  as  good  as  those  in  cases  of  cancer  of  the  body  of 
the  uterus.  Still,  so  far  as  his  experience  went,  he  was  glad  to 
say  that  he  had  had  a  certain  percentage  of  cures,  lie  had  knowl- 
edge of  two  cases  that  had  remained  well  for  from  fifteen  to  eigh- 
teen years,  which  were  considered  at  the  time  inoperable.  These 
cases  were  treated  by  chloride  of  zinc,  and  had  remained  well  up 
to  this  time.  It  was  true  the  cure  in  such  cases  might  be  con- 
sidered worse  than  the  disease,  because  both  had  extensive  vesico- 
vaginal and  recto-vaginal  fistulae  as  the  result  of  the  use  of  chloride 
of  zinc,  although  they  had  passed  the  stage  of  operability  in  the 
sense  of  hysterectomy.  Vs  to  hysterectomy  for  cancer,  he  could 
not  state  the  exact  percentage  of  cures,  but  approximately  it  was 
about  ten  per  cent  of  the  hysterectomies  he  had  done  for  cancer  of 
the  cervix,  taking  five  years  a>  the  period  of  estimated  cure.    I  toe 

of  these  was  also  a  case  which  he  considered  inoperable,  and  be- 
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yond  the  hope  of  cure  at  the  time  the  operation  was  done.  He 
thought  it  might  be  interesting  to  relate  that  case.  It  was  a  case 
in  the  family  of  a  physician,  and  the  operation  was  done  at  his 
urgency  to  avoid  the  disagreeable  discharges  incident  to  the  de- 
velopment of  cancer  of  the  cervix.  He  attempted  to  do  an  abdom- 
inal hysterectomy,  and  just  about  the  time  that  all  of  the  ligatures 
were  tied,  when  he  was  about  to  cut  through  into  the  vagina,  the 
patient  collapsed  on  the  table.  She  recovered,  and  the  problem  of 
what  to  do  with  the  cancer  of  the  cervix  still  remained.  She  had  a 
small  vagina,  and  he  thought  the  best  thing  was  to  burn  the  can- 
cer out  with  cautery.  He  did  so,  and  burnt  a  hole  in  the  bladder. 
Later  he  closed  up  this  vesical  hole.  It  was  seven  years  since  the 
operation  was  done,  and  the  patient  had  remained  well. 

So  far  as  carcinoma  of  the  external  genitals  was  concerned,  he 
recalled  four  cases.  Of  this  number,  three  were  dead.  One  was 
evidently  hopeless  at  the  time  of  the  operation.  Indeed,  he  only 
removed  the  disease  to  get  rid  of  the  discharges.  The  last  one  was 
a  case  of  carcinoma  of  the  clitoris  which  had  remained  well  for  a 
year  and  a  half.  In  this  case  he  did  what  he  thought  was  the 
proper  operation  in  all  cases,  namely,  to  remove  the  entire  external 
genitals,  slit  up  the  groin  on  each  side,  and  removed  the  inguinal 
glands.  This  patient  bad  remained  well,  but  the  others  were 
dead. 

Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C,  said  that  he  had 
had  no  cases  of  carcinoma  of  the  vulva  in  which  he  saw  the  pa- 
tients sufficiently  early  to  cause  him  to  feel  justified  in  following 
any  operative  procedure  other  than  cauterization.  He  was  very 
glad  that  Dr.  Peterson  had  had  some  cases  early. 

As  to  the  treatment  of  cancer  of  the  uterus,  and  the  results,  he 
had  seen  a  few  cases  in  which  he  believed  a  cure  was  effected. 

He  said  that  in  his  paper  on  uretero-cystotomy,  which  he  was 
going  to  read  at  a  subsequent  session,  he  was  going  to  report  the 
case  of  a  woman  upon  whom  he  operated  in  i8i)8.  in  which  there 
was  a  cancerous  mass  in  the  broad  ligament  surrounding  the  ureter 
to  the  extent  of  dilating  it  considerably.  This  led  him  to  exsect 
the  lower  portion  of  the  ureter,  and  to  do  a  uretero-cystotomy.  The 
woman  was  in  good  health  at  present.  He  saw  her  recently,  when 
he  was  called  to  see  her  daughter  in  consultation.  At  the  time  he 
operated  on  her,  he  did  not  think  she  would  be  alive  at  the  end  of 
two  years.  In  cancer  of  the  uterus,  the  earlier  the  disease  was  seen 
the  more  justifiable  was  the  radical  procedure. 

lie  had  noticed  in  the  successful  treatment  of  cancer  that  nearly 
all  of  the  Fellows  had  said  that  they  had  cauterized  their  cases; 
that  even  in  those  cases  which  they  did  not  expect  to  recover  they 
used  the  cautery  and  were  surprised  to  see  that  tluy  had  recovered. 
This  kepi  fresh  in  mind  the  work  that  Dr.  Byrne  did  and  advo- 
cated. He  called  attention  to  the-  instrument  devised  by  Dr. 
Downes.  which  he  was  using  almost  exclusively  in  abdominal  sur- 
gery. There  was  a  chance  to  apply  it  in  radical  operations  for 
cancer  of  tin-  uterus,      lie  really  believed  that   from  its  use  gyne- 
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cologists  were  going  to  i;ct  more  recoveries  from  cancer  than  they 
had  in  the  past,  and  he  hoped  all  would  be  able  in  a  few  years 
to  report  cures  of  as  long  standing  as  Dr.  Reamy  had  been  able  to 
do. 

Dr.  1.  S.  Stone,  <>i  Washington,  1 ).  ('..  spoke  of  tin-  wife  of  a 

physician  who  was  operated  on  in  [89]  for  carcinoma.  The  pa- 
tient had  consulted  Dr.  Thomas  and  Dr.  Emmet,  as  well  as  physi- 
cians in  Philadelphia.  'The  case  was  a  pronounced  one  of  cancer. 
Vaginal  hysterectomy  was  done,  and  the  woman  had  remained 
well. 

In  regard  to  cauterization,  he  thought  Dr.  Van  de  Warker 
ought  to  have  a  tablet  in  the  Hall  of  Fame,  because  the  cauteriza- 
tion treatment  had  prolonged  the  lives  of  so  many  women,  and 
had  saved  them  from  distressing  symptoms.  He  thought  a  great 
many  women  had  been  cured  by  this  method.  It  was  constantly 
coming  up  in  his  experience  that  cases  which  were  considered  in- 
operable were  now  living  two  and  three,  or  even  four,  years  after 
cauterization.  He  did  not  think  any  of  the  Fellows  kept  sufficently 
accurate  reports  '•'f  their  cases.  Only  two  years  ago  he  cauterized 
such  a  case  in  his  hospital,  and  sent  the  woman  home  to  live  per- 
haps six  months.  He  gave  her  a  thorough  cauterization,  but  was 
sorry  to  say  there  was  a  fistula  at  the  base  of  the  bladder.     The 

other  day  he  was  called  by  telephone  to  see  Mrs. ,  and  to  his 

surprise  found  that  the  woman  was  living  and  apparently  well. 
She  wanted  to  know  what  could  be  done  for  that  fistula. 

Dr.  Matthew  D.  Manx,  of  Buffalo,  X.  Y..  said  it  seemed 
rather  curious  that  some  of  the  cases  that  had  been  most  unpromis- 
ing had  given  the  best  results,  and  that  there  seemed  to  be  some- 
thing in  the  theory  of  Dr.  Byrne  in  regard  to  the  cautery.  The 
best  result  he  ever  saw  occurred  in  his  practice  many  years  ago. 
where  the  cervix  had  been  amputated  by  the  galvano-cautery  wire 
by  Peaslee.  It  was  done  eighteen  years  before  the  time  he  saw  the 
woman.  The  woman  had  been  perfectly  well  and  healthy  for 
eighteen  year-.  The  disease  then  returned  in  the  stump.  He 
scraped  it  out,  cauterized  it  with  chloride  of  zinc,  and  the  woman 
went  for  two  years  without  recurrence.  Finally,  recurrence  took 
place,  and  she  died  from  it. 

I  [e  thought  as  good  results  as  he  had  had  in  cancer  of  the  cervix 
ware  in  a  case  which  he  operated  on  seven  or  eight  years  ago. 
He  started  in  to  do  a  vaginal  hysterectomy,  but  found  the  uterus 
so  adherent  that  he  could  not  get  it  out.  Thinking  the  disease 
was  far  advanced,  he  opened  the  abdomen,  did  a  high  amputation. 
and  the  woman  was  well  to-day,  after  eight  years.  Hi-  had  heard 
from  her  within  a  comparatively  short  time.  These  cases  which 
were  so  bad  and  so  unpromising  did  recover,  and  ought  to  give 
gynecologists  ,urreat  encouragement. 

He  had  not  u>ed  the  actual  eauterx  or  galvano-cautery  very 
much,  but  the  evidence  in  its  favor  was  s, »  rapidly  accumulating, 
that  members  of  the  profession  OUght  to  give  it  a  more  extended 
trial,  certainly  if  tiny  placed  any  confidence  in  the  statement-  of 
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Byrne,  and  they  ought  to  do  so,  because  he  was  eminently  an 
honest  man,  and  a  keen  observer.  There  was  undoubtedly  great 
good  accomplished  by  the  cautery,  and  it  ought  not  to  be  neglected 
as  it  had  been. 

In  regard  to  cancer  of  the  vulva,  he  could  only  remember  to 
have  seen  three  cases,  one  of  them  a  good  while  ago,  and  past 
operation.  One  occurred  in  the  last  year.  In  this  case  the 
growth  involved  the  whole  mons  veneris  and  entire  vulva,  extend- 
ing down  on  to  the  perineum.  He  scraped  it,  and  cut  it  away  as 
well  as  he  could  with  sharp  spoon  and  scissors,  then  subjected  the 
woman  to  the  X-ray.  He  kept  her  in  the  hospital  for  a  number  of 
months,  during  which  time  she  improved  very  much,  but  the 
growth  started  again,  made  rapid  progress,  and  he  sent  her  home 
to  die.  She  was  experimented  on  with  antitoxin,  which  was  pre- 
pared in  the  cancer  laboratory,  but  grew  worse  under  it,  and  the 
disease  advanced  more  rapidly  than  it  did  before  she  had  it. 

The  other  case  was  under  his  care  now,  and  was  such  as  that 
described  by  Dr.  Peterson.  He  amputated  the  vulva,  sewed  it  up, 
got  union  by  primary  intention,  and  then  subjected  the  parts  to 
the  X-ray.  It  was  now  three  months  since  the  operation  was  per- 
formed, with  no  sign  of  recurrence,  and  the  woman  felt  perfectly 
well.  The  parts  were  soft.  He  intended  to  keep  her  on  the 
X-ray  treatment  for  weeks  or  months,  hoping  in  this  way  to  ward 
off  any  recurrence. 

Dr.  Peterson  asked  whether  Dr.  Mann  had  taken  out  the 
glands. 

Dr.  Mann  replied  that  he  had  not,  as  they  were  not  enlarged. 
He  said  the  patient  was  quite  an  old  woman,  and  he  did  not  want 
to  prolong  the  operation  too  much. 

In  regard  to  the  treatment  of  cancer,  he  was  surprised  that  no 
one  in  the  discussion  had  mentioned  the  use  of  the  X-ray.  He 
had  been  using  it  a  great  deal,  but  as  yet  he  had  not  found  any 
rule  by  which  he  could  tell  whether  the  X-ray  was  going  to  do 
any  good  or  not.  In  some  cases  it  did  great  good.  The  results 
were  encouraging;  the  disease  was  stayed;  pain  was  relieved;  dis- 
charges and  hemorrhages  were  stopped,  and  patients,  on  the 
whole,  were  much  better.  In  some  cases  there  was  entire  arrest 
of  the  disease;  in  others  it  seemed  to  spread,  without  any  effect 
from  the  treatment,  and  the  results  in  these  were  discouraging. 
At  the  same  time,  he  believed  the  X-ray  was  an  agent  of  great 
power,  and  ought  to  be  tried  quite  extensively  before  it  is  cast 
aside.  It  would  certainly  relieve  many  of  the  symptoms,  if  it  did 
not  effect  a  cure. 

Dr.  E.  W.  Cushing,  of  Boston,  Massachusetts,  reported  two 
cases  of  cancer  of  the  vulva  that  he  had  operated  on,  but  in  both 
of  them  the  disease  had  returned. 

Relative  to  cancer  of  the  cervix  and  the  uterus,  he  mentioned 
cases  upon  which  he  had  operated  as  far  back  as  1888,  and  they 
well  and  alive  to-day.  There  was  no  doubt  as  to  the  diag- 
nosis in  them,  and  some  of  the  worst  had  recovered  entirely,  while 
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in  others,  in  which  the  disease  appeared  to  be  comparativel)  be- 
nign, recurrence  had  taken  place. 

tie  did  not  think  sufficienl  attention  was  given  to  the  danger 
of  infecting  raw  surfaces,  and  with  the  open  lymphatics  by  the 
cancerous  infection,  lie  thought  that  in  a  great  many  cases  re- 
currence of  the  disease  was  due  very  largely  to  lack  of  thorough- 
;i  operating.  For  some  years  it  was  his  practice  to  open  the 
abdomen,  to  loosen  everything,  tie  off  the  broad  ligaments  (?),  go- 
in^  clear  down  to  the  vagina,  then  closing  tin-  abdomen,  finishing 
from  below,  when  the  titerns  could  he  pulled  down,  and  dissection 
made  of  the  few  remaining  tissues,  with  a  minimum  danger  of  in- 
fection. By  doing  this,  one  had  an  opportunity  to  see  if  any  of 
the  glands  were  involved.  In  many  cases  of  cancer,  there  was  no 
means  of  knowing  whether  the  infection  would  spread,  or  whether 
the  glands  were  involved.  If  the  glands  and  fat  were  all  removed 
in  this  operation,  the  same  principle  was  applied  as  in  the  use  of 
the  X-ray.  No  surgeon  would  think  he  had  done  his  duty  by 
removing  a  breast  without  going  into  the  axilla,  and  in  the  same 
manner  no  gynecologist  would  think  of  having  done  his  duty  in  a 
case  of  cancer  of  the  uterus  until  he  had  split  up  the  perineum  and 
had  seen  what  the  condition  was  there.  By  the  method  he  had 
mentioned  the  uterus  could  he  pulled  down  and  removed,  if  neces- 
sary, without  danger  of  infecting  raw  surfaces.  Where  this  could 
not  be  done,  it  should  not  he  classed  as  a  complete  operation,  but 
as  a  palliative  measure. 

Dr.  Reamy,  in  closing  the  discussion  on  his  part,  said  it  was 
conceded  everywhere  that  cancer  of  the  body  of  the  uterus,  in  a 
large  percentage  of  cases,  was  susceptible  of  cure  by  sufficientlv 
radical  and  skilful  operation,  lint  it  was  stated  in  a  discussion 
last  year  before  the  Society  by  a  very  distinguished  member,  and 
his  statement  was  to  a  large  extent  agreed  to.  that  statistic- 
tained  the  proposition  that  cancer  of  the  cervix  was  not  curable. 
The  cervix  seemed  to  he  a  favorite  field  for  the  primary  invasion 
of  carcinoma  of  the  human  body.  After  the  discussion  at  Chicago 
on  this  subject,  he  thought  he  would  review  it  and  look  over  the 
literature,  as  he  had  made  up  his  mind  that  such  a  contribution 
was  wanted  to  elucidate  this  phase  of  the  question,  as  to  the  cura- 
bility of  cases  of  cancer  of  the  cervix.  If  one  could  establish  be- 
yond controversy  that  primary  cancer  of  the  cervix  was  limited 
to  this  organ,  or  supposed  to  be  by  the  clinical  history  of  the  case 
subsequently,  and  that  the  case  was  cured  by  operative  measure-, 
then  it  certainly  was  a  contribution  to  the  question  of  the  curabilitv 
of  the  disease,  on  the  one  hand,  and  threw  light  on  the  etiology  of 
the  disease.  Since  we  did  not  know  definitely  the  cause  of  can- 
cer, we  might  gel  some  light  and  we  might  at  least  find  room  in 
which  to  argue.  If  it  was  found  that  permanent  recovery  fol- 
lowed the  removal  of  the  disease,  in  the  absence  of  better  knowl- 
edge we  might  limit  our  investigations  and  not  be  speculating  in 
many  field-.  If  removal  of  the  tissues  in  which  the  local 
manifestation  occurs  was  followed  by  a  permanent  cure,  even  in  a 
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small  percentage  of  cases,  it  settled  the  question  in  that  particular, 
that  the  disease  was  primarily  local  and  was  so  at  the  time  of  the 
operation. 

With  reference  to  Dr.  Peterson's  paper,  he  thought  it  was  an 
admirable  one.  According  to  Pozzi,  the  involvement  of  the 
lymphatic  glands  had  been  largely  overrated  in  these  investiga- 
tions. He  made  serial  sections  of  his  cases  of  primary  cancer  of 
the  vulvar,  where  the  disease  had  existed  sixteen  months,  and 
during  that  time  he  had  established  beyond  controversy  that  there 
was  no  involvement  of  the  glands,  or  of  the  region  roundabout, 
showing  there  could  be  active  manifestations  of  the  disease  in  tis- 
sues without  involvement,  so  far  as  investigations  could  determine, 
of  the  glands. 

Dr.  Peterson,  in  closing  the  discussion,  emphasized  a  point 
brought  out  by  Dr.  Reamy,  namely,  that  not  always  in  cases  of 
carcinoma  of  the  vulva  were  the  lymphatics  involved.  He 
thought  that  his  conclusions  were  justified  that  in  carcinoma  of  the 
cervix  and  in  carcinoma  of  the  vulva  we  had  two  distinct  classes 
of  cases,  and  thinking  along  this  line  might  explain  many  of  the 
failures  to  cure,  and  also  the  curability  of  certain  cases  that  ap- 
peared hopeless  at  the  time  of  operation.  There  was  one  class  of 
cases  in  which  the  disease  was  very  limited,  the  area  not  being 
larger  than  a  finger-nail,  and  yet  after  the  removal  of  the  entire 
uterus  the  disease  recurred  within  a  few  months,  and  the  patient 
died.  In  another  class  of  cases,  although  there  was  considerable 
involvement  of  either  the  cervix  or  the  vulva,  operation  proved 
successful.  In  his  cases  serial  sections  were  made  of  the  lymph- 
atics, but  no  metastases  were  found.  It  would  seem  from  this  that 
therein  lay  the  explanation  that  we  were  dealing  with  two  distinct 
kinds  of  cancer.  For  instance,  take  the  experience  all  had  had 
with  carcinoma  of  the  breast,  the  situation  was  parallel.  He  re- 
membered distinctly  of  removing  once  from  both  breasts  a  nodule 
of  carcinoma  not  larger  than  the  end  of  his  thumb.  He  removed 
all  the  glands  in  the  axilla ;  these  glands  contained  carcinoma  nests, 
and  while  the  disease  had  only  existed  to  that  extent,  yet  cases 
had  been  reported  where  there  was  no  question  as  to  the  diagnosis 
of  the  disease  in  the  breast,  and  the  glands  had  not  been  removed, 
but  the  patients  lived  year  after  year.  So  he  thought  we  must  be 
dealing  with  the  same  class  of  east's  there,  and  this  should  give 
gynecologists  some  hope  in  the  operative  treatment  of  carcinoma. 

He  --aid  that  his  friend,  Dr.  Hies,  was  an  enthusiast,  and  be- 
lieved in  the  removal  of  the  glands  in  every  ease  where  it  was 
possible.  The  burden  of  proof  rested  upon  Dr.  Ries  and  his  fol- 
lowers, and  those  who  are  working  along  these  lines.  It  was  obli- 
gatory upon  Dr.  Ries  and  others  to  prove  that  in  every  case  of  car- 
cinoma  the  patient  should  be  subjected  to  this  most  dangerous 
Hon.  and  this  was  one  of  the  reasons  why  he  presented  the 
paper. 


II  VRRIS  :    DOUBLE    PY<  S  VLP1  NX. 

SHOULD  THE   UTERUS   BE   REMOVED   WHEN     I  I  i  K  OVARIES   AND    I 
ARE   Rl  MOVED  EN   I   tSES  Of   DOUBLE  PYOSALPINX,  WHEN  OP- 
ERATING EITHER    fH ROUGH    MM-.    ABDOMEN 
OR    I'll  I.  VAGINA  ? 

A  symposium  on  this  subjecl  was  opened  bj  a  paper  contributed 
by  Dr.  Andrew  F.  Currier,  of  New  York  City,  which  was  read 
by  the  Secretary,  in  the  absence  of  the  author. 

[f  this  was  proposed  as  a  matter  of  routine,  the  writer  would 
reply  emphatically  no.  If  it  was  proposed  as  an  expedient  when 
the  uterus  itself  was  extensively  diseased,  the  author  would  say, 
yes.  It  might  also  be  removed  if  it  had  been  greatly  injured  in 
the  extrication  of  the  appendages,  or  if  it  should  seem  b 
required  as  a  means  of  controlling  troublesome  hemorrhage.  To 
remove  the  uterus  in  a  young  woman  might  possibly  produce  un- 
favorable mental  effect  as  a  consequence,  near  or  remote.  To  re- 
move the  uterus  from  one  mar.  at  or  past  the  menopause,  might 
add  an  element  of  risk  to  the  operation.  To  remove  the  uterus 
might  weaken  the  pelvic  roof,  and  might  introduce  an  element  of 
danger  from  enterocele.  To  remove  the  uterus  unnecessarily  was 
bad  morally,  for  it  tended  to  establish  the  impression  of  the  unim- 
portance of  the  organ,  and  that  it  might  be  unhesitatingly  extir- 
pated by  any  one  who  had  the  requisite  skill.  To  remove  the 
uterus  on  the  ground  that  it  might  possibly  be  the  seat  of  malig- 
nant disease  in  the  future  was  assuming  more  than  the  clinical 
history  taught,  in  the  great  majority  of  cases,  and  was,  moreover, 
a  reproach  to  surgery,  making  it  destructive  instead  of  conserva- 
tive. 


lULD    THE    UTERUS    BE    REMOVED    WHEN    OPERA 

FOR   DOUBLE   PYOSALPINX,   EITHER   FROM 

ABOVE  OR  BELOW?" 


BY 

l-IIIl  ANDER     \     HARRIS, 

Pater-on.   N  | 


Before  making  answer  to  this  question  it  i-  necessar) 
meet  upon  common  ground,  and  admit  the   following  with  ref- 
erence to  the  more  important  phenomena,  any  one  or  many  of 
which  enter  into  the  history  of  every  case  of  double  pyosalpinx. 

That  all  women  who  have  double  pyosalpinx  are  sterile,  and 
that  most  of  them  will  remain  SO  in  spite  of  treatment  or  opera- 
tion, that  they  suffer  more  or  1  •  pelvic  pains,  not  only  in 


8l6  HARRIS:    DOUBLE    PYOSALPINX. 

connection  with  movements  of  the  body,  but  independently  of 
them.  The  item  of  pain  is  manifest  in  all  gradations  of  severity. 
Some  suffer  so  slightly,  both  as  regards  the  item  of  pain,  and  in 
other  respects  as  to  show  neither  appreciable  disability  nor  im- 
pairment of  general  health,  while  with  others  pain  is  rarely  absent,, 
not  only  preventing  the  patient  from  pursuing  her  usual  vocation 
but  confining  her  to  the  couch  or  bed  for  months  or  years. 

An  increased  temperature,  headaches,  constipation,  and  emacia- 
tion, characterize  a  large  proportion  of  cases.  1  remember  one 
case  to  have  carried  a  temperature  from  one  to  two  degrees  above 
normal  daily  for  one  year,  and  until  operated  upon. 

Xeither  fever,  headaches  nor  emaciation  are  common  to  all 
cases.  I  have  repeatedly  removed  double  pus  tubes  on  account 
of  pain  complained  of  in  which  there  had  been  almost  entire 
absence  of  fever  or  wasting  of  the  body. 

Menorrhagia  with  clots  and  a  lengthening  of  the  menstrual 
period  is  a  common  accompaniment  of  pus  tubes.  Such  patients 
frequently  tell  us  that  they  menstruate  ahead  of  time. 

Dysmenorrhea  is  present  as  a  result  of  infection  in  about  two- 
thirds  of  all  the  cases.  If  menstruation  was  painful  before  the 
existence  of  pus  tubes,  the  painful  period  is  more  prolonged,  and 
the  suffering  far  more  pronounced. 

Leucorrhea  is  generally  very  profuse  in  the  beginning  of  uterine 
and  tubal  infection.  It  is  nearly  always  present  in  a  degree,  but 
the  cases  are  very  numerous  in  which  it  almost  ceases  or  is  not 
complained  of,  and  disappears  for  weeks  or  months  while  the 
disease  is  progressive  in  the  tubes  and  ovaries. 

Asa  consequence  of  double  pyosalpinx,  both  sexual  inclination 
and  capacity  for  participation  are  greatly  diminished.  In  isolated 
cases,  inclination  for  coition  is  markedly  increased.  Far  more 
often,  however,  it  is  repressed,  while  the  pain  caused  by  the 
sexual  act  disinclines,  if  it  does  not  forbid,  participation. 

I  am  sure  that  we  must  accept  the  above  as  the  more  important 
complaints  and  accompaniments  of  pyosalpinx. 

1  have  made  no  reference  to  the  symptoms  arising  from  gonor- 
rheal infection  in  the  urethra,  bladder  and  the  glands  of  Bartho- 
lin, for  the  reason,  that  inflammation  of  these  parts  will  not  be 
particularly  influenced  by  the  operations  which  terminate  sup- 
puration in  the  reproductive  organs. 

My  first  experience  in  operating  for  the  cure  of  pus  tubes 
consisted  in  passing  the  hand  through  the  suprapubic  incision,. 
and  L,rraspin<^  an  ovary  and  the  companion  tube,  forming  a  pedicle^ 
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and  removing  the  "vary,  and  as  much  of  the  tube  as  possible. 
Many,  but  not  nearly  all  the  cases  thus  operated  upon  were  cured. 
A  very  considerable  percentage  of  the  cases  were  only  temporarily 
relieved. 

This  rather  large  percentage  of  failure  to  cure  was  doubtless 
due  to  a  continuance  and  extension  of  the  disease  in  the  proximal 
ends  of  the  tubes  which  were  always  left  behind. 

When  1  had  performed  quite  enough  of  such  operations  to 
become  convinced  that  the  "  L  ait"  operation  was  far  from  satis- 
factory as  a  curative  measure,  L  became  a--  some  of  you  did.  in- 
tensely interested  in  vaginal  hysterectomy  as  practised  by  Jacobs, 
Segund,  and  others,  for  the  cure  of  pelvic  suppurations. 

1  shortly  so  perfected  my  work  in  that  direction  that  the  opera- 
tion became  easy  to  do,  and  I,  for  a  time,  practically  ceased 
operation  for  pus  tubes  from  above. 

When  as  a  matter  of  routine  practice,  I  had  almost  abandoned 
the  suprapubic  route  and  operation  for  the  infrapubic  one,  I 
became  rapidly  cognizant  of  the  fact  that  vaginal  hysterectomy 
for  pus  tubes  had  many  drawbacks.  As  time  went  on,  I  found 
that  although  suppuration,  discomfort  and  disability  had  generallv 
been  recovered  from,  the  patients,  and  occasionally  their  husbands, 
were  making  new  complaints.  Continuing  somewhat  longer  to 
practice  vaginal  hysterectomy,  for  I  regarded  it  as  more  curative 
of  the  symptoms  complained  of,  than  the  operation  which  I  had 
done  from  above,  my  attention  was  directed  to  an  improved  opera- 
tion which  consisted  in  exsecting  the  entire  tube  with  its  lumen 
to  the  uterine  mucosa,  closing  the  chasm  with  catgut  sutures,  and 
leaving  behind  every  ovary  which  was  not  abscessed,  or  otherwise 
diseased. 

So  that  for  the  past  four  years,  my  operations  for  diseased  tubes 
have  consisted  principally  of  bilateral  exsection  of  the  tubes, 
consequently  leaving  both  ovaries,  one  ovary  or  a  part  of  an  ovary 
and  the  maintenance  of  menstruation  in  at  least  95  per  cent  of  all 
the  cases  operated  upon.  I  should  here  state,  that  after  my  return 
to  the  suprapubic  route  and  the  particular  operation  just  referred 
to,  I  performed  a  few  operations  upon  what  were  considered  more 
conservative  lines,  in  which  I  exsected  one  tube  and  amputated 
or  incised  and  disinfected  the  other  tube. 

I  operated  upon  a  few  women  by  performing  bilateral  ampu- 
tation of  the  tubes,  indulging  them  with  the  hope  of  a  possibility 
of  pregnancy,  one  case  was  successful  in  that  particular.  Fortu- 
nately (as  I  now  believe)  my  work  in  that  so-called  conservative 
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line  was  rather  promptly  checked,  and  I  have  in  my  possession, 
and  will  here  present  to  yon  photographs  illustrating"  two  of  these 
cases,  which  with  the  other  unsatisfactory  cases  in  interest,  led 
to  my  abandonment  of  the  alleged  conservative  method  at  a  com- 
paratively early  stage  of  its  invasion  in  my  practice. 

In  the  past  four  and  a  half  years  1  have  performed  about  150 
abdominal  sections  in  which  both  tubes  were  exsected  in  every 
instance.  I  am  able  to  note  that  most  of  the  patients  were  cured 
of  ail  the  pelvic  pains  and  discomforts  complained  of  after  the 
occurrence  of  the  tubal  infection,  that  95  per  cent  continued  to 
menstruate,  while  probably  90  per  cent  returned  to  the  menstrual 
habit  which  characterized  menstruation  prior  to  the  infection. 
If  menstruation  was  painless  prior  to  the  uterine  and  tubal  in- 
fection, simple  excision  of  the  diseased  tubes  cured  the  dysmenor- 
rhea which  arose  from  such  infection. 

If  the  dysmenorrhea  was  a  regular  part  of  menstruation  prior 
to  the  uterine  and  tubal  infection,  excision  of  both  pus  tubes  had 
little  if  any  effect  upon  such  primary  dysmenorrhea.  It  quite 
frequently  happened  that  patients  gave  a  history  of  having  suf- 
fered from  painful  menstruation  prior  to  the  occurrence  of  in- 
fection. In  such  cases  the  character  of  the  pain  remaining  after 
operation,  its  duration  and  the  time  of  its  occurrence  usually 
exemplified  the  habit  of  the  individual  prior  to  the  infection. 
Excision  of  both  pus  tubes  in  such  cases,  usually  extinguished 
or  terminated  the  special  qualities  of  the  dysmenorrhea  which  had 
made  their  appearance  after  the  infection,  leaving  the  patient 
with  a  dysmenorrhea  of  the  same  character  as  she  had  had  prior 
to  the  infection. 

The  occurrence  of  full  term  Utero-gestation  as  you  know,  often 
cures  primary  dysmenorrhea,  but  bilateral  excision  of  pus  tubes 
has  little  if  any  influence  in  the  direction  of  a  cure  of  primary 
dysmenorrhea,  or  the  dysmenorrhea  which  developed  at  puberty 
and  was  permanent,  and  pronounced,  and  continued  for  years 
prior  to  tin-  infection  of  uterus  and  tubes. 

I  long  since  adopted  the  practice  of  particularly  recording  in 
the  history  of  every  woman  suffering  from  dysmenorrhea  or  sal- 
pingitis  every  detail  pertaining  to  the  pains  preceding,  attending  or 

immediately  following  menstruation.    With  the  history  thus  taken, 

1  know  in  almost  every  instance  whether  dysmenorrhea  is  primary 
or  acquired.  If  acquired  it  can  generally  he  traced  to  gonorrheal 
or  other  in  fee  tii  m. 

When  a  patient  presents  with  double  pus  tubes  ami  with  a  his- 
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tor)  of  primar)  dysmenorrhea,  I  am  particular  to  tell  her  that  the 
proper  removal  of  her  pus  tubes  can  nol  be  relied  upon  to  cure  her 
of  her  dysmenorrhea  which  clearly  existed  for  years  prior  to  the 
occurrence  of  her  infectii  >n. 

I  take  the  following  t<»  be  the  mosl  common  order  of  events  in 
infection  of  the  reproductive  organs: 

First :   Infection  of  the  uterus. 

Second:    Infection  of  one  or  both  tubes. 

Third:  Infection  of  our  or  both  ovaries,  by  which  is  meant  the 
development  of  a  pyogenic  sac  in  and  from  the  ovary. 

If  we  will  but  bear  in  mind,  that  the  uterine  mucosa  which  fur- 
nishes so  fertile  a  field  for  the  growth  of  the  gonococcus,  consists 
oi  one  form  of  structure,  that  the  musculature  of  the  uterus  is  oi 
quite  different  structure, that  the  Fallopian  tube  with  its  corrugated 
lining  is  like  a  long  sinus  with  a  very  small  lumen  at  its  origin  in 
the  uterus,  and  with  structure  and  form  peculiar  to  itself,  and 
finally  that  the  ovary  is  characterized  both  in  structure  and  func- 
tion by  a  most  decided  personality  of  its  own,  we  must  share  the 
belief,  that  the  dissimilarity  in  form,  structure,  and  function  of 
these  intrapelvic  parts,  not  only  should,  but  does  render  them  sev- 
erally different  from  one  another  in  the  matter  of  their  behavior 
when  invaded  by  a  particular  infection. 

I  believe  that  a  degree  of  endometritis  is  the  common,  although 
not  constant  accompaniment  of  pus  tubes.  It  often  greatly  abates, 
or  entirel)  disappears  months  or  even  years  before  the  termination 
of  suppuration  in  the  tubes. 

Both  in  relation  to  the  personal  comfort  of  the  patient,  and  its 
effect  upon  her  general  health,  endometritis  must  not  only  be  re- 
garded as  the  minor  pathological  condition,  but  it  usually  owes  its 
maintenance  to  the  major  pathological  state,  which  in  this  discus- 
sion we  are  characterizing  as  pus  tubes. 

Although  the  uterus  first  partakes  of  the  infection,  it  afterward 
appears  more  as  a  concomitant  participant  in  the  inflammation  of 
the  fallopian  tubes,  and  is  generally  recovered  from  after  their  ex- 
section. 

Of  the  reproductive  organs  in  the  female  pelvis  the  Fallopian 
tubes  are  the  most  natural  rendezvous  of  pelvic  suppuration. 
Neither  the  ovaries  nor  the  uterus  are  in  nearly  the  same  degree  to 
be  regarded  as  habitats  of  inflammation,  the  tubes  being  the  easiest 
and  most  chronic  victims.  After  passing  through  the  uterus,  it  is 
in  the  tubes  that  inflammation  continues  more  or  less  active  for 
months,  years,  or  even  decades.      In  many  instances  this  intlamma- 
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tion  is  dormant  for  weeks,  months  or  years,  yet  capable  of  being 
aroused  to  pronounced  activity,  not  only  as  a  consequence  of  fresh 
infection,  but  independently  of  it. 

The  more  grave,  the  more  distressing,  and  the  more  persistent 
symptoms,  referable  to  pelvic  inflammation  do  not  arise  from 
endometritis,  but  from  tubal  disease. 

When  the  fallopian  tube  suppurates,  nature  naturally  and 
promptly  seals  the  ostium  abdominals  with  whatever  structures  it 
may  happen  to  be  in  contact.  Consequently,  in  operating  we  very 
often  find  the  fimbria?  adherent  to  the  ovary.  If  we  separate  the 
adhesions,  pus  usually  emerges  from  the  ostium  abdominalae. 

How  often  have  we  broken  these  adhesions  from  the  ovaries 
which  were  themselves  free  from  inflammation  or  abscess.  \  ery 
often,  however,  have  we  found  the  ovary  with  such  environment 
itself  the  seat  of  a  pyogenic  sac. 

The  bursting  of  a  graafian  follicle  within  the  attachment  of  a 
suppurating  tube,  is  probably  the  most  reasonable  explanation  for 
the  occurrence  of  infection  in  the  ovary  itself.  The  ovary  must 
therefore  be  regarded  as  a  comparatively  unwilling  participant  in 
the  inflammations  which  find  themselves  so  much  at  home  in  the 
Fallopian  tubes. 

The  ovary  is  certainly  not  nearly  so  natural  a  habitat  of  inflam- 
mation as  the  Fallopian  tube.  Incision  and  drainage  of  ovarian 
abscesses  through  the  vagina  are  far  more  certain  to  terminate 
suppuration  in  the  ovary,  than  the  same  procedure  when  applied 
for  the  treatment  of  tubal  suppuration. 

Of  these  parts,  uterus,  tubes,  or  ovaries,  I  believe  that  diseased 
fallopian  tubes  are  by  all  odds  the  chief  factors  in  the  production 
of  the  discomfort,  pain  and  disability  for  which  patients  seek 
relief,  and  that  genuine  double  pyosalpinx  must  be  thoroughly 
exsected  to  arrest  the  disease.  In  a  goodly  number  of  cases,  one 
ovary  may  also  have  to  be  taken,  in  a  few  instances,  possibly  three 
or  five  per  cent,  all  of  both  ovaries  must  be  removed.  In  isolated 
instances  the  uterus  should  also  be  taken.  The  tubercular  uterus 
should  doubtless  be  removed  in  every  instance  where  the  diagnosis 
stablished  prior  to  operation. 

If.  while  we  arc  exsecting  both  tubes  to  the  ovarian  mucosa,  we 
leave  an  abscessed  ovary  in  situ,  the  ovary  will  continue  to  harass 
the  patient.  But  with  both  tubes  exsected,  and  the  abscessed 
ovary  remaining,  we  have  but  to  incise  the  abscessed  ovary  per 
vaginam  and  drain  it  for  a  while  to  effect  a  cure.  If  with  a  dis- 
eased  tube  in  situ,  we  were  to  simply  incise  an  abscessed  ovary 
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per  vagina]  section,  and  drain  it  for  a  while,  we  would  cure  the 
single  abscess  of  the  ovary,  but  with  the  remaining  adherent  dis- 
eased  tube  the  symptoms  arising  therefrom  would  continue  while 
the  ovar)  would  be  opened  to  possibilities  of  reinfection  from  the 
tube. 

Incision  and  drainage  of  pus  tubes  per  vaginam  fail  to  cur.-  a 
very  considerable  portion  of  all  diseased  tubes  for  the  simple  rea- 
son, that  the  diseased  tube  or  sinus  if  you  please,  is  left  behind  for 
the  active  continuance  of   the  inflammation. 

If,  when  we  exsed  both  tubes  we  simply  open  the  abscessed 
ovary,  and  disinfect  its  pyogenic  cavity  with  pure  carbolic  acid  the 
inflammation  <  >f  the  ovary  is  often  arrested,  and  In  >th  tin-  ovary  and 
the  item  of  menstruation  are  spared  to  the  individual.  Should  the 
inflammation,  however,  be  of  a  tubercular  character,  less  favorable 
results  would  accrue  from  such  conservative  treatment. 

The  chronically  inflamed  fallopian  tubes  are  to  be  classified  as 
closed  or  generally  closed  sinuses  with  more  or  less  sacculation. 

When  suppuration  has  become  well  established  in  both  tubes 
their  exsection  is  the  only  operation  which  can  be  relied  upon  to 
effect  a  cure.  By  exsection  is  meant,  the  removal  of  the  lumen 
of  the  tube  to  the  uterine  mucosa. 

Less  radical  operations,  as  hemisection  and  disinfection  of  the 
ampullae  and  larger  portions  of  the  tube,  probing  and  washing  of 
the  tube,  and  amputation  of  distal  portions  of  pus  tubes,  are  in- 
complete operations,  and  are  proportionately  unsuccessful  in  that 
they  leave  behind  a  diseased  process,  which  not  only  continues  to 
exist,  but  is  productive  of  discomforts  and  other  ill  consequences 
to  a  greater  or  less  degree. 

With  the  feeling  that  the  promoters  and  advocates  of  such  in- 
complete operations  for  the  cure  of  genuine  bilateral  pyosalpinx 
have  not  yet  established  proof  of  the  great  curative  value  which 
they  have  claimed  for  them,  I  am  compelled  to  assert  that  the 
very  considerable  percentage  of  failures  to  cure  the  patient  of  the 
more  pronounced  discomforts  of  her  disease  has  not  nearly  been 
compensated  for  by  an  occasional  pregnancy  in  the  large  class  of 
cases  distinctly  characterized  as  a  condition  of  double  pyosalpinx. 
That  the  price  of  a  slight  hope  for  pregnancy  which  has  been  of- 
fered to  a  large  class  of  such  patients  has  been  a  large  percentage 
of  failure  to  afford  permanent  relief  from  the  distressing  symptoms 
complained  of  before  the  performance  of  the  so-called  conservative- 
operations. 

All  of  our  earlier  operations  upon  the  tubes  were  incomplete, 
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and  how  many  of  them  were  also  unsuccessful  because  they  were 
simple  amputations  and  not  exsections  of  the  tubes.  I  believe,  it 
is  as  unsurgical  to  leave  one-quarter  or  one-third  of  a  diseased 
fallopian  tube  as  it  would  be  to  leave  a  similar  portion  of  a  diseased 
appendix,  vermiformis. 

The  percentage  of  failures  to  relieve  the  patient  of  the  distress- 
ing symptoms  complained  of  is  so  considerable  that  it  entirely 
overshadows  in  importance  the  single  advantage  of  the  so-called 
conservative  operations,  which  have  but  one  item  of  commenda- 
tion, and  that  is  the  meagre  hope  of  a  cure  of  the  sterility  which 
double  pyosalpinx  occasions. 

If  in  operating  for  double  pyosalpinx,  we  propose  in  any  in- 
stance to  do  less  than  exsect  both  tubes  to  the  uterine  mucosa,  we 
should  tell  the  patient  that  such  an  operation  is  an  incomplete  one, 
that  it  will  not  deprive  her  of  her  extremely  slight  hope  of  preg- 
nancy, but  will  carry  with  it  a  very  considerable  probability  of 
failure  to  restore  her  to  a  condition  of  pelvic  comfort  and  perfect 
health. 

With  cure  of  pyosalpinx  by  extirpation  of  the  uterus  and 
ovaries,  patients  sacrifice  every  advantage  accruing  from  the 
mere  presence  of  the  ovaries,  and  in  addition  thereto  more  or  less 
abatement  of,  and  in  many  instances,  complete  loss  of  the  sexual 
instinct  for  the  unexpired  term  of  life. 

A  woman's  well  being,  her  most  noble  desires,  ambitions,  and 
aspirations,  and  the  nutrition  of  her  body,  are  largely  affected  and 
influenced,  directed,  controlled  and  sustained  by  the  instinctive 
promptings  of  her  sexual  system.  Remove  if  you  will  her  uterus 
and  ovaries,  as  is  proposed  and  practiced  for  the  cure  of  double 
pyosalpinx  and  you  will  seriously  change  her  life  in  many  im- 
portant respects.  Such  change  often  works  great  injury  to  the 
well  being  of  tin-  woman.  The  injury  may  fall  lightly  upon  some, 
but  it  is  sure  to  weigh  very  heavily  upon  many  others. 

Although  sterile,  the  1"--  of  menstruation  alone  is  prejudicial 
to  the  patient's  well  being.  This  is  especially  true  of  the  younger 
classes.  The  mere  knowledge  of  the  fad  thai  menstruation  has 
fore\  ed  brings  upon  many  a  strong  feeling  of  personal  in- 

feriority to  other  women.  Add  to  this  the  inevitable  train  of 
symptoms  which  characterize  the  menopause  and  appreciate  if  you 
will,  the  responsibility  we  may  have  incurred  by  moving  the  change 

of  life  backward,  ten,  fifteen,  twenty,  thirty  or  more  years  for  the 
patient. 

The  surgically  i  roduced  menopause  may  be  levs  prolonged  and 
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distressing  than  the  physiologic  one.  However  thai  ma)  be, 
w<  can  never  be  blamed  for  thai  which  nature  brings  to  our  pa- 
tient, luu  she  will  surely  1 1  * » I  *  1  the  surgeon  to  accounl  for  the  one 
which  hi>  knife  brings  upon  her.  and  while  so  doing,  she  will 
minimize  the  importance  of  the  disease  which  so  radical  an  opera- 
tion may  have  cured  her  of. 

I  believe,  we  should  accepl  as  correct  the  oft-repeated  assertion 

that   every   surgical  operator,  when   consulted  by  a  patient   should 

keep  in  view  the  fact  that  his  duty  lies  in  the  direction  of  affording 
the  greatest  possible  degree  of  relief  from  symptoms  complained 
of,  with  the  least  mutilation  of  the  body,  and  with  the  least  possible 
interference  with,  or  arrest  of  its  bodily   functions. 

By  a  variety  of  surgical  procedures,  extending  over  a  period  of 
fifteen  years  or  more'.  I  feel  sure  that  we  have  arrived  at  a  point 
where  we  can  so  well  measure  the  discomforts  and  disability 
chargeable  to  the  respective  anatomical  parts  affected,  that  we  no 
longer  need  sacrifice  all  these  parts,  when  only  one  form  of  ana- 
tomical structure  is  seriously  at  fault. 

The  suppurating  fallopian  tubes  are  the  particular  anatomical 
structures  at  fault,  and  I  should  advise  that  as  a  matter  of  routine 
we  exsect  them,  leaving  the  uterus  and  ovaries  with  the  patient. 

If  an  ovary  is  abscessed,  remove  it.  If  both  ovaries  are 
abscessed  and  the  patient  far  from  the  expected  menopause,  re- 
move the  larger  abscessed  ovary,  but  incise  the  pyogenic  sac  of 
the  smaller  one.  disinfect  it  with  carbolic  acid,  and  leave  it  in  situ. 

If  the  patient  is  very  near  or  at  the  menopause,  there  is  of 
course  little  need  of  trying  to  save  suppurating  ovaries. 

Exsection  of  the  uterus  for  double  pyosalpinx  is  understood  to 
take  also  the  tubes  and  the  ovaries.  So  radical  an  operation  un- 
doubtedly affords  the  greatest  possible  relief  from  the  symptoms 
complained  of  by  the  patient-.  I 'nt  I  feel  that  the  price  <>i  re- 
moval of  the  uterus  in  ever)  case  of  double  pyosalpinx  may  be 
parti)  estimated  by  the  following  results: 

First,  loss  of  menstruation  in  every  instance. 

Second,  partial  or  complete  extinction  of  the  sexual  quality  in 
a  largv  proportion  of  the  case-,  together  with  incomplete  physical 
capacity   for  sexual  participation. 

Third,  injury  to  the  nervous  system  of  the  patient,  arising  from 
her  knowledge  and  appreciation  that  she  has  been  prematurely 
and  possibly  unnecessarily  deprived  of  these  and  other  qualities. 
which  render  her  physically  and  to  a  certain  extent  morally  in- 
ferior to  other  women. 

j    Chuhch   S 
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SHOULD  THE  UTERUS  BE  REMOVED  WHEN  THE  OVARIES 

AXD  TUBES  ARE  REMOVED  IX  CASES  OF  DOUBLE 

PYOSALPINX,  WHEN  OPERATING  EITHER 

THROUGH  THE  ABDOMEN  OR 

THE  VAGINA. 


I.    S.    STOXE,    M.D., 
Washington,    D.    C. 


It  has  been  shown  conclusively  that  the  pus  found  in  most 
cases  of  pyosalpinx  is  either  sterile  or  contains  no  actively  infec- 
tious micro-organisms.  The  average  case  comes  to  the  operating 
table  with  limitation  of  the  infectious  process.  It  is  beyond 
question  that  gonorrhea  is  responsible  for  the  vast  majority  of 
these  pus  cases.  The  mucous  lining  of  the  uterus  transmits  the 
microbe  and  bears  the  brunt  of  the  attack,  rather  than  the  mus- 
cular structure  of  the  uterus.  The  narrow  canal  through  the  cor- 
nuse  of  the  uterus  is  intended  as  an  anatomical  barrier  against  the 
introduction  of  infection  into  the  Fallopian  tube  and  thence  to 
the  peritoneum.  It  does  not  suffice,  however,  to  prevent  the  en- 
trance of  micro-organisms,  while  on  the  other  hand  it  almost  in- 
variably prevents  the  various  collections  of  pus,  serum,  blood,  etc., 
usually  found  in  the  tube,  from  escaping  into  the  uterus  even 
when  the  distal  extremity  of  the  tube  is  closed  and  the  distention 
of  the  tube  very  great. 

The  tube  would,  therefore,  be  functionally  useless  and  possibly 
dangerous  even  if  the  pus  were  permitted  to  escape  without 
danger  or  inconvenience  to  the  patient.  The  tube  may  under 
these  circumstances  require  removal  because  structurally  de- 
stroyed. The  presence  of  pus  in  a  location  where  it  cannot  escape 
safely  without  operation,  necessitates  and  justifies  operation. 
Such  good  and  excellent  reasons  cannot  in  our  opinion  be  given 
when  it  is  proposed  to  remove  the  uterus  in  addition  to  the  dis- 
eased annexa.  It  is  unwise  and  unsurgical  to  remove  any  organ 
unless  permanently  and  incurably  disabled.  Hysterectomy  re- 
quires  additional  time  for  its  performance,  and  is  unnecessary 
unless  it  can  be  shown  definitely  that  the  organ  is  tin-  scat  of  deep- 
seated  aii-re--  or  equally  dangerous  conditions  which  continue 
to  endanger  the  patient's  life  and  cause  persistent  .and  annoying 
symptoms. 
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That  serious  or  dangerous  conditions  frequently  result  from  re- 
tention of  the  uterus  the  writer  is  unwilling  to  admit,  as  -■ 

rience  have  furnished  abundant  evidence  to  the  con- 
trary. But  he  is  quite  willing  to  acquiesce  in  the  statement  that 
certain  annoying  discharges  Erom  the  uterus  may  continue  and 
demand  treatment.  The  treatment  of  these  persistent  cases  of 
endometritis  may  require  much  time  and  possibly  anesthesia  and 
thorough  curettement  and  cauterization  of  the  cavity  of  the  ute- 
rus, but  even  this  we  believe  better  than  hysterectomy.  The  latter 
operation  is,  however,  quite  easy  by  way  of  the  vagina  if  needed 
dernier  ressort. 

After  salpingectomy  it  has  been  our  custom  for  several  yea 
excise  the  cornuse  of  the  uterus. 

[Vide  paper  read  in   Section  on  Obstetrics  and   Diseases    of    Women, 

American   Med.   Assn.,  Atlanta.   May  5th  to  8th,   1895,  "How  to  R< 
Pus  Tubes  Without  Rupture."] 

The  uterus  is  then  permanently  closed  against  further  introduc- 
tion of  fluids,  etc..  into  the  peritoneal  cavity  and  its  interior  may 
be  treated  by  curettage,  cauterization,  or  irrigation,  without  fear 
of  any  accident  whatever. 

In  our  opinion  this  method  and  its  results  very  satisfactorily 
disposes  of  whatever  argument  may  be  brought  forward  by  the 
invariable  hysterectomist,  and  wt  need  furnish  no  additional  proof 
further  than  to  mention  the  great  popularity  of  this  method 
among  surgeons  generally. 

ADDITIONAL   REASONS   FOR   PRESERVING   THE   UTERUS. 

The  uterus  assists  in  maintaining  the  adjoining  organs  in  nor- 
mal position.  We  find  it  occasionally  convenient  and  desirable 
to  anchor  the  sterile  uterus  to  the  abdominal  wall,  suspensio-nteri, 
or  "fixation."  as  deemed  best. 

We  see  no  advantage  in  hysterectomy  for  the  purpose  of  drain- 
age for  we  can   secure  better  drainage  through   the   cul-d< 
posterior  to  the  cervix,  because  this  leaves  no  collection  possible 
while  the   patient   is   in   the  dorsal  position,  as   in   this   way   we 
reach  the  lowest  point  of  the  peritoneal  pouch. 

The  writer  has  had  no  death  result  from  bowel  obstruction,  or 
in  any  way  due  to  having  left  the  uterus  in  position  since   1895. 

This  patient  had  acute  sepsis  and  we  used  the  old  en  masse 
ligature.  At  the  autopsy  a  knuckle  of  bowel  was  found  firmly 
adherent  to  the  stump  of  the  right  cornu,  and  had  caused   fatal 
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bowel  obstruction.     At  that  time  we  discontinued  the  use  of  en 

masse  ligatures  and  have  since  had  no  death  due  to  a  similar  ac- 
cident. 

Our  entire  experience  shows  but  one  case  of  malignant  disease 
occurring  in  a  patient  having  previously  had  double  salpingo 
oophorectomy.  This  lady  had  her  first  operation  October  5,  1893, 
and  returned  January  18.  1896,  over  three  years  later,  to  have 
vaginal  hysterectomy  for  sarcoma.  Her  first  operation  was  for 
ovarian  abscess  connecting  with  the  bowel  and  her  uterus  did  not 
appear  to  be  abnormal  in  any  respect.  She  recovered  quickly  and 
satisfactorily  and  is  now  in  perfect  health. 

We  have  never  observed  a  carcinoma  in  a  patient  having  had 
double  salpingo  oophorectomy. 

Finally,  we  are  not  convinced  that  there  is  immunity  against 
psychical  disturbances  in  women  who  submit  to  pan  hysterectomy, 
and  we  leave  the  uterus  when  possible  for  the  same  reason  that  we 
leave  a  healthy  ovary  in  hysterectomy  for  myoma. 

Dr.  Matthew  D.  Mann,  of  Buffalo,  X.  Y.,  read  a  paper  on 

SHOULD   Till-:    UTERUS   BE   REMOVED   WHEN   THE  OVARIES   AND  TUBES 

ARE  REMOVED  IX  CASES  OF  DOUBLE   PYOSALPINX,  WHEN  OP- 

ERATING   EITHER  THROUGH    Till".   ABDOMEN 

OK   THE   VAGINA? 

The  author  stated  that  the  almost  sole  cause  of  pus  tubes  is 
gonorrhea,  although  there  might  be  a  mixed  infection.  The 
uterus  was  usually  infected,  and  might  make  trouble  afterwards, 
ami  be  the  cause  of  spreading  the  infection.  The  uterus 
was  no  longer  of  any  use.  Menstruation  did  not  always 
stop  after  the  removal  of  the  tubes  and  ovaries,  and  if  it  remained 
it  might  become  excessive  and  cause  trouble.  It  might  become 
tin-  seal  of  cancerous  disease.  In  acute  infection  removal  of  the 
uterus  afforded  the  best  means  of  securing  drainage.  The  results 
by  the  vagina]  route,  where  the  uterus  was  always  removed,  war- 
ranted it>  removal  by  the  abdominal  route.  The  woman's  sexual 
life  was  unaffected  by  the  removal  of  the  uterus.  The  additional 
time  taken  for  its  removal  was  more  than  counterbalanced  by  the 
securing  of  go  <j  drainage. 

In  a  small  proportion  of  cases  (the  author  could  not  give  ac- 
curate statistics)  menstruation  continued  tor  a  time,  a  few  years 
perhaps,  after  removal  of  both  tubes  and  ovaries.  Menstruation 
in  an  affected  uterus  was  rarely  normal,  often  profuse  and  painful, 
and  a  51  >urce  of  much  trouble.  He  had  been  obliged  to  curette  the 
Uterus  later,  for  the  relief  of  such  symptoms,  and  all  must  admit 
that  such  a  condition  was  v(  ry  hard  to  cure,  and  that  even  repeated 
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curettings  often  failed.     The  removal  of  the  uterus  in  such 
effectually  stopped  menstruation,  and  « 1  i <  1  away  with  the  nec< 
of  any   further  treatment.     Perhaps  the  strongesl   argument   in 
favor  of  the  removal  of  the  uterus  was  to  be  found  in  cases  where 
the  infection  was  still  acute.     It  was  undoubtedly  true  that  in  the 
large  majorit)  of  cases  of  suppuration  in  the  pelvis,  the  pus  was 
sterile — in  other  words,  that  the  germs  wen-  dead  before  we  came 
t<>  the  operation.     Were  this  not  so,  unquestionably  a  much  larger 
mortality  would  be  the  result  in  operating  on  pus  tubes.     Where 
the  pus  was  still  in  the  infectious  stage,  where  the  virulem 
the  germs  was  verj  considerable,  the  best  results  were  undoubted- 
ly obtained  by  the  use  of  drainage. 

One  of  the  principal  arguments  used  in  favor  of  leaving  the 
uterus  was  that  the  sexual  life  of  the  woman  was  destroyed  by 
its  removal.  This  he  denied  entirely.  He  did  not  believe  that 
the  uterus  itself  had  anything  to  do  with  the  sexual  function.  It 
wa>  merely  a  passage-way  and  a  nest  for  the  growing  fetus.  The 
ovaries  were  undoubtedly  the  true  sexual  organs,  and  the  sexual 
sense  depended  entirely  <>n  their  presence  or  absence.  If  tin- 
ovaries  could  he  preserved  in  any  case  of  serious  suppuration  of 
the  tubes  in  a  woman  under  forty,  he  believed  that  they  should  he 
left.  In  that  ran'  the  uterus  should  he  left,  too,  if  possible.  But 
those  were  not  the  cases  under  discussion.  The  question  presup- 
posed the  entire  removal  of  both  tubes  and  ovaries,  and  where 
they  were  removed  he  believed  that  the  sexual  sense  would  eventu- 
ally disappear,  as  it  did  in  most  women  after  the  menopause. 
But  the  presence  or  absence  of  the  uterus  would  have  nothing  to 
do  with  this.  Women  generally  understood  the  advantages  of 
preserving  the  ovaries  and  were  not  affected  mentally  by  being 
told  that  the  uterus  had  to  he  removed  as  well  as  the  appendages. 
He  had  never  seen  a  woman  worry  over  the  removal  of  her  uterus, 
though  he  had  many  times  seen  them  affected  by  being  told  that 
their  ovaries  were  out.  In  other  words,  the  author  believed  that 
the  uterus  was  a  very  unimportant  organ  as  compared  with  the 
ovaries,  and  that  its  presence  or  absence  was  a  matter  of  very  little 
import. 

The  atrophy  of  the  vagina  which  was  sometimes  seen  to  follow 
the  removal  of  the  uterus  and  appendages,  he  believed  to  be  due. 
not  to  the  removal  of  the  uterus,  hut  to  the  establishment  of  the 
menopause  by  the  removal  of  the  ovaries.  In  many  women 
atrophy  <>f  the  vagina  was  observed  to  follow  the  change  of  life. 
The  uterus  was  affected  in  the  same  atrophic  process.  Both  were 
ilue  t<>  the  menopause,  and  the  shrinkage  of  the  vagina  occurred, 
not  because  the  uterus  had  atrophied,  hut  because  the  physiological 
function  had  ceased,  and  atrophy  had  become  the  normal  result. 

In  closing,  the  author  quoted  Henrotin  as  saying:  "In  any 
operation  for  septic  diseases  of  the  female  generative  organs, 
which  demands  the  removal  of  the  tubes  and  ovaries,  hysterectorm 

should  also  he  performed,  unless  there  are  plain  contraindications 
forbidding  it." 
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The  author  concluded  that  this  dictum  was  correct  when  it  was 
written,  and  he  did  not  believe  that  anything  had  occurred  since  to 
challenge  its  truth. 

Dr.  Henry  C.  Coe,  of  Xew  York  City,  contributed  a  paper  on 

SHOULD  THE  UTERUS  BE  REMOVED   WHEX   THE  OVARIES  AND  TUBES 
ARE  REMOVED  IN  CASES  OF  DOUBLE  PYOSALPIXX,  WHEN  OP- 
ERATING EITHER  THROUGH    THE  ABDOMEN 
OR  VAGINA? 

He  said  that  the  uterus  was  by  no  means  always  diseased  in 
these  cases,  at  least  the  trouble  could  be  remedied  by  preliminary 
curettement.  The  ovaries  might  be  healthy,  one  or  both,  even 
though  bound  down  by  adhesions,  and  if  preserved,  menstruation 
continued  and  the  patient  was  saved  the  severe  climacteric  dis- 
turbances observed  in  young  women,  as  well  as  the  mental  distress. 
Illustrative  cases  were  given.  The  chances  of  pregnancy  were  not 
considered  here,  as  they  were  remote.  In  most  cases  ample  drain- 
age could  be  secured  without  removing  the  uterus.  The  argument 
that  the  uterus  might  be  infected  subsequently  was  not  sound,  as 
infection  was  not  transmitted  through  the  tubes,  and  could  be 
treated  by  curettement,  etc.  Cases  were  cited  in  point.  In  spite 
of  recent  favorable  statistics,  hysterectomy  added  to  the  immediate 
and  subsequent  risks  of  the  operation.  The  atrophy  of  the  vagina 
in  young  married  women  was  a  real  objection  to  hysterectomy,. 
and  might  lead  to  marital  unhappiness.  But.  after  all.  the  decision 
as  to  the  removal  of  the  uterus  with  tubes  turned  on  the  condition 
of  the  organ  at  the  time  of  operation.  If  thoroughly  softened  and 
diseased,  the  seat  of  fibroid,  or  extensively  lacerated  at  the  time  of 
operation,  there  was  no  question  as  to  the  advisability  of  its  re- 
moval. The  wishes  of  the  patient  should  influence  the  surgeon. 
.Many  women  preferred  to  take  the  risk  of  a  secondary  laparotomy 
or  vaginal  hysterectomy  rather  than  to  have  everything  removed 
at  the  first  operation. 

SHOULD  THE  UTERL'S  BE  REMOVED  WHEN  THE  OVARIES  AND  TUBES 

ARE  REMOVED  IN   CASES  OF  DOUBLE  PYOSALPINN   WHEN  OP- 

ERATING    EITHER    THROUGH    THE    ABDOMEN 

OR  THE  VAGINA  ? 

Dr.  Charles  P.  Noble,  of  Philadelphia,  read  a  paper  on  this 
subject.  As  a  contribution  to  the  discussion  concerning  the  ad- 
visability of  removing  the  uterus  when  it  is  necessary  to  remove 
both  uterine  appendages  for  pyosalpinx,  he  offered  a  summary  of 
his  result1-  in  dealing  with  pus  cases. 

Of  hysterectomy  for  circumscribed  pus  limited  to  the  uterine 
appendages,  thai  is,  pyosalpinx  or  abscess  of  the  ovary,  the  author 
reported  fifty-eight  cases,  with  one  death,  a  mortality  of  1.7  per 

cent. 
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i  >f  hysterectomy  for  intraperitoneal  abscess  in  addition  to  pus 
in  the  uterine  appendages,  he  reported  six  cases,  with  four  deaths, 

a  mortality  of  <''>.;  per  mit.  <  >f  appendages  removed  for  circum- 
scribed pus  contained  in  the  tube  or  ovary,  that  is,  pyosalpinx  or 
abscess  of  the  ovary,  he  reported  76  cases,  with  7  deaths,  a  mor- 
tality of  9.2  per  cent.  <  )i  appendages  removed  for  circumscribed 
pus  contained  in  a  tube  or  ovary  since  Januarj  1.  [895,  he  reported 
36  cases,  with  two  deaths,  a  mortality  of  5.5  per  cent.  (  >f  ap- 
pendages removed  tor  intraperitoneal  abscess  in  addition  to  pus 
in  the  ovary  and  tube  he  detailed  22  cases,  with  5  deaths,  a  mor- 
tality of  22.7  per  cent,  [ncision  and  drainage  for  pelvic  suppura- 
tion, 58  cases,  with  1  death,  a  mortality  of  1.7  per  cent. 

The  conclusions  to  be  drawn  from  these  figures  are  very  plain 
and  definite.  During  the  same  period  there  were  58  cases  of 
pyosalpinx  and  abscess  of  tin-  ovary  treated  by  hysterectomy,  with 
a  mortality  of  1.  being  1.7  per  cent;  and  36  cases  treated  by  the 
removal  of  the  appendages  with  a  mortality  of  2,  or  5.5  per  cent 
These  cases  being  operated  upon  at  the  same  time,  it  cannot  be 
claimed  that  increasing  skill  due  to  experience  is  the  explanation 
of  the  better  results  obtained  by  hysterectomy.  The  argument  in 
favor  of  hysterectomy  is  even  more  marked  if  the  total  experience 
is  taken  :  that  is.  to  contrast  58  cases  of  hysterectomy  with  1  death, 
with  76  cases  of  removal  of  the  appendages  with  7  deaths,  a  mor- 
tality of  1.7  per  cent  as  contrasted  with  0.2  per  cent.  This  con- 
trast is  not  fair,  however,  as  the  larger  number  of  cases  includes 
all  of  the  early  work  of  the  author,  in  which  the  technique  was 
not  so  well  developed  and  in  which  skill  was  being  acquired. 
Nevertheless,  the  advantages  in  results  are  so  patent  that  it  seems 
to  him  that  there  can  be  no  question  as  to  the  superiority  of  hys- 
terectomy over  the  removal  of  the  appendages  when  the  pus  is 
limited  to  the  ovary  and  tube. 

Taking  up  the  complicated  cases,  in  which  the  pus  tube  or  ab- 
scess of  the  ovary  is  complicated  by  intraperitoneal  suppuration, 
the  results  are  very  different.  Six  cases  have  been  operated  upon 
by  hysterectomy,  with  4  deaths,  a  mortality  of  66^  per  cent :  and 
22  cases  have  been  operated  upon  by  the  removal  of  one  1  >r  both 
appendages,  with  5  deaths,  a  mortality  of  22.7  per  cent.  On  the 
other  band  58  cases  belonging  to  the  same  group  have  been  oper- 
ated upon  by  incision  and  drainage  with  1  death,  a  mortality  of 
1.7  per  cent.  The  question  is  not  one  between  hysterectomy  and 
the  removal  of  the  appendages,  but  is  one  between  a  radical  opera- 
tion and  the  conservative  operation  of  incision  and  drainage.  The 
difference  in  results  is  so  absolutely  in  favor  of  the  conservative 
operation  that  this  undoubtedly  should  have  the  preference.  The 
superiority  of  hysterectomy  over  the  removal  of  the  uterine  ap- 
pendage-. <«r  pyosalpinx  and  abscess  of  the  ovary,  consists  not  only 
in  its  lower  mortality,  but  in  its  lower  morbidity.  When  a  hys- 
tomy  is  done,  the  four  arterial  trunk-  supplying  the  pelvi 
d,  so  that  the  control  of  oozing  is  much  better.  When  the 
appendage-  are  removed  and  the  uterus  left,  the  posterior  surface 
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of  the  broad  ligament  and  more  or  less  of  Douglas'  pouch  is  left 
raw  and  oozing.  It  is  difficult  to  control  the  oozing  points  by- 
ligature,  and  the  result  is  that  drainage  is  more  frequently  re- 
quired, or,  on  the  other  hand,  intraperitoneal  exudate  more  fre- 
quently results.  When  hysterectomy  is  practiced,  this  oozing  sur- 
face is  largely  removed,  and  what  is  left  of  it  is  covered  over  by 
the  comparatively  healthy  peritoneum  from  the  anterior  wall  of 
the  broad  ligament  ami  bladder. 

President  Janvrin  stated  that,  before  the  general  discussion 
on  this  symposium  was  begun,  he  desired  to  call  attention  to  the 
fact  that  there  was  a  difference  between  the  questions,  as  pro- 
pounded  by  him  on  January  1st,  in  the  original  circular  letter, 
which  called  simply  for  discussion  upon  the  point  as  to  whether 
the  uterus  should  be  removed  in  cases  of  double  pyosalpinx.  when 
operating  through  the  abdomen  or  the  vagina.  In  the  program 
there  had  been  inserted  the  words,  "when  the  ovaries  and  tubes  are 
removed."  He  said  several  of  the  papers  had  been  prepared  in 
accordance  with  the  first  heading,  and  others  upon  the  second. 
He  thought  it  would  be  best  to  cut  out  the  insertion  "when  the 
ovaries  and  tubes  are  removed."  before  the  papers  were  read,  but 
he  was  convinced  that  it  placed  some  of  the  authors  in  a  bad  posi- 
tion; therefore,  he  wished  to  recall  that  and  submit  the  follow- 
ing as  the  subjects  to  be  recorded  in  the  Transactions: 

1.  Should  the  uterus  be  removed  in  cases  of  double  pyosalpinx 
when  operating  either  through  the  abdomen  or  the  vagina? 

2.  Should  the  uterus  he  removed,  when  the  ovaries  and  tubes 
arc  removed,  in  cases  of  double  pyosalpinx.  when  operating  either 
through  the  abdomen  or  the  vagina? 

He  thought  by  using  these  two  headings  it  would  do  justice  to 
every  essayist  and  discusser,  and  that  when  the  Transactions  were 
published,  no  one  would  he  placed  in  a  bad  light. 

<  >n  motion  of  Dr.  Goffe,  each  paper  was  ordered  published  with 
its  individual  title,  as  arranged  by  the  author. 

Dr.  Si. 1  11  ( '.  GORDON,  of  Portland,  Maine,  in  opening  the  gen- 
eral discussion  on  tin-  symposium,  said  he  wished  to  speak  only  on 
th'  topic  announced  in  tin-  program,  namely,  as  to  whether,  when 
both  ovaries  and  tubes  were  removed,  the  uterus  should  he  re- 
moved. It  seemed  to  him  that  there  were  three  or  four  points 
brought  up  that  ought  to  have  been  wiped  out  of  discussion  years 
\\h<n  a  man  talked  about  sexuality  being  impaired  by  the 
removal  of  the  Uterus,  it  was  old  fogy  talk.  lie  thought  the  ex- 
perience of  every  man.  who  had  been  doing  hysterectomy  for  the 
lasl  twenty  \cars  more  or  less,  it'  he  had  isked  his  patients  what 
thi  sexual  condition  was  afterwards,  he  would  find  that  in  seventy- 
five  per  cent  of  the  cases  ii  had  been  improved,  in  twenty  per  cent 
it  had  been  unchanged,  while  perhaps  in  five  per  cent  it  had  been 
.•bated.  Hi-  fully  agreed  with  I  )r.  Noble  in  the  statement  that  in 
his   own    patients,    whom    he   had    questioned,   there   had    been    no 
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impairment  or  change  in  the  sexual  function,  except,  perhaps,  a 
decided  increase  in  it.  The  idea  of  leaving  a  perfectlj  useless, 
functionless  organ,  after  the  ovaries  and  tubes  had  been  removed, 
was  an  absurdity.  In  the  majorit)  of  cases  it  was  the  source  "t 
infection,  and  in  cases  of  gonorrheal  infection  it  should  nol  be 
left.  By  retaining  the  uterus,  a  thickened  mucous  membrane  was 
left  which  was  liable  to  constant  leucorrheal  discharge;  it  might 
be  a  constant  source  of  irritation  ;  an  organ  was  left  which  had  two 
arteries  pumping  into  it.  and  simply  made  it  a  focus  of  conges- 
tion, pain  and  suffering. 

Referring  to  the  paper  of  Dr.  Harris,  he  noticed  that  in  almost 
ever)  case  he  had  to  do  a  secondary  operation.  For  what?  For 
troubles  which  were  left,  because  he  did  not  do  the-  hrst  operation 
as  completely  and  thoroughly  as  he  ought  to  have  done.  That  is 
m\  solution  of  the  secondary  operation  he  had  to  do  in  his  cases. 
lie   had    seen    the    evil    results   of   case-    of    so-called    conservative 

work,  where  the  tubes  and  ovaries  had  been   removed  and  the 

uterus  left.  lie  had  been  arguing  the  point  tor  ten  wars  of  re- 
moving the  uterus  whenever  the  ovaries  and  tubes  were  taken  out; 
and  as  yet  no  one  had  convinced  him  of  the  importance  of  retain- 
ing the  uterus  after  the  other  organs  had  been  removed. 

lie  disagreed  with  Dr.  Mann  that  the  ovaries  were  the  seat  of 
sexual  function.  He  did  not  believe  it.  because  in  the 
case-  of  complete  hysterectomy  he  had  done,  where  everything 
was  then  removed,  the  sexual  function  had  been  increased  rather 
than  diminished,  and  it  had  continued  for  years,  to  his  knowledge, 
1>\  asking  patients  about  it.  so  that  the  ovaries  had  very  little  to  do, 
in  his  opinion,  with  sexuality.  Jt  depended  upon  some  other  fac- 
tor. While  he  did  not  desire  to  touch  upon  the  matter  of  con- 
servative surgery,  a  subject  which  had  been  handled  so  well  and 
so  ably  by  others,  he  desired  to  inter  his  protest  against  the  con- 
servation of  this  useless,  functionless  organ,  the  uterus,  which 
was  simply  for  the  purpose  of  carrying  a  child,  and  nothing  else. 
When  left,  it  became  the  source  of  congestion,  and  until  it  was 
removed  the  patient  would  not  he  relieved  of  symptoms. 

Dr.  Bache  MeF..  Emmet,  of  New  York  City,  said  that  this 
question  was  under  discussion  in  Washington  about  six  years  ago, 
and  opinions  were  at  that  time  divided,  as  now.  There  was  some 
feeling  of  conservatism  expressed  at  the  time  in  regard  to  retain- 
ing the  uterus  after  the  ovaries  and  tubes  had  been  removed. 
Since  that  time  he  had  seen  some  reasons  to  modify  his  opinions 
expressed  then,  hut  not  in  toto.  In  some  cases,  where  the  tubes 
and  Ovaries  had  been  removed,  the  uterus  did  not  give  an\  trouble 
tor  years.  It  had  remained  well,  and  not  only  had  the  uterus  re- 
mained well,  hut  a  part  of  the  tube,  which  had  not  been  removed, 
had  remained  innocuous.  Hi- did  not  wish  to  convey  the  idea  that 
the  pus  in  the  tube  was  harmless  and  sterile,  but  that  portion  of 
the  tube  which  had  not  been  involved  in  the  disease,  and  which  had 
not  been  rendered  useless  and  impervious,  was  not  absolutely 
without  souk.'  vitality,  and  might  exert  some  influence  on  menstru- 
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ation.  In  some  cases,  where  the  uterus  was  left,  atrophy  occurred, 
without  any  of  the  periodical  congestion  further  than  a  re-attempt 
at  menstruation,  and  in  some  instances  menstruation  would  go  on 
although  the  ovaries  had  been  removed.  In  other  instances  where 
the  ovaries  had  been  removed,  and  part  of  a  tube  taken  out,  or 
simply  an  ovary  or  a  part  of  an  ovary  removed  on  one  side,  with 
a  piece  of  tube  on  the  other  side,  impregnation  took  place.  Foi 
instance,  in  a  case  cited  by  Dr.  Coe,  only  a  piece  of  stump  was  left 
and  a  piece  of  ovary  on  the  other  side,  yet  the  woman  became  im 
pregnated.  Where  the  uterus  was  diseased,  he  thought  all  would 
agree  in  advocating  its  removal.  As  to  the  fear  of  ultimate  can- 
cer of  the  uterus,  it  was  so  rare  that  it  should  not  enter  into  the 
case.  In  women,  with  pendulous  abdomens,  who  had  some  en- 
teroptosis,  he  thought  the  uterus  was  helpful  in  forming  a  basic 
support  to  the  belly,  in  this  way  relieving  the  sense  of  weight 
which  was  experienced  by  many  women  whose  uteri  had  been  re- 
moved. 

Dr.  J.  Wesley  Bovee,  of  Washington.  D.  C,  said,  as  to  the 
matter  of  removal  of  the  uterus,  when  both  appendages  were  taken 
out,  a  great  deal  depended  upon  the  condition  of  that  organ,  its 
outer  surface,  as  well  as  the  muscle  and  mucous  membrane.  He 
had  found,  in  most  of  his  work,  in  which  he  removed  the  uterus, 
or,  rather,  the  body  of  the  uterus,  because  he  rarely  removed  the 
cervix  in  these  cases,  in  amputating  at  about  the  internal  os,  occa- 
sion to  remove  it  more  on  account  of  adhesions  of  raw  surfaces 
to  the  peritoneal  covering,  and  the  fear  of  subsequent  adhesions 
if  it  was  left  in  place,  and  not  so  much  from  infection,  although 
there  were  a  few  cases  in  which  it  seemed  absolutely  necessary, 
from  pus  formation  in  the  wall  of  it,  or  extreme  enlargement 
from  edema,  and  so  forth,  incident  to  the  infectious  process.  He 
found  the  additional  traumatism  incident  to  the  removal  of  the 
body  of  the  uterus  was  of  very  little  importance,  and  drainage 
subsequent  to  operation  was  facilitated,  and  particularly  if  the  pos- 
terior portion  of  the  cervix  was  split  through  from  the  cervical 
canal  into  th<-  vagina,  and  the  posterior  portion  of  the  uterus  split 
with  the  vagina  just  behind  the  cervix,  thus  making  an  opportuni- 
ty for  vaginal  drainage  from  above.  (  )ne  disadvantage  attending 
the  removal  of  the  cervix  was  the  shortening  of  the  vagina. 

I  )k.  Thaddeus  A.  Reamy,  of  <  Cincinnati,  <  Ihio,  said  he  was  very 
much  surprised  to  hear  the  statement  made  by  Dr.  Mann  that  the 
ovaries  were  the  seal  of  sexual  desire.  Every  one  knew  that  the 
ovarii  the  organs  of  generation,  but  that  sexual  desire  re- 

sided in  them,  or  that  they  promoted  sexual  desire,  except  so  Ear 
as  physiological  harmony  was  necessary  while  they  were  in  a  state 
of  activity,  he  did  nol  believe.  Everj  woman  learned  sooner  or 
later  thai  they  were  organs  of  generation,  and  were  concerned  in 
the  function  of  procreation,  or  in  giving  birth  to  children,  presided 
overby  that  higher  physical  and  moral  influence,  love  of  children, 
loyalty  to  husband,  the  establishment  of  family  integrity  in  society, 
etc.     Each  of  these  elements  entered  into  the  whole  question,  and 
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the  consent  <>t"  the  unmarried  young  woman  to  marry  the  man  of 
her  choice,  who  accepted  the  man  of  her  heart,  was  influenced  b) 
this  condition.  Without  an)  question,  sexual  instinct,  sexual  de- 
sire and  gratification  largely  depended  upon  the  action  of  the 
brain,  and  that  sexual  capacity  was  in  the  lumbar  cord  and  not  in 
the  ovaries. 

Dr.  A.  Palmer  Dudley,  of  New  York  City,  stated  that  the  sub- 
ject under  discussion  was  pretty  well  threshed  out  several  years 
and  it  was  only  the  revival  of  the  old  question,  hut  it  was 
just  as  fruitful  for  discussion  to-day  as  it  was  then.  He  was  sur- 
prised to  hear  one  of  his  old  teachers  make  the  statements  that 
he  had.  1  le  called  attention  to  the  statement  made  hy  one  gentle- 
man that  the  scat  of  sexual  desire  in  woman  was  not  located  in 
the  ovaries:  that  the  tubes  had  nothing  to  do  with  it,  and  the 
uterus  was  not  in  it.  If  this  was  true,  in  * jod's  name,  where  does 
it  a  une  from?  From  the  lips,  the  nipple,  the  clitoris,  or  hase  of  the  ■ 
brain?  Was  it  the  comhined  action  of  the  entire  organism?  It 
would  seem  so,  in  his  judgment. 

With  reference  to  hysterectomy  for  pyosalpinx  or  double  pyo- 
salpinx,  it  was  the  consensus  of  opinion  of  the  Society,  and  from 
statistics  that  would  soon  be  published,  that  in  cases  of  double 
pyosalpinx  it  was  prudent  to  remove  the  uterus,  providing  double 
pyosalpinx  was  of  septic  origin.  But  there  were  extenuating  cir- 
cumstances even  in  this,  which  must  be  the  age  of  the  patient,  her 
social  surroundings,  her  future  ability  to  earn  her  living,  her  do- 
mestic relations,  and  all  the  psychical  states  attendant  upon  these 
different  conditions. 

As  to  the  removal  of  the  uterus  in  cases  of  double  pyosalpinx. 
granting  the  organ  to  be  septic,  would  it  render  the  woman  im- 
mune from  re-attacks  of  gonorrhea?  Could  she  not  haw 
orrheal  vaginitis,  gonorrheal  urethritis,  or  gonorrheal  rectitK  as 
he  had  seen  in  man}'  cases?  Therefore,  if  the  body  of  the  uterus 
could  be  cleansed  and  put  in  a  healthy  state,  why  should  the  uterus 
be  ablated  under  these  conditions?  If  one  studied  the  dynamics 
of  the  pelvis  of  woman,  he  would  find  that  the  utero-sacral.  the 
utero-vesical  ligaments,  played  an  important  part  in  the  action  of 
the  diaphragm,  as  did  the  different  muscular  structures.  If  the 
uterus  was  removed  in  toto,  connections  were  severed  and  mus- 
cles shortened  and  united  in  scar  tissue.  By  so  doing,  the  dia- 
phragmatic action  of  the  pelvis  was  materially  injured.  The  one 
point  he  desired  to  call  attention  to  was.  that  if  the  uterus  played 
no  part  in  the  sexual  function  of  woman,  why  did  Cazeaux  wait 
thirty-odd  years  to  record  cases  of  orgasm  under  his  own  eye. 
with  speculum  in  situ,  in  hysterical  women?  Why  did  he  r 
such  cases  as  that  and  give  the  facts  to  the  profession  if  the  uterus 
played  no  part?  He  saw  with  his  own  eye  the  spasmodic  action 
of  the  cervical  portion  of  the  uterus  under  sexual  excitement. 

This  was  not  a  myth,  but  a  matter  of  record.  He  said  there 
were  cases  of  non-septic  pyosalpinx  in  young  girls  due  to  cold: 
they  had  never  been  infected  with  gonorrhea;  they  had  never  had 
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abortion,  and  this  brought  him  to  the  point  of  questioning  one 
statement  which  one  of  the  essayists  had  made,  and  it  was  this : 
He  would  place  the  causes  of  pyosalpinx  in  all  women,  except  the 
girls  he  spoke  of.  as,  first,  septic  from  abortion,  and,  second,  due 
to  gonorrhea.  He  did  not  worry  about  cases  of  gonorrheal  pyo- 
salpinx as  much  as  he  did  about  septic  pyosalpinx.  If  one  treated 
it  and  waited,  the  case  would  take  care  of  itself,  and  later  on  one 
might  save  some  of  these  cases.  Dr.  Harris,  on  the  other  hand, 
had  taken  a  prudent  stand  when  he  urged  the  removal  of  the 
tubes  in  rota  to  the  uterine  mucosa,  but  there  were  extenuating  cir- 
cumstances which  would  cause  every  man  to  use  his  best  judg- 
ment as  to  whether  to  resort  to  hysterectomy  or  not. 

Dr.  Arthur  W.  Johnstone,  of  Cincinnati.  Ohio,  said  his  ex- 
perience coincided  with  nearly  all  that  had  been  said  by  Dr.  Mann. 
As  long  as  the  vagina  or  clitoris  was  left  untouched,  the  sexual 
functions  would  go  on  until  the  woman  died  of  old  age. 

There  was  one  allusion  in  Dr.  Mann's  paper,  and  in  the  others, 
to  atrophy  of  the  vagina  following  these  removals.  Some  eight 
or  ten  years  ago  he  read  a  paper  before  the  Society  on  "Trachoma 
of  the  <  K-nital  Tract."  It  was  known  to  many  as  kraurosis  vulvae, 
etc.  There  were,  in  his  experience,  about  one  or  two  per  cent  of 
the  cases  operated  on.  which  showed  this  atrophy,  but  since  his 
attention  had  been  called  to  it  in  studying  it  from  the  standpoint 
that  the  occulist  studies  trachoma,  it  being  an  inflammation  of  the 
mucous  membrane,  he  was  satisfied  it  was  a  true  mixed  infection, 
which  was  closely  analogous  to  granular  eyelids.  Since  he  had 
begun  washing  out  the  uterus  and  vagina  in  cases  where  the  tubes 
had  been  removed,  or  where  the  uterus  had  to  be  removed,  and 
having  seen  the  crypts  in  the  carunculae  myrtiformis,  by  thor- 
oughly disinfecting  and  handling  these  cases  in  the  same  way  that 
the  oculist  treats  trachoma,  he  had  seen  no  more  cases  of  atrophy 
of  the  vagina. 

Dr.  I.  S.  Stone,  in  closing  the  discussion  on  his  part,  said  there 
were  only  two  or  three  points  concerning  which  he  desired  to 
speak.  (  hie  was  with  reference  to  prolapse  of  the  vagina.  He  un- 
derstood from  Dr.  Noble  that  he  had  not  seen  such  a  case,  but 
nally  he  had  been  unfortunate  enough  to  see  more  than  one, 
although  he  did  not  remember  bow  many.  There  were  two  or 
three  other  members  who  bad  seen  the  same  condition,  lie  be- 
lieved Dr,  Gordon  bad  had  such  a  condition  in  his  experience,  as 
had  also  I  )r.  I  hidlev. 

With  reference  to  removing  the  uterus,  one  might  as  well  talk 
about  removing  everything  if  he  went  into  the  abdomen.  He  did 
not  approve  of  thai  son  of  surgery.  There  were  a  large  number 
of  men  who  removed  the  appendix  every  time  they  bad  an  oppor- 
tunity when  operating  for  other  conditions,  and  be  thought  that 
tendency  was  growing. 

Dr.  Mann,  in  closing  the  discussion  on  his  part,  said  that  Dr. 
Rtaiiiy  and  Others  bad  questioned  his  statement  in  regard  to  the 
ovaries  haying  anything  to  do  with  the  sexual  sense.     What  he 
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meant  was  this:  if  the  ovaries  were  removed  in  the  case  of  :i 
young  girl,  before  the  age  of  pubert) .  the  sexual  sense  would  n< 
develop.  <  me  might  take  out  the  ovaries,  the  vagina,  or  an)  other 
organ  he  pleased,  and  it  would  develop  just  the  same.  Therefore, 
Ik  said  the  ovaries  were  not  the  determining  factor  in  the  sexual 
sense  or  appetite,  and  that  the  removal  of  the  uterus  and  other 
organs  haa  absolutely  nothing  to  do  with  it.  and  that  the  uterus 
might  be  removed  without  an)  change  in  that  particular  function. 

There  were  a  great  many  points  taken  up  in  the  discussion  with 
which  he  did  not  agree,  but  he  expressed  himself  in  his  paper,  and 
the  reft' it  would  not  say  anything  further. 

Dr.  Noble,  in  closing  the  discussion  <>n  his  part,  said  he  under- 
stood 1  >r.  Mann  to  say  thai  most  cases  of  pus  tubes  were  due  t<> 
gonorrhea.  He  agreed  that  gonorrhea  was  the  most  important 
factor  in  the  causation  of  pus  tubes,  but  that  in  Philadelphia  the 
gonococcus  did  nol  appear  to  be  quite  so  active  as  it  was  in  Buf- 
falo. He  was  sure,  however,  that  there  were  a  good  many  cases 
of  pus  tubes  ^\\k-  to  criminal  abortions,  where  there  was  no  reason 
to  believe  there  was  any  gonorrhea.  He  had  had  a  few  cases  oi 
pus  tubes  after  infection  in  child-bed.  Even  admitting  that  infec- 
tion played  a  definite  role  in  the  causation  of  pus  tubes,  he  also 
believed  that  in  the  septic  cases,  that  is,  in  puerperal  cases,  drain- 
age would  effect  a  cure  in  man)  >>\  them  without  removing  any 
of  the  organs.  He  had  drained  many  such  cases  and  had  never 
had  to  do  a  secondary  operation,  lie  did  not  believe  in  the  radical 
operation  in  thi>  class  of  cases.  The  reason  he  did  supravaginal 
hysterectomy  in  some  cases  was  because  he  secured  better  results. 
He  had  not  tried  the  conservative  operation  in  pus  cases  recently, 
but  five  or  six  years  ago  his  results  were  so  poor  that  he  had.  done 
with  the  conservative  operation.  Conservative  operation  on  the 
ovaries  was  a  different  matter. 

lie  desired  to  say  a  word  or  two  about  tin-  sexual  function, 
which  had  attracted  so  much  attention,  and  reiterated  what  he  had 
repeatedly  said,  lie  had  asked  every  woman,  whose  ovaries  In- 
had  removed,  every  time  he  saw  her  until  he  had  asked  ovi 
hundred  of  them. and  he  had  never  had  oik-  tell  him  that  it  lessened 
her  sexual  desire,  hut  that  in  many  of  them  sexual  desire  was  in- 
creased. IK-  believed  that  the  gradual  cessation  of  the  sexual 
appetite.  r<  ferred  to  by  Dr.  .Mann,  was  due  to  increasing  age  and 
to  the  effects  of  age  on  the  patient.  He  did  not  believe,  when  the 
ovaries  wa-re  removed,  that  women  lost  their  sexual  appetite  any 
er  than  in  the  natural  course  of  events. 

Dr.  Harris,  in  closing  the  discussion,  said  as  to  the  item  of 
change  in  the  sexual  appetite,  thai  he  had  nol  asked  six  hundred 
women,  from  whom  he  had  removed  both  ovaries  and  tubes,  as 

to  their  sexual  inclinations,  and  even  if  he  had  done  so,  he  would 

nol  expect  all  of  these  women  t<>  he  in  the  condition  described  by 

1  >r.  Noble,  hut  he  believed  that  he  had  asked  perhaps  sixty  or 
more,  and  of  that  number  a  greal  many  had  assured  him  that  the 
Sexual  inclination  had  abated.    Me  found  this  out  more  1>\  accident 
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than  anything  else.  He  agreed  with  Dr.  Mann  and  others  that 
the  sexual  inclination  went  with  the  sexual  life  of  the  woman,  and 
that  if  the  menopause  was  advanced  ten,  fifteen  or  twenty  years, 
so  much  sooner  would  there  be  a  loss  of  that  quality  in  a  con- 
siderable percentage  of  cases  which  belonged  to  woman. 

While  he  regretted  very  much  that  the  subject  which  was  se- 
lected on  January  1st  was  not  entirely  adhered  to,  yet  he  did  not 
think  it  had  done  any  special  harm,  considering  the  able  manner 
in  which  it  had  been  discussed.  He  had  been  led  to  write  his  paper 
in  answer  to  the  official  question  issued  by  the  Council. 

Dr.  J.  Wesley  Bovee,  of  "Washington,  D.  C,  contributed  a  pa- 
per on 

URETERO-CYSTOTOMY. 

The  author  gave  a  history  of  uretero-cystotomy,  pointed  out  the 
indications  for  the  operation,  discussed  the  diagnosis,  routes  and 
methods  for  operation,  complications,  technique,  after-treatment, 
gave  case  histories,  and  the  results. 

Dr.  George  H.  Noble,  of  Atlanta,  felt  interested  in  this  work, 
although  his  experience  has  been  confined  to  some  eight  or  ten 
cases.  He  wished  to  mention  one  or  two  points.  The  first  was 
with  reference  to  that  in  which  the  essayist  spoke  of  loosening 
the  kidney  for  the  purpose  of  gaining  an  increase  in  the  length 
of  the  ureter  in  order  to  make  an  anastomosis,  that  is,  a  bladder 
implantation  when  the  ureter  was  cut  too  short.  Quite  recently, 
in  a  case  of  recurrent  carcinoma  after  hysterectomy,  where  he 
ligated  the  internal  iliacs.  he  resected  the  bladder  and  ureters  and 
the  upper  portion  of  the  vagina  to  a  considerable  extent,  and  in  do- 
ing so  cut  the  left  ureter  close  to  the  bifurcation  of  the  iliacs.  He 
found,  of  course,  the  ureter  would  not  reach  the  bladder,  even 
though  it  was  turned  back  and  loosened  from  the  transverse  rami 
of  the  pubic  bone.  To  gain  a  little  length,  he  dissected  the  ureter 
up  from  the  loose  connective  tissue  in  the  peritoneum  for  some 
little  distance,  then,  as  the  ureter  was  attached  to  the  peritoneum, 
it  did  not  come  down.  If  the  peritoneum  held  it  back,  if  there 
was  !•  llular  tissue  alone,  it  was  an  easy  matter  to  draw  it 

behind  from  the  kidney.  When  one  traced  it  above  the  pelvic 
brim,  it  would  be  found  to  be  quite  firmly  attached  to  the  perito- 
neum. After  loosening  the  fatty  tissue,  he  made  a  slit  of  two  and 
a  half  inches  on  either  side  of  the  peritoneum,  preferring  not  to 
disturb  its  relations,  and  lie  thought  it  was  important  to  preserve 
the  vascular  supply  as  much  as  possible,  and  by  making  an  in- 
cision two  and  a  half  inches  in  the  peritoneum  on  either  side  of 
the  ureter  he  secured  a  gain  of  one  inch.  Those  who  had  done 
nephro-ureterectomj  would  find  it  an  easy  matter  to  dissect  the 
ureter  along  the  upper  portion  of  the  abdomen,  that  is,  from  the 
pelvic  brim  up,  without  injuring  the  surrounding  tissues,  and  it 
was  just  '   the  ureter  from  below  upward,  from 
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tlu  brim  up,  if  an  incision  was  made  in  the  perineum.  The  dis- 
section could  be  carried  without  any  difficulty  as  high  as  the  p 
of  the  kidney,  and  by  stripping  the  peritoneum  there  would  be 
plenty  of  room  for  loosening  the  organ.  But  he  had  not  at- 
tempted to  go  that  Ear.  With  a  two  or  three  inch  incision  on  either 
side,  loosening  the  fatty  tissue,  there  would  be  quite  a  gain  in 
the  descent  of  the  uterus. 

In  reference  to  bladder  drainage,  he  had  found  it  important  to 
put  in  a  permanent  catheter  connected  with  a  receptacle.  In  this 
way  one  prevented  pressure,  and  there  was  much  less  liability  to 
tile  formation  of  a  fistulous  tract.  Should  there  he  leakage  and 
the  thud  escape  through  tlu-  vagina,  permanent  drainage  would 
close  the  fistula,  provided  the  attachment  to  the  bladder  held. 
The  most  important  point  in  vesical  anastomosis  was  to  fix  the 
ureter  in  the  bladder  without  tension.  If  there  was  tension,  the 
suture  would  cut  through  and  pull  away.  It  should  he  fixed  in  the 
bladder  with  a  suture  that  would  hold  it.  The  next  step  was  to 
make  a  tight  joint,  hut  it  was  unnecessary  to  spend  time  in  the  in- 
sertion <>f  numerous  sutures  around  the  end  of  the  ureter.  One 
could  fold  up  the  other  side  of  the  bladder  in  the  form  of  a  cuff 
and  stitch  it  down  with  three  or  four  sutures,  making  it  sufficiently 
tight  to  serve  the  purpose  if  retention  catgut  was  used. 

Dr.  William  M.  1'oi.k,  of  New  York  city,  said  that  the  essayist 
did  not  go  very  much  into  the  technique,  therefore  what  he  had 
to  say  would  be  largely  from  his  own  experience  in  dealing  with 
these  cases.  The  great  difficulty  about  the  operation  was  the  fact 
that  most  of  them  were  undertaken  in  the  midst  of  an  operation 
of  magnitude,  and  therefore  som<-  little  lack  of  precision  existed  in 
the  attachment  of  the  open  ends  of  the  ureter  to  each  other  or  the 
bladder.  All  were  agreed  that  if  the  ends  of  the  ureter  could  be 
brought  together,  it  was  far  better  than  implantation  into  the 
bladder.  Bladder  implantation,  no  matter  how  well  done,  would 
speedily  leaXl  to  constriction  at  that  end  of  the  structure.  He 
thought  this  would  be  the  case  pretty  much  in  every  instance  if  one 
waited  long  enough.  End  to  end  anastomosis  would  perhaps  lead 
to  a  certain  amount  of  constriction,  but  he  questioned  whether,  in 
the  long  run,  the  degree  of  constriction  would  be  as  great  as  if 
the  ureter  was  carried  into  the  interior  of  the  bladder  itself.  It 
was  the  simplest,  quickest  and  best  way  of  bringing  about  union 
of  the  two  ends.  He  rather  thought  that  the  rule  which  was  now 
being  adopted  in  regard  to  union  of  the  ends  of  the  intestine  in 
intestinal  surgery  held  good  here,  that  is,  end  to  end  junction  and 
through  and  through  suture  gave  the  best  results  without  at- 
tempting to  do  any  of  the  refinements  which  were  formerly  con- 
sidered to  be  so  essential  in  the  general  union  of  the  various  coats 
of  the  mucous  tract.  A  form  of  technique  which  could  be 
adopted  in  these  cases  was  the  adaptation  of  the  Maunsell  method 
of  juncture. 

The  results  of  these  operations  he  thought  could  not  be  prop- 
erly judged  until  seven  or  eight  years  had  elapsed  from  the  time 
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of  the  performance  of  the  operation,  and  then  there  was  every  rea- 
son to  believe,  in  consequence  of  the  inevitable  interference  with 
the  flow  of  urine,  there  must  be  changes  in  the  kidney  itself,  which 
made  the  operation  only  a  partial  success,  and  it  had  occurred  to 
everyone  who  had  done  operations  upon  these  structures  that  in- 
jury to  them  should  be  considered  as  an  essential  part  of  the  pro- 
cedure and  every  conceivable  method  adopted  to  avoid  infection. 

Dr.  Reuben  Peterson,  of  Ann  Arbor,  Michigan,  said  that  all 
of  these  operations  on  the  ureters  had  only  been  practiced  for  a 
few  years,  and  any  additional  facts  which  might  be  elicited  or  ac- 
cumulated, would  prove  advantageous.  Dr.  Bovee  had  said  that 
the  history  of  the  operation  of  implantation  of  the  ureter  into  the 
bladder  gave  a  mortality  of  six  per  cent.  The  speaker  was  sorry 
to  have  to  increase  this  mortality.  He  reported  a  death  by  the 
abdominal  route,  and  the  case  showed  in  many  particulars  the  diffi- 
culties that  are  met  in  such  instances,  so  that  he  thought  it  would 
be  well  to  report  it.  The  woman  had  been  operated  on  by  him 
some  months  previously  for  an  intraligamentous  fibroid  of  the 
uterus,  and  although  at  the  time  he  thought  he  had  avoided  the 
ureter,  still  subsequently  it  was  shown  that  it  had  been  in- 
jured or  bruised  during  the  operation,  or  that  he  had  nicked  it  in 
cutting  away  the  growth.  At  any  rate,  after  the  third  or  fourth 
day  the  woman  passed  urine  by  the  vagina.  Some  months  later 
he  anastomosed  the  ureter  with  the  bladder,  going  through  the 
abdomen  to  do  it.  After  opening  the  abdomen  and  proceeding  to 
dissect  up  the  ureter,  he  found  an  exceedingly  curious  condition. 
Besides  the  dilatation  which  had  resulted  from  the  stricture  which 
had  occurred  low  down  in  the  pelvis,  he  found  dense  adhesions 
running  from  an  inch  and  a  half  above  the  vagina  to  the  lower 
part  of  tin  bladder  upwards  to  the  bifurcation.  In  order  to  gel 
at  the  ureter  at  all  he  had  to  make  an  extensive  dissection.  He 
thought  the  bad  result  in  the  case  was  due  to  interfering  with  the 
blo<  "1  supply. 

He  said  very  little  was  known  as  vet  about  the  blood  supply  of 
the  ureter  from  a  practical  standpoint,  lie  could  safely  trace  the 
ureter  in  this  case  after  dissecting  it  up  and  implanting  it  into  the 
bladder.  It  was  a  comparatively  easy  operation,  especially  for 
one  who  had  done  much  ureteral  work.  The  result  showed  that 
In-  confidence  was  misplaced.  After  putting  the  ureter  in  the 
bladder,  he  covered  it  with  peritoneum,  which  was  not  particularh 
good,  because  he  had  injured  it  in  making  the  dissection  amongst 

adhesions,  lb'  was  afraid  to  trace  it  alto-ether;  he  put  a  drain 
through  down  into  the  vagina,  which  began  to  leak  on  the  second 
day,  SO  that  the  woman  developed  septic  symptoms  and  died  pre- 
sumably from  peritonitis.  Unfortunately,  he  was  unable  to  secure 
an  autopsy.  This  ease  illustrated  the  difficulty  encountered  in 
these  case,  and  he  believed  the  surgeon  should  put  the  proposition 

to  patients  that  secondary  operations  were  attended  with  more 
or  less  danger,  and  then  ask  them  if  they  wanted  to  undergo  this 
additional  risk. 
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Dr.  Bovee,  in  closing  the  discussion,  said  he  did  not  have  time 
to  take  up  the  technique  of  the  operation  in  reading  his  paper,  bul 
he  would  refer  briefl)  to  it.  inasmuch  as  Dr.  Polk  had  called  at- 
tention to  it.  There  was  in  his  mind  one  procedure  which  was 
hotter  than  others,  and  this  procedure  was  one  devised  and  ad- 
vised b)  the  investigators  on  animals  in  this  work.  These  men 
planned  t<»  make  an  incision  from  the  top  plane  through  which  the 
work  was  to  be  done,  and  into  which  the  ureter  was  to  he  inserted. 
A  second  opening  sufficiently  large  was  to  be  made  on  the  lateral 
surface  of  the  bladder  at  the  most  convenient  site  into  which  the 
ureter  was  to  be  drawn.  Different  operators  had  used  different 
methods  in  this  wonc.  They  had  varied  the  method  in  that  direc- 
tion, in  that  the  ureter  was  drawn  in  there,  then  sutured  in  place. 
In  this  way  the  ureter,  before  being  drawn  in.  was  Split,  two  flaps 
made,  and  the  ends  of  these  flaps  sutured  to  the  bladder  wall  at  the 
proper  distance  from  the  opening  through  which  the  ureter  pene- 
trated, and  the  suture  spread  apart  and  fastened  there,  which 
held  the  ureter  in  place.  It  lessened  tension  on  the  sntnres,  which 
made  a  proper  approximation  of  the  bladder  to  the  ureter  to  pre- 
vent leakage.  In  his  mind  this  union  should  he  made  in  an  oblique 
direction,  so  as  to  imitate  surgically  as  much  as  possible  the 
methods  of  nature.  This  could  he  made  witli  a  portion  of  the 
bladder  that  could  he  reached  in  such  a  way  as  to  permit  the 
oblique  method,  and  yet  not  cause  a  curvature  or  bending  of  the 
ureter  at  the  point  of  junction  with  the  bladder.  Then  the  ends 
of  tlie  ureter  could  he  fastened  by  the  flap-splitting  to  the  bladder 
a  little  beyond  the  lower  end  of  the  incision.  The  ureter  was  to  go 
through  into  the  bladder  and  travel  along  lengthwise  in  the  blad- 
der wall,  to  he  fastened  along  its  continuity.  There  would  he  a 
tendency  to  constriction,  although  in  some  cases  there  would  he  a 
tendency  t->  dilatation  if  the  ureter  was  divided.  It  was  neces- 
sary to  have  this  work  covered  by  peritoneum.  Even  if  the  ureter 
was  to  he  brought  across  the  peritoneal  cavity  to  make  the  junc- 
tion, it  ought  to  he  covered  with  peritoneum  brought  over  it.  and 
the  wall  of  the  pelvis  later,  and  drainage  he  instituted.  Bladder 
drainage  was  necessary.  This  was  a  special  point  in  the  technique 
of  the  operation.  There  also  ought  to  he  intraperitoneal  drainage 
if  the  operation  had  been  made  by  the  transperitoneal  method. 
If  it  was  dene  by  the  extraperitoneal  method  exclusively,  then 
extraperitoneal  drainage  was  all  that  was  necessary;  but  extraperi- 
toneal drainage  was  not  sufficient  if  the  operation  had  been  made 
by  crossing  the  peritoneal  cavity.  Bladder  drainage  was  particu- 
larly important.  Some  of  the  patients  would  not  retain  the  ca- 
theter while  in  the  bladder,  and  one  had  to  substitute  frequent  or 
interrupted  emptying  of  the  bladder  for  permanent  catheterization. 
Il<-  found  in  two  of  his  own  cases  he  began  this  in  one  as  early  as 
the  second   day.      Patients  ought    to  pass  urine    from    the   urethra 

by  the  side  of  the  catheter.  In  s,>me  cases,  where  this  plan  was 
followed,  there  was  great  traction  on  the  end  of  the  ureter  to 
prevent   separation   of  the  bladder  and   ureter.     Of  course,   tin- 
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shorter  the  ureter,  the  more  tension  there  was.  and  therefore  there 
was  more  liability  to  constriction  by  dragging-  the  tissues  apart, 
the  ureter  and  bladder  making  the  constriction.  Some  had  used 
sutures  brought  through  from  the  urethra,  others  had  applied 
weights  to  make  sufficient  traction  on  the  ureter  until  union  oc- 
curred. He  would  carry  the  bladder  well  upward  to  get  the 
ureter ;  it  could  be  carried  as  far  as  the  brim  of  the  pelvis  to  meet 
the  ureter.  If  this  could  not  be  done,  a  flap  could  be  made  from 
the  bladder,  as  advised  by  Van  Hock,  but  which  had  not  been 
carried  out  on  man.  However,  it  seemed  practical  in  making  a 
portion  of  the  ureter  out  of  that,  cutting  a  long  slit  flap  from  the 
bladder  which  was  turned  over  and  converted  into  the  tube,  the 
edges  being  sewed  together,  and  then  united  to  the  lower  end  of 
the  ureter. 

He  favored  making  short  incisions  along  the  ureter,  such  short 
slashes  in  plain  areas  of  tissue  as  one  would  make  to  relieve  ten- 
sion instead  of  long  incisions.  But  above  the  brim  of  the  pelvis 
there  was  not  so  much  necessity  for  that.  The  peritoneum  was 
pulled  down  if  the  kidney  was  loosened,  and  by  pulling  down  upon 
the  ureter  carefully  one  could  draw  it  down  without  going  through 
the  peritoneum.  One  should  cut  through  the  connective  tissue 
on  the  outer  side,  and  not  the  serous  coat  itself. 


NOTE    ON    THE    OCCURRENCE    OF    GALLSTONES    IN    IN- 
SANE  WOMEN. 


BY 

W.  P.  M ANTON,   M.D., 
Detmit. 


The  theory  that  gallstone  disease  is  more  prevalent  among  cer- 
tain classes  and  under  certain  environment  should  find  corrobora- 
tive evidence  in  the  instance  of  the  insane.  The  congregating 
of  larLM-  numbers  of  patient*-  in  our  state  asylums  inclines  to  bodily 
inactivity  of  the  individual  and  thus  favors  the  stagnation  of  the 
bile  current,  while  a  large  proportion  of  the  population  of  these 
institutions  is  incapacitated  from  continuous  and  energetic  labor 
<>n  account  of  the  mental  sickness  with  which  the  patients  are 
afflicted.  At  the  Eastern  Michigan  Asylum  only  forty-five  per 
cent    of  the  female  inmato  are  regularly  employed. 

Moreover,  if  mental  activity,  whether  normally  or  abnormally 
directed,  together  with  sedentary  habits,  are  further  predisposing 
conditions  to  the  formation  of  gallstones,  as  pointed  out  by  Fre- 
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richs,  and  obesity  and  diet  are  also  contributory,  as  mentioned  by 
Harley,  we  have  in  the  life  history  of  the  asylum  patient  a  com- 
bination  of  those  conditions  which  are  supposed  to  be  the  most 
active  causative  factors  in  the  production  of  biliary  calculi. 

Unfortunatel)    for   statistical    purposes,    while   it   is   proved    that 

the  insane  are  peculiarly  liable  to  cholelithiasis,  symptoms  of  the 
disorder  are  rarely  manifested  during-  life,  so  that  the  frequency  of 
the  condition  among  this  class  of  patients  can  only  be  determined 
by  the  findings  after  death. 

During  the  past  fifteen  years  hundreds  of  insane  women  have 
passed  under  the  writer-  observation,  and  yet  in  only  three  in- 
stances have  gallstones  been  met  with  in  the  living  subject. 

Although,  as  just  mentioned,  it  is  generally  assumed  that  gall- 
stone  disease  is  common  in  the  insane,  as  far  as  I  am  aware  no 
one  in  this  country  has  as  yet  taken  die  trouble  to  ascertain  the 
frequency  of  the  disorder  among  the  inmates  of  our  institutions. 
In  England.  Beadles  published  a  paper  in  1892  dealing  with  the 
occurrence  of  -all-tones  in  the  insane,  and  in  1896,  Simpson,  of 
the  West  Riding  Asylum,  contributed  an  elaborate  paper  on  the 
same  subject,  while  in  Germany.  Riedel  appears  to  be  the  only 
one  who  has  undertaken  systematic  work  along  this  line. 

My  own  investigations,  begun  about  five  years  ago,  have  been 
greatly  handicapped  and  have  proved  far  from  satisfactory,  on 
account  of  the  difficulty  in  obtaining,  from  the  family  and  friends 
of  deceased  patients,  permission  for  holding  postmortem  exam- 
inations ;  superstition,  indifference  or  fear  of  mutilation,  in  the 
minds  of  the  middle  and  lower  classes,  overbalancing  every  argu- 
ment that  may  be  brought  to  bear.  The  obstacles  opposed  by 
ignorance  to  the  advancement  of  knowledge  have  always  proven 
a  source  of  hindrance  and  delay  in  the  acquisition  of  useful  in- 
formation, and  satisfactory  work  in  our  state  institutions  cannot 
be  carried  out  until  legislative  enactment  places  the  bodies  of  those 
dying  while  under  state  charge  in  the  control  of  the  asylum  authori- 
ties. It  is  no  more  than  just  that  patients  who  have  been  under 
the  expense  of  the  state,  perhaps  for  a  long  period  of  years,  should, 
after  death  at  least,  furnish  some  compensation  for  their  main- 
tenance and  care  during  life  for  the  benefit  of  science  and  the  liv- 
ing. On  account  of  the  limited  material  at  my  disposal  at  the 
present  time,  the  following  notes  are  offered  merely  as  a  slight 
contribution  to  the  subject,  preliminary  to  a  more  extended  dis- 
cussion at  some  future  day. 

From  January,  1897,  to  January.   [903,  a  period  of  six  yi 
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133  female  patients  died  at  the  Eastern  Michigan  Asylum  for  the 
Insane.  (  )f  this  number  necropsies,  in  which  the  abdomen  was 
(  pened,  were  made  in  23  instances,  17.29  per  cent.  Gallstones 
were  found  in  these  twenty-three  subjects  six  times,  or  in  a  little 
over  twenty-six  per  cent  of  those  examined.  The  ages  of  the 
patients  varied  between  twenty-two  and  sixty-five  years,  five  of 
the  number  being  over  thirty.  (  inly  two  of  the  women  had  been 
pregnant,  one  having  had  two  children,  the  other  six.  The  deaths 
occurred  in  February,  June,  July,  August.  October  and  Decem- 
ber, and  were  due  to  tuberculosis,  infective  cholangitis,  ulcer  of 
duodenum,  carcinoma  of  liver,  syphilis  and  nephritis.1 

Beadles  found  at  autopsies  performed  at  the  Highgate  Infirmary 
the  presence  of  gallstones  in  from  ten  to  twelve  per  cent  of  the 
cases  examined:  at  the  West  Riding  Asylum.  Simpson  places  the 
percentage  of  gallstone  disease  at  twenty  per  cent,  while  at  post- 
mortems on  female  patients  from  the  Jena  Asylum,  Riedel  found 
biliary  calculi  present  in  eighteen  per  cent.  Comparing  my  own 
observations  with  those  of  the  investigators  just  mentioned,  it  ap- 
pears that  the  frequency  of  gallstone  disease  in  insane  women  at 
the  Eastern  Michigan  Asylum  is  considerably  in  excess  of  that 
recorded  for  similar  institutions  in  other  countries,  but  it  is  quite 
possible  that  the  difference  in  the  prevalence  of  the  condition  is 
more  apparent  than  real  and  that  with  a  larger  material  the  vari- 
ance in  numbers  would  not  be  as  marked. 

Dr.  Philander  A.  Harris,  of  Paterson,  N.  J.,  read  a  paper  on 

EXCISION    OF    THE    PROXIMAL    ENDS    OF    THE    FALLOPIAN    TUBES   AT 

THEIR  ORIGIN    IN    THE  UTERUS,   THE  OPERATION   OF  CHOICE, 

FOR  THE  EXTREMELY   RARF  CASES  WHEREIN   STERILITY 

IS   DESIRABLE. 

This  operative  measure,  he  said,  was  to  take  the  place  of  the 
Porro  operation,  to  take  the  place  of  bilateral  removal  of  the 
ovaries,  and  to  take  the  place  of  bilateral  incision  of  healthy  tubes. 
Menstruation  would  not  be  sacrificed.  Every  advantage  arising 
from  retention  of  the  ovaries  would  be  preserved  for  the  individ- 
ual, excepting  the  single  item  of  impregnation,  lubes  thus  dis- 
connected from  the  uterus  would  probably  remain  immune  from 
future'  gonorrheal  infection  of  the  endomentrium.      A  patient  thus 

sterilized  could  doubtless  be  cured  of  her  sterility  by  implanta- 

'I  am  under  obligation  to  Dr.  Jason  Mitt.  Assistant  Superinten- 
dent Eastern  Michigan  Asylum,  fur  much  assistance  in  the  way  of 
statistical  information. 
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tion  of  the  tubes  through  the  uterine  vornua  to  the  uterine  cavity. 
While  there  were  doubtless  cases  which  were  characterized  1>>  cer- 
tain conditions  of  the  body,  mind  <>r  nervous  system  calling  for  the 
voluntary  production  of  sterility,  there  must  necessarily  be  a  very 
limited  Held  for  the  employment  of  this  operation.  It  a  case  was 
to  be  surgically  sterilized,  it  should  be  effected  in  such  a  manner 

that  the  patient  and  her  friends  might  feel  that  she  could  he  re- 
st" .red  tn  fertility,  should  the  pathological  factors  of  her  cas 
abate  or  disappear  as  to  render  impregnation  and  pregnancy  per- 
missible. No  attempt  was  made  to  present  the  indications  for  an 
operation  which  produced  sterility  for  temporary  purposes,  al- 
though such  instances  were  believed  to  be  within  the  range  of 
possibility,  and  if  so,  they  emphasized  the  advantage  of  doing  the 
primary  operation  in  the  manner  proposed. 

I  )k.  William  M.  Polk,  of  New  York  city,  said  he  would  take 
the  liberty  of  making  a  few  comments  on  the  paper  of  I  )r.  Han  is. 
If  he  understood  the  matter  correctly,  the  essayist  had  no  clinical 
proof  as  to  the  efficacy  of  the  operation  proposed,  and  that  it  was 
a  suggestion  <»r  proposition.  He  presumed  that  it  was  based  upon 
the  work  which  had  heen  done  upon  other  parts  of  the  Fallopian 
tubes  for  the  purpose  of  restoring  their  functional  activity,  so  far 
as  pregnancy  was  concerned,  and.  of  course,  the  only  difficulty 
which  stood  in  the  way  Of  the  realization  of  the  anticipation  was 
connected  with  the  possibilities  which  might  develop  in  connec- 
tion with  the  cicatricial  shrinkage  of  the  uterine  wall  itself.  Where 
tin'  tube  wa-~  operated  on  and  turned  loose,  in  the  cavity  of  the 
peritoneum,  one  had  to  deal  with  possihilities  of  shrinkage  of  the 
connective  tissue  which  surrounded  it,  and  observation  would  seem 
to  show  that  eversio'n  of  the  mucous  membrane  was  sufficient  to 
counteract  any  possible  constriction  which  might  occur  therefrom. 
But  where  one  had  to  deal  with  a  structure  like  the  uterus,  con- 
taining a  large  amount  of  connective  tissue,  and  which  had  a 
tendenc)  to  produce  contraction  as  a  result  of  its  attempt  to  re- 
store itself  to  its  normal  condition,  he  had  precisely  the  question 
introduced  which  was  found  in  an  attempt  at  anastomosis  of  simi- 
lar tube-  or  structure-  to  viscera  throughout  the  body.  This  wa- 
the  greatest  objection,  based,  it  is  true,  upon  analogy,  and  it  re- 
mained to  be  seen  whether  the  thing  could  be  carried  out.  whether 
the  operation  would  meet  with  the  difficulty  he  had  suggested. 

The  question  as  to  its  efficacy  in  promoting  sterility  was  one  that 
was  very  readily  answered  in  the  affirmative,  because  the  tube 
being  treated  in  the  manner  suggested  at  once  took  it  entirely  out 
of  line  of  any  possible  re-connection  with  the  mucous  membrane  of 
the  COrnu  as  to  render  sterility  as  nearl\  certain  as  anything  could 
be.  and  it  was  a  greal  advantage  which  the  essayist  had  SUggi 
of  leaving  the  organ  practically  intact. 

Tin-  subject  opened  up  a  very  important  question  which  would 
have  to  be  taken  up  by  tin-  Society  some  day  in  the  near  future, 
perhaps,  and  settled,  and  that  is  as  to  the  effect  upon  ovulation  of 
interference  with  the  functions  of  the  uterus  and  of  the  Fallopian 
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tubes.  He  thought  it  could  be  readily  shown,  which,  of  course, 
was  an  extreme  proposition,  that  the  removal  of  the  uterus  would 
inevitably  lead  to  atrophy  and  disappearance  of  the  ovaries  as 
efficient  parts  of  the  economy. 

As  to  the  question  of  technique,  which  had  been  raised  by  Dr. 
Harris,  as  to  the  isolation  of  the  tube,  it  was  also  one  of  impor- 
tance. The  procedure  really  was  a  very  easy  one,  namely,  the  dis- 
section of  the  tube  from  its  bed  in  the  cornu  of  the  uterus,  and 
certainly  gave  a  very  much  better  surgical  result. 

He  hoped  the  members  of  the  Society  would  consider  the 
whole  question  of  sterility  and  the  means  of  meeting  it,  taking  it 
up  in  all  of  its  operative  bearings,  so  that  in  the  near  future  they 
would  be  able  to  deal  with  this  all-important  question  from  the 
practical  standpoint  of  operation  through  the  abdomen  rather 
than  confine  themselves  to  operations  that  were  expended  purely 
upon  the  vagina,  because  there  could  be  no  question  that  a  larger 
number  of  conditions  dependent  upon  certain  disorders  could  be 
reached  only  by  anatomical  dissection. 

Dr.  Henry  D.  Fry,  of  Washington,  D.  C,  made  the  suggestion 
as  to  whether,  if  one  succeeded  in  re-establishing  the  function  of 
the  tube  by  a  second  operation,  it  would  lead  to  the  occurrence  of 
ectopic  pregnancy ;  that  some  stenosis  might  be  caused  which 
would  prevent  the  ovum  from  reaching  the  uterine  cavity. 

As  to  the  primary  operation  for  the  production  of  sterility,  the 
method  of  exsecting  the  tubes  and  the  uterine  muscular  tissue  was 
an  excellent  one.  probably  the  best  one,  but  if  one  had  in  view  the 
hope  of  re-establishing  function,  it  seemed  to  him  it  would  be  bet- 
ter to  take  a  section  of  the  tube  itself.  A  number  of  cases  of  preg- 
nancy had  been  reported  to  have  occurred  after  the  removal  of 
the  appendages,  one  on  both  sides,  so  that  in  the  re-establishment 
of  the  function  of  the  tube,  if  there  was  any  expectation  of  it  at 
some  future  time,  it  would  seem  much  better  to  operate  upon  some 
section  of  the  tube,  and  the  ability  to  restore  it  was  much  better 
than  through  the  uterine  cornu,  where  there  was  a  liability  to  con- 
traction again,  and  closure  of  the  tube. 

Dr.  J.  Dougal  BlSSELL,  of  New  York  city,  by  invitation,  con- 
fined his  remarks  to  those  cases  that  demanded  Cesarean  section, 
and  he  invited  attention  to  the  report  of  a  case.  He  was  called  to 
attend  a  negro  woman  in  1900,  and  found  her  in  a  very  serious  con- 
dition, the  head  of  the  child  having  been  left  in  the  uterus,  the 
body  being  pulled  away  after  an  attempt  at  forceps  delivery  and  an 
attempt  at  version.  In  passing  his  fingers  through  the  superior 
strait  he  at  once  discovered  the  cause  of  the  failure  of  the  opera- 
tor. The  pelvis  was  jus  to-minor  under  three  inches.  The  woman 
wa^  seriously  sick,  but  eventually  recovered,  and  soon  became 
pregnant  again.  He  then  suggested  the  possibilities  of  Cesarean 
section,  which  six-  and  her  husband  did  not  consent  to.  They 
wanted  him  to  wait,  lie  gladly  waited,  and  brought  on  labor  be- 
tween eighl  and  a  half  months,  hoping  the  child  would  come 
through   the  natural  channel.     After  several  hours'  labor,  the  OS 
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dilating  fully,  the  child  failed  to  come  through  the  natural  pas- 
.  although  the  occipito-posterior  position  of  the  head  had  not 
become  engaged  at  any  time.  At  last  he  decided  to  perform  ( 
ean  section,  which  he  did.  The  operation  was  done  about  six  or 
eight  months  ago.  At  that  time  he  was  requested  to  perform  an 
operation  which  cither  consisted  of  taking  out  the  uterus  or  re- 
moving the  ovaries  and  stopping  pregnancy,  but  he  did  not  feel 
justified  in  doing  so.  He  resorted  to  the  plan  suggested  by  Dr. 
llarri-.  of  exsecting  the  tube  from  the  funnel,  but  his  method  was 
a  little  different,  although  not  essentially  so.  He  exsected  the 
tube  entirely  from  the  uterus,  and  cut  off  that  portion  which  was 
embedded  in  the  uterus,  tied  it  near  the  free  end  of  the  tube, 
opened  the  broad  ligament,  anchored  the  tube  to  the  base  of  the 
broad  ligament,  and  stitched  over  the  peritoneal  surface  of  the 
broad  ligaments  again.  This  he  did,  for  the  reason  that  if  by 
chance  the  exsected  portion  of  the  tube  was  not  perfectly  done, 
and  there  was  a  communication  established  between  the  abdominal 
cavity  and  the  uterine  cavity,  the  functionating  tube  would  convey 
the  ovum  to  the  base  of  this  tube,  and  the  spermatozoa,  if  they 
passed  through  the  cornu  again,  would  not  influence  it. 

He  believed  that  we  should  not  ignore  the  importance  of  the 
fact  of  the  menstrual  function,  nor  the  influence  of  the  ovaries 
upon  young  women.  We  should  preserve  every  normal  tissue  in 
the  body  in  pelvic  surgery,  and  not  remove  that  which  would 
check  physiological  action  or  produce  unhappy  psychological  re- 
sults. He  thought  it  was  preferable  and  more  surgical  to  sterilize 
women  in  this  way,  telling  them  they  can  possibly  become  preg- 
nant, rather  than  to  remove  any  of  these  organs. 

1  )r.  1 1  arris,  in  closing  the  discussion,  said  he  did  not  quite  un- 
derstand what  Dr.  Polk  meant  by  changes  in  the  nutrition  and 
changes  in  the  ends  of  the  tubes.  He  was  sorry  that  he  had  left 
the  hall.  He  did  not  think  there  were  any  special  changes  in  the 
uterus  or  in  the  proximal  ends  of  the  tubes.  He  regretted  Dr. 
Polk  was  not  present  to  explain  more  fully  what  he  meant. 

Regarding  the  lumen  of  the  Fallopian  tubes,  when  the  Society 
met  three  or  four  years  ago,  Dr.  Bovee  presented  a  paper  on  the 
potency  of  the  Fallopian  tubes.  He  had  collected  some  cases  and 
had  made  some  observations  himself,  and  was  of  the  opinion,  no 
matter  how  the  stump  of  the  Fallopian  tube  was  treated  in  cases 
where  the  tube  had  been  amputated  near  the  uterus,  whether  tied 
with  silk  or  not,  the  lumen  of  the  tube  was  patulous,  showing  that 
it  would  remain  so  if  not  diseased.  Exsecting  the  proximal  ends  of 
the  tubes  would  not  change  them.  There  was  reason  to  believe 
that  this  was  supported  by  practical  observations. 

Regarding   the   predisposition    to   ectopic   pregnancy,   as   men- 
tioned by  Dr.  Fry,  it  was  to  be  thought  of  in  connection  with  the 
operation.     However,  one  need  not  consider  it  too  seriously,  be- 
cause  both  Dr.  Fry  and  himself,  and  others,  were  ready  to  oper- 
1  ectopic  pregnane}'  if  it  occurred. 

Regarding  the  indications   for  the  operation,  he  did  not   wish 
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to  say  very  much,  although  yesterday  morning  the  Society  had 
considerable  discussion  on  that  item,  and  he  was  sorry  there  was 
not  more  discussion  upon  it  this  morning.  Dr.  Davis,  in  his  re- 
marks, had  said,  that  it  was  about  time  to  submit  the  question  as 
to  whether  a  woman  desired  to  be  sterilized  or  not  to  both  the 
patient  and  husband,  and  if  they  desired  it.  he  considered  it  was 
the  duty  of  the  obstetrician  to  do  the  operation. 

Dr.  Chas.  P.  Xoble,  of  Philadelphia,  read  a  paper  entitled 

PERSONAL    EXPERIENCE    IN    OPERATIONS    UPON    DIABETIC    PATIENTS. 

The  chief  object  of  this  paper  is  to  elicit  discussion  on  the  gen- 
eral question  of  the  influence  which  diabetes  has  upon  the  course 
and  result  of  operations.  The  author  said  that  there  is  a  general 
impression  prevailing  in  the  profession  that  diabetes  was  one  of 
the  greatest  complications  to  be  met  with  by  the  surgeon,  and  that 
operation  should  be  avoided  upon  diabetics. 

Of  the  seven  patients  operated  upon  by  the  author,  six  made 
good  recoveries,  and  one  died  of  diabetic  coma.  In  the  six  re- 
maining cases  the  healing  of  the  wounds  and  the  general  prog- 
ress of  the  patients  toward  recovery  were  not  different  from  that 
in  patients  not  the  subject  of  glycosuria. 

In  looking  up  the  literature  of  the  subject  he  had  been  able  to 
add  tn  his  own  list  sixty-two  cases  of  operations  upon  diabetics, 
upon  those  organs  of  the  body  which  are  the  special  field  for  the 
gynecologist  and  abdominal  surgeon,  making  a  total  of  sixty- 
nine  cases.  '  )f  the  sixty-two,  there  were  fourteen  operations  upon 
the  female  breast,  thirty-one  operations  upon  the  female  gener- 
ative organs,  and  seventeen  abdominal  operations,  other  than  on 
the  generative  organs.  I  >f  the  sixty-nine  patients,  fifty-two  re- 
covered, and  seventeen  died,  a  mortality  of  twenty-four  per  cent. 
(  )f  the  seventeen  deaths,  one  was  from  erysipelas,  two  were  from 
sepsis,  five  from  causes  not  stated,  and  nine  from  coma.  A  care- 
ful reading  of  the  reported  cases  would  indicate  that  the  propor- 
tion of  deaths  from  other  causes  than  coma  was  not  extremely 
high.  The  chief  cause  of  death  after  operations  upon  diabetics 
was  coma,  and  apparently  this  result  ts  the  one  which  it  is  least 
possible  to  guard  against. 

The  author's  first  operation  upon  a  diabetic  was  an  accident. 
Tin-  urine  from  two  patients  to  be  operated  upon  the  same  day 
was  mixed  in  the  laboratory.      The  supposed  diabetic  was  refused 

operation,  and  the  patienl  supposed  to  have  normal  urine  was  op- 
erated upon.  The  error  was  not  recognized  until  the  following 
day.  This  patienl  made  a  good  recovery  from  the  operation  (the 
removal  of  the  In-east),  except  that  there  was  suppuration  in  the 
axilla,  d\\r  to  a  sponge  left  high  Up  in  die  axilla.  The  favorable 
course  of  this  case  was  a    factor  in  inducing  him  to  operate  upon 

the  subsequent  cases. 

The  contraindication  to  Operation  is  Strongest   in  those  patients 
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suffering  markedly  from  the  constitutional  symptoms  of  dial 
— l><M>r  nutrition,  wasting,  intense  thirst,  and  morbid  appetite. 

Dr.  Joseph  Tabeb  Johnson,  "i'  Washington,  1).  < '..  said  he 
hail  had  no  particular  experience  in  operating  <  >u  diabetic  patients, 
but  he  had  postponed  several  operations  on  patients  who  were 
known  to  be  diabetic.  He  had  no  doubt  that  some  of  them  would 
have  stood  operation  fairly  well.  Operations  were  urgently  de- 
manded, but  the  other  members  of  the  hospital  staff  and  the  micro- 
scopist  voted  against  it.  The  subsequent  histor)  of  the  patients 
he  did  not  know,  but  from  what  Dr.  Noble  had  said  and  written. 
if  he  had  had  the  same  experience  to  hack  him  up  a.-^  had  been 
cited  to-day,  he  should  have  operated  on  several  patients  who  were 
not  operated  i  m. 

Dr.  Philander  A.  Harris,  of  Paterson,  X.  J.,  said  he  had  post- 
poned operation  in  two  instances  on  account  of  the  presence  of 
glycosuria.  In  another  case  he  had  forgotten  how  much  sugar 
there  was.  but  there  was  a  sharp  reaction  under  Fehling's  test,  he 
performed  vaginal  hysterectomy.  The  woman  did  fairly  well  for 
twenty-two  hours,  after  which  the  pulse  began  to  rise  rapidly; 
temperature  remained  normal  for  ten  or  twelve  hours  after  the 
pulse  had  risen,  and  the  pulse  at  the  end  of  twenty-four  hours 
to  130;  in  twelve  hours  more  it  was  144.  Thirty-six  hours 
after  the  operation  the  temperature  began  to  rise,  and  in  two  and 
a  half  days  later  the  patient  died  of  sepsis.  To  what  extent  the 
presence  of  sugar  was  a  factor  in.  the  cause  of  death  he  did  not 
know. 

OFFICERS. 

The  following  officers  were  elected  for  the  ensuing  year:  Presi- 
dent. Dr.  Edward  Reynolds,  Boston,  Massachusetts;  First  Vice- 
President,  I  )r.  J.  Whitridge  Williams,  Baltimore,  Maryland;  3 
ond  Vice-President,  Dr.  Edward  l\  Davis.  Philadelphia,  Pennsyl- 
vania; Secretary.  Dr.  J.  Riddle  Goffe,  New  York  city,  re-elected; 
Treasurer,  Dr.  J.  Montgomery  Baldy,  Philadelphia,  Pennsylvania, 
re-elected. 

Boston  was  selected  as  the  place  for  holding  the  next  annual 
meeting;  time,  fourth  Tuesday  in  May,  i<;<)4. 
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Surgical  Diseases  of  the  Kidney  and  Ureter.  Including  In- 
juries, Malformations  and  Displacements.  By  Henry  Morris, 
M.A.,  M.B.  Lond.,  F.R.C.S.  Fellow  and  Chairman  of  the 
Court  of  Examiners  of  the  Royal  College  of  Surgeons;  Senior 
Surgeon  to  the  Middlesex  Hospital :  Honorary  Member  of  the 
Medical  Society  of  the  State  of  New  York ;  Author  of  the  Hun- 
terian  Lectures  (1898)  on  "The  Origin  and  Progress  of  Renal 
Surgery,"  of  "Injuries  and  Diseases  of  the  Genital  and  Urinary 
Organs"  and  of  "The  Anatomy  of  the  Joints/'  etc.  Two  vol- 
umes, pp.  680  each.  With  two  colored  plates  and  two  hundred 
engravings.     W.  T.  Keener  &  Co.,  Chicago,  1903. 

This  very  admirable  work  gives  a  systematic  account  of  the 
regional  anatomy,  the  malformations  and  displacements,  the  in- 
juries and  surgical  diseases  of  the  kidney  and  of  the  ureter,  the 
affections  of  the  perinephritic  and  the  periureteral  tissue  and  the 
surgical  treatment  of  these  conditions. 

It  includes  about  everything  of  value  which  has  been  established 
regarding  the  etiology,  pathology,  symptoms,  prognosis,  and  treat- 
ment of  the  conditions  under  discussion. 

The  field  of  renal  surgery,  but  a  few  years  ago  an  almost  un- 
trodden waste,  is  now  fairly  accurately  mapped  out  and  traversed 
by  well-worn  highways.  Before  1880,  the  date  of  the  first 
nephrolithotomy,  not  more  than  twenty  articles,  chiefly  on  nephrec- 
tomy, had  been  written.  During  the  ten  years  following  more 
than  three  hundred  papers  were  published,  and  between  1890  and 
1900  about  a  thousand  articles,  lectures,  and  case-reports  on  renal 
cases  appeared.  From  1894  to  the  time  of  publication  of  these 
volumes  about  one  hundred  papers  have  discussed  the  surgery  of 
the  ureter,  while  during  the  five  years  before  one  a  year  would 
have  included  them  all.  This  glance  at  the  literature  shows  most 
plainly  the  vigorous  growth  and  the  wonderful  strides  which  this 
branch  of  surgery  is  making  and  gives  an  idea  of  the  magnitude 
of  the  task  successfully  carried  to  a  finish  by  the  author. 

Hi-  style  is  lucid  and  easy  and  the  teaching  leaves  the  imp' 
of  a  well-earned  authoritv. 
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OBSTl  rRics. 

Hysterectomy  for  Puerperal  Infection.— The  discussion  of 
the  indications  for  hysterectomy  in  puerperal  infections  1>>  II. 
Duvet  {Jour,  des  Set.  Med.  de  Lille,  Apr.  4.  Apr.  11  |  led  him  to 
the  following  conclusions:    He  divides  them  into  (1  )  septicemias 

with  evident  local  lesions  in  or  around  the  uterus  or  appendages, 
which  arc  often  amenable  to  uterine  disinfection,  curettage, 
incisions,  removal  of  appendages  or  hysterectomy;  (2)  sep- 
ticemias without  apparent  local  lesions.  These  are  acute  or 
chn.nic.  Anion--  the  acute  are  some  caused  by  placental  infection 
which  can  not  he  relieved  by  the  curette  and  in  which  abdominal 

or  vagina]  hysterectomy  gives  g 1  results.     In  others  extreme 

Virulence  of  the  microbic  agent  is  the  characteristic  and  grave  fea- 
ture. In  these  it  is  doubtful  whether  removal  of  the  uterus  will 
be  efficacious  if  lavage  of  the  blood  by  injections  of  normal  saline 
solution  does  not  cause  some  improvement.  The  chronic  sep- 
ticemias are  the  result  of  phlebitis  or  uterine  or  periuterine  lymph- 
angitis or  of  unknown  foci  which  may  often  be  at  a  distance  from 
the  genitals.  Under  these  circumstances  there  are  often  multiple 
foci  in  the  uterine  parenchyma  and  afferent  and  efferent  vessels. 
The  writer  terms  these  cases  puerperal  uterine  pyemias.  The  sep- 
ticemic symptoms  usually  begin  after  labor  and  last  several  weeks. 
Abdominal  or  vaginal  hysterectomy  may  be  useful,  especially  if 
performed  early.  In  all  cases  of  pnerperal  septicemia  the  best 
remedy,  with  uterine  disinfection  as  an  adjuvant  or  curative  meas- 
ure, is  large  subcutaneous  or  intravenous  injections  of  normal 
saline  solution.  If  the  system  has  been  sustained  in  this  way 
against  microbic  intoxication  one  may  then  feci  more  inclined  to 
radical  treatment  such  as  hysterectomy. 

Cocq  I  Gaz.  de  Gyn.,  Apr.  1.  Apr.  15  1  believes  that  hysterectomy 
is  indicated  in  acute  puerperal  infection  when  the  following  condi- 
tions coexist:  existing  or  probably  approaching  severe  toxemia, 
thi  uterus  being  the  principal  septic  focus  and  constant  souro  or 
infection,  failure  of  other  treatment,  and  ability  of  the  patient  to 
withstand  the  shock  of  operation.  These  conditions  are  found 
chiefly  in  cases  of  decomposition  of  retained  placenta  not  remova- 
ble by  curettage,  suppurative  gangrenous  metritis,  or  large  tu- 
mors which,  having  been  Ion-  compressed  during  labor,  may 
slough,  interfere  with  the  lochia!  discharge,  <>r  aid  absorption  of 
products  by  their  great  vascularity.  More  doubtful  indica- 
are  acute  general  streptococcus  infections,  in  which  hysterec- 
tomy has  been  known  to  act  favorably  by  removing  many  bacteria. 
though  showing  no  macroscopic  lesions;  pyemia,  puerperal  metro- 
phlebitis, in  which  extirpation  of  tin  ovarian  and  hypogastric  veins 
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containing-  a  septic  thrombus  has  been  successful ;  septic  general 
peritonitis,  which  requires  the  ice-cap,  morphine,  and  surgical 
treatment,  especially  if  abscesses  form — opening  and  drainage  of 
purulent  foci.  In  the  last,  hysterectomy  removes  an  important 
factor  in  sepsis  and  facilitates  drainage.  In  cases  with  extension 
of  the  inflammation  to  the  parametrium,  appendages  or  pelvic 
peritoneum  with  severe  local  symptoms  but  good  general  condition 
and  slow  course  of  the  disease  it  is  well  to  employ  ice  and  opium 
and  to  open  and  drain  suppurative  foci,  but  to  reserve  removal 
of  the  appendages  or  uterus  until  later  if  it  is  found  necessary. 

Pinard  (Ann.  de  Gyn.  ct  d'Obstet.,  Apr.)  summarizes  his  views 
upon  this  subject  most  tersely.  He  states  that,  leaving  out  of  con- 
sideration the  rare  and  the  well-determined  conditions, — placental 
retention,  putrefaction  of  a  uterine  fibroid,  rupture  and  inversion 
of  the  uterus, — which  may  require  hysterectomy,  neither  symp- 
tomatology, bacteriology  nor  pathology  can  at  present  furnish  an 
indication  for  that  operation  in  acute  puerperal  infection. 

Pregnancy  After  Rupture  of  the  Uterus. — The  question 
whether  a  subsequent  pregnancy  is  an  indication  for  Cesarean  sec- 
tion in  a  woman  who  has  had  a  rupture  of  the  uterus  is  discussed 
by  H.  W.  Freund  (  Zeit.  fiir  Gyn.,  No.  8).  The  case  upon  which 
his  arguments  are  based  was  one  in  which  an  extensive  rupture  of 
the  uterus  was  sutured.  The  woman  then  passed  without  accident 
through  five  abortions  brought  on  during  the  third  and  fourth 
months  and  a  premature  labor  induced  at  the  thirty-third  week. 
Examination  during  the  abortions  and  premature  labor  showed 
earlv  stretching  of  the  lower  section  and  drawing  into  the  uterine 
cavity  of  the  scar  area.  He  permitted  the  last  pregnancy  to  go  on 
nearer  to  term  on  account  of  an  increase  of  muscular  tissue  near 
the  scar  in  the  previous  puerperia.  The  question  of  performing 
Cesarean  section  in  pregnancy  following  rupture  cannot  be  an- 
swered cither  affirmatively  or  negatively  in  regard  to  all  cases. 
To  the  writer  it  is  less  dependent  upon  the  distention  of  the  scar 
tissue  than  upon  the  time  which  has  elapsed  since  the  rupture,  the 
degree  of  regeneration  of  muscle  tissue  in  the  region  involved,  and 
the  size  of  the  fetus.  Whether,  in  a  case  of  pregnancy  coming  on 
shortly  after  rupture  of  the  uterus,  early  induction  of  abortion  or 
Cesarean  section  near  term  is  preferable  must  be  decided  in  the 
light  of  individual  circumstances.  If  the  history  and  careful  ex- 
amination determine  the  presence  of  atrophy  of  the  lower  segment 
spontaneous  labor  at  term  is  dangerous,  and  abortion  or  Cesarean 
section  is  indicated.  If  this  atrophy  is  not  present  induction  of 
premature  labor  is  called  for.  It  the  rupture  was  not  confined  to 
the  lower  uterine  segment  and  circumstances  are  generally  favora 
hie  spontaneous  labor  may  be  awaited.  When  rupture  has  taken 
place  total  hysterectomy  is  nol  necessarily  called  for.  If  the  gen 
era!  condition  is  nol  bad  and  there  has  been  no  infection  abdominal 
section  is  nol  inure  dangerous  than  vaginal,  and  gives  an  open  field 
t'or  hemostasis  and  cleansing  and  draining  the  peritoneum  while 
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maintaining    fertility.     Repeated   uterine   rupture   demands 
hysterectomj  or  supravaginal  amputation. 

Spontaneous  Rupture  of  the  Vagina.  -Schuhl  and  Froelich 
(Bull.  de  Id  Soc.  d'Obst.  de  Paris,  No.  2)  report  a  case  of  spon- 
taneous rupture  of  the  posterior  cul-de-sac  during  labor,  in  a  mul- 
tipara. The  woman  had  a  pelvic  deformity  due  to  lumbo-sacral 
kyphosis.  The  uterus  was  anteverted  so  that  its  contractions  sim- 
ply caused  distention,  thinning  and  finally  rupture  of  the  posterior 
vagina]  wall.  The  symptoms  resembled  those  of  rupture  of  the 
uterus.  Laparotomy  showed  a  tear  so  extensive  and  ragged  that 
supra-vaginal  hysterectomy  was  performed.  Abdominal  and  va- 
ginal drainage.     Recovery. 

Spontaneous  Inversion  of  the  Uterus. —  Bruel  (  Bull.  </<'  la 
d'Obst.  de  Paris,  No.  2)  attended  the  patient  in  her  second  con- 
finement. 1\.  <  >.  A.  Severe  pains,  hive  minutes  after  birth  of 
the  child,  without  any  manipulation  of  the  uterus  there  was  a 
severe  pain,  and  the  woman  raised  herself  in  bed.  The  placenta 
was  then  seen  at  the  vulva.  Some  minutes  later  a  slight  pain 
caused  its  expulsion  without  traction,  followed  by  profuse  hemor- 
rhage. The  uterine  fundus  could  not  be  felt  in  its  proper  position, 
but  farther  down  was  a  hard  disc-shaped  body.  The  hand  intro- 
duced into  the  vagina  found  the  uterus  partially  inverted.  This 
inversion  was  easily  reduced  by  pressure  and  hemorrhage  ceased 

Hydrogen  Peroxide  in  Puerperal  Infection. — Deslandes 
{Hull,  de  la  Soc.  d'Obst.  de  Paris,  No.  2)  advocates  the  use  of 
hydrogen  peroxide  for  douching  in  puerperal  infection.  lie  pre- 
sents only  three  successful  cases,  using  peroxide  1  :4.  He  also 
il  in  puerperal  metritis:  bed,  hot  vaginal  injections  twice  a 
day.  dilatation  of  the  cervix  if  necessary,  cleansing  of  the  cervix 
with  peroxide  on  a  cotton  ball,  and  repeated  injections  of  the 
same  fluid  into  the  uterine  cavity  until  it  returns  without  frothing. 
\  cure  is  always  effected  within  a  month. 

So-called  Fever  of  Pregnancy. —  In  the  text-book  of  fohn 
Burns,  [809,  appeared  a  description  of  a  so-called  "fever  of  preg- 
nancy." Recently  Tarnier  and  Budin  have  dignified  this  sup- 
posed  specific  affection  b>    a  special  article  in  their  treatise,  but   it 

lias  had  no  other  recognition.     Pinard  (Ann.  de  Gyn.  ct  d'Obst., 

Mar.)  now  denounces  such  an  expression  as  not  only  useless  Inn 
dangerous,  serving  onlj  to  cover  an  absence  of  diagnosis.  He 
states  that  there  is  no  more  an  essential  fever  of  pregnancy  than  a 
spontaneous  peritonitis.  Those  who  heed  this  warning  are  much 
more  likely  than  others  to  discover  in  time  that  the  fever  of  un- 
known origin  is  >\\\r  to  such  causes  as  appendicitis,  torsion  of  the 
pedicle  oi  a  hematosalpinx,  hydrosalpinx,  or  ovarian  cyst,  or  cho- 
titis. 
Conservative  Cesarean  Section. —  In  reporting  a  case  of  eon 
servative  Cesarean  section  for  pelvic  deformit)  M.  Ferre  <.hin. 
(/<•  Gyn.  ct  d'Obst.,  Mar.)  rails  attention  to  the  following  points 

which  he  regards  as  important  :       \s  high   incision   as  possible  of 
both  abdominal  wall  and  uterus,  so  as  to  avoid  incising  the  lower 
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uterine  segment  which  is  much  less  retractile  than  the  upper;  care- 
ful suture  of  the  uterine  wall;  avoidance  of  constriction  of  the 
uterine  pedicle  which  would  diminish  rather  than  increase  retrac- 
tion of  the  organ ;  complete  isolation  of  the  uterus  by  large  com- 
presses from  the  intestine  before  it  is  opened,  so  that  the  peri- 
toneum cannot  possibly  be  soiled ;  rapidity  of  operation. 

Premature  Separation  of  Normally  Situated  Placenta. — A 
multipara  had  symptoms  of  renal  insufficiency  for  several  days  in 
the  eighth  month,  then  abdominal  distention  and  pain,  dizziness 
and  loss  of  fetal  movements.  The  next  night  there  were  signs 
of  rupture  of  the  membranes  during  sleep,  soon  followed  by  those 
of  internal  hemorrhage,  including  syncope,  and  slight  external 
bleeding.  Three  hours  later  she  spontaneously  expelled  a  small 
child  with  the  placenta  and  fluid  and  clotted  blood.  The  uterus 
contracted  and  there  was  no  further  trouble.  In  connection  with 
this  case  Guerin-Yalurale  (Bull,  dc  la  Soc.  d'Obst.  de  Paris,  No. 
3)  draws  attention  to  the  unfavorable  effect  of  rupture  of  the 
membranes  in  a  case  of  internal  hemorrhage  from  separation  of  a 
normally  inserted  placenta  when  the  fetus  cannot  be  removed  at 
once.  Many  authors  have  advocated  this  very  treatment  of  such 
hemorrhage,  believing  that  after  evacuation  of  amniotic  fluid  the 
uterus  will  contract  upon  the  fetus  and  so  arrest  bleeding.  The 
writer  believes  that  the  removal  of  so  small  a  proportion  of  the 
uterine  contents  will  only  allow  further  bleeding  to  the  same  ex- 
tent to  replace  the  fluid  withdrawn.  The  treatment  which  he  ad- 
vises includes,  of  course,  immediate  evacuation  of  the  uterus  in 
cases  with  the  os  completely  dilated.  If  dilatation  is  incomplete 
and  hemorrhage  internal  he  would  preserve  the  unruptured  mem- 
branes which  act  as  a  tampon,  and  would  dilate  the  cervix  digitally 
to  allow  emptying  the  uterus.  If  the  os  is  incompletely  dilated, 
hemorrhage  both  internal  and  external  and  the  vertex  presenting 
with  no  apparent  obstacle  to  its  descent  he  would  rupture  the 
membranes  in  order  to  allow  it  to  come  down  and  close  the  inter- 
nal os.  Should  it  fail  to  do  so  the  bag  of  Champetier  de  Ribes 
would  probably  succeed,  and.  is  the  method  to  be  chosen  in  other 
than  vertex  presentations  or  vertex  in  which  there  is  a  probability 
that  the  head  will  be  prevented  from  closing  the  uterine  orifice. 

Intestinal  Obstruction  by  the  Gravid  Uterus. — A.Brindeau 
(  Bull,  de  la  Sac.  d'Obst.  de  Paris.  Xo.  3)  was  called  to  see  a  primi- 
para  near  term  who  for  several  days  had  had  abdominal  pain  and 
distention,  vomiting  of  green  fluid  and  obstinate  constipation. 
Temperature  99.5,  pulse  [20.  She  was  operated  upon  for  appen- 
dicitis, but  only  a  slightly  distended  intestine  was  found.  The  ab- 
domen was  closed  and  enemata  ineffectually  employed.  Vomiting 
continued,  no  gas  was  passed  and  the  general  condition  became 
worse;  cold  extremities,  pulse  [30,  respiration  40.  delirium.  As 
the  fetal  heart  sounds  were  rapid  and  feeble  Cesarean  section  was 
nned.  the  child  saved,  and  the  uterus  sutured.  The  large 
intestine  was  greatly  distended  hnt  no  obstruction  could  be  dis- 
covered; the  portion  in  the  pelvis  w;  and  contracted.     Af- 
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ter  t  lii ^  enemata  were  effectual  and  improvemenl  rapid.     Since  no 
other  cause  could  be  found  and  the  symptoms  disappeared  after 
the  uterus  was  emptied,  Brindeau  ascribes  the  trouble  to  compres 
sion  of  the  large  intestine  by  the  gravid  organ. 

Acetonuria  and  Pregnancy. — Vicarelli  and  others  have  con- 
sidered the  presence  of  acetone  in  the  urine  of  a  pregnant  woman 
as  diagnostic  of  death  of  the  fetus.  Audibert  and  Barraja  <./>///. 
</(•  Gyn.  et  d'Obst.,  Mar.  i  have  studied  in  this  connection  the  urine 
of  twenty-four  women  during  pregnancy  and  labor.  Their  results 
show  thai  acetonuria  is  not  present  in  either  normal  <>r  pathological 
pregnancy,  but  that  it  frequently  occurs  during  labor,  nol  disap- 
pearing for  twenty-four  to  forty-eight  hours  after  its  termination. 
They  find  that  retention  of  a  dead  fetus  in  utero  does  nol  i  ■ 
sarily  cause  acetonuria.  but  does  so  in  the  great  majority  of  cases. 
They  observed  its  occurrence  in  six  of  eight  cases  of  fetal  death 

before  labor.  They  regard  it  as  due  to  several  causes:  labor,  in- 
toxication b\   a  dead  fetus  and  eclamptic  intoxication. 

Habitual  Death  of  the  Fetus. -Lop  i  Rev.  Mensuelle  de  Gyn., 
Obst.,  et  Pad.  de  Bordeaux,  .Mar.)  presents  the  histories  of  five 
of  habitual  death  of  the  fetus.  All  were  systematically  sub- 
mitted to  specific  treatment  in  spite  of  the  absence  of  evidences  of 
paternal  or  maternal  syphilis,  and  such  causes  as  diabetes,  albu- 
minuria, tuberculosis  and  chlorosis  were  excluded.  In  two  prema- 
ture labor,  at  eight  months  and  ten  days  and  at  seven  months, 
twenty-one  days,  respectively,  gave  living  children.  The  same  re- 
sult was  obtained  in  which,  after  refusing  this  treatment,  absolute 
rest  during  the  second  three  months  was  insisted  upon.  In  the 
remaining  two  cases  absolute  rest  was  unsuccessful.  The  cases 
an-  described  as  showing  the  value  of  induction  of  premature  labor 
in  these  patients.  Prolonged  rest  is  not  constantly  effectual  and 
may  lead  to  abnormal  increase  of  weight  with  its  attending  dis- 
comforts. 

Rupture  of  Pubic  Symphysis  During  Basiotripsy. —  P.ender 
and  Theuveny  i  (  otnptes  Rendus  de  la  Soc.  d'Obst.,  de  Gyn.  et  de 
Pad.  de  Paris,  t.  v.,  No.  i  )  record  a  ease  of  rupture  of  the  pubic 
.symphysis  during  basiotripsy.  It  was  nol  discovered  until  an  ef- 
fort to  tampon  the  uterus  was  made,  when  a  vagina]  wound  was 
found  leading  to  the  separated  pubic  bones.  A  tight  flannel  band 
was  the  only  treatment  employed.  Uneventful  recovery  with  no 
pain,  limping  or  abnormal  mobility  after  rising. 

Appendicitis  After  Labor. — C.  Porak  and  C.  Dame' 
|  Comptes  Rendus  de  la  Sue.  d'Obst.,  de  Gyn.  et  de  Pad.  de  Paris, 
t.  v.,  No.  i  i  give  the  history  of  a  ease  >>\  perforating  appendicitis, 

which   is   of   interest   chiefly   because   unlike  most    of   the   reported 

cases  the  symptoms  followed  labor,  suggesting  puerperal  infection. 
rii<-  onset  was  insidious  and  even  perforation  of  the  appendix 
by  a  calculus  and  the  subsequent  peritonitis  did  nol  cause  severe 
pain,  vomiting  or  marked  tenderness.  In  addition  to  the  perfora- 
tion the  appendix  had  almost  entirely  sloughed  off.      The  woman 
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had  noticed  slight  pain  on  the  rig-lit  side  during  labor.  Chills  dur- 
ing the  next  night,  and  fever  ushered  in  the  gradual  invasion.  On 
account  of  the  (inset  of  fever  after  delivery,  chills,  clots  in  the 
uterine  cavity,  poor  general  condition,  abdominal  rigidity,  partial 
uterine  immobility  and  pain  on  both  sides  of  that  organ  puerperal 
infection  was  suspected.     The  diagnosis  was  made  at  autopsy. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Diffuse  Tumor  in  the  Pelvic  Cavity. — H.  Keiffer  {Bull 
de  la  Sac.  Bclgc  dc  Gyn.  ct  d'Obst.,  t.  xiii..  No.  4)  records  an 
unusual  case  of  pelvic  tumor.  The  patient,  a  woman  of  thirty- 
two,  had  suffered  for  two  years  from  indigestion,  obstinate  con- 
stipation, constant  pain  in  the  whole  abdomen  and  loss  of  size  of 
the  abdomen,  but  no  fever  or  peritonitis.  Examination  showed 
that  the  entire  pelvic  cavity  was  filled  by  a  tumor  whose  size  and 
attachment  could  not  be  determined.  Xo  vesical  or  menstrual 
symptoms,  rectal  examination  negative.  Laparotomy  showed  a 
diffuse  mass  including  bladder,  uterus,  appendages,  small  intestine 
and  descending  colon.  In  lifting  the  mass  to  determine  its  point 
of  attachment  it  was  easily  torn  off.  showing  that  it  was  a  friable 
growth  from  the  intestine.  After  removing  the  rest  of  the  dis- 
eased intestine  it  was  impossible  to  find  the  rectal  stump  so  an 
artificial  anus  was  formed  by  suturing  the  upper  stump  into  the 
lower  end  of  the  abdominal  incision.  Recover}  was  rapid.  Two 
years  later  a  curettage  for  metrorrhagia  permitted  an  examination 
which  showed  the  rectum  closed  above  at  a  point  reached  by  the 
end  of  the  finger,  the  uterus  slightly  enlarged  but  movable  and  the 
broad  ligaments  palpable,  though  the  genitals  were  left  matted 
together  at  the  time  of  the  intestinal  resection.  The  intestinal  tu- 
mor consisted  of  a  healthy  mucosa,  a  nearly  normal  muscular  layer, 
and  a  subperitoneal  connective  tissue  which  was  the  site  of  a 
fatty  growth.  Four  years  after  the  operation  the  artificial  anus 
was  closed.  The  rectum  was  too  low  and  too  much  atrophied  to 
unite  with  the  upper  stump  of  the  intestine,  and  the  exclusion  of 
the  entire  large  intestine  with  union  of  the  small  intestine  to  the 
rectum  was  also  not  feasible  for  this  reason.  The  transverse  colon 
was  liberated,  drawn  down  and  sutured  to  the  margin  of  the  anus, 
the  rectal  stump  having  been  freed  from  this  and  dissected  off  by 
the  finger.  The  result  was  perfect  except  that  the  anal  sphincter 
still  lacks  tone. 

Tuberculous  Peritonitis. — The  question  of  the  surgical 
treatment  of  tuberculous  peritonitis  is  broached  by  V.  Van  Hassel 
(Bull,  dc  In  Soc.  Beige  dc  Gyn.  et  d'Obst,  t.  xiii..  No.  4).     His 

include  nine  children,  twelve  adolescents  and  nineteen  adults. 
Women  are  apparently  more  often  affected  than  men.  but  this  is 
possibly  explained  by  the  frequent  abdominal  sections  performed 
Upon  women  leading  to  a  diagnosis  which  might  otherwise  not  be 
made.      The  disease  is  most  benign  and  curable  in  adolescents.      It 
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ire  spoils  in  children  because  it  is  often  accompanied  in  them 
by  intestinal  ulceration,  and  in  adults  because  on  accounl  of  its  slow 
development  the  lesions  are  advanced  and  extensive  when  recog- 
nized. Results  show  thai  m  all  cases  intervention  cannol  1><  to 
early.  The  good  effects  and  their  duration  are  directly  in  propor- 
tion t"  the  precocity  of  such  treatment. 

Treatment  of  Vesico-Vaginal  Fistula.— Otto  Kustner 
(Zeit  fiir  Geb.  u.  Gyn.}  Bd.  xlviii.,  43)  makes  a  transverse  in- 
cision like- that  of  an  anterior  colpotonrj  .  The  ends  of  this  incision 
arc  then  connected  by  another,  curved  so  a-  to  pass  around  and 
below  the  fistula.  The  cervix  is  separated  from  the  bladder  up  i" 
the  vesico-uterine  fold  01'  peritoneum.  The  second  curved  incision 
is  then  carried  to  a  depth  of  at  least  one  centimeter,  and  the  edge 
of  the  first  incision  along  the  anterior  wall  of  the  cervix  is  sutured 
to  the  lower  edge  of  tin-  curved  incision.  If  a  large  amount  of 
mucosa  is  included  in  the  area  circumscribed  by  the  two  wounds 
Kustner  dissects  it  off.  (  iood  results  were  obtained  in  eleven  cases 
by  this  method.  If  the  fistula  is  situated  low  in  the  vagina  sutur- 
ing the  cervix  to  the  lower  incision  naturally  causes  a  partial  pro- 
lapse  of  the  uterus. 

Treatment  of  Inflammatory  Diseases  of  the  Appendages. — 
(  »scar  Nebesky  {Zeit.  fiir  Geb.  u.  Gyn.,  Bd.  xlviii..  43)  presents 
the  results  obtained  in  two  years  at  the  Second  ( ivnecological 
Clinic  of  Munich  by  the  conservative  treatment  of  inflammatory 
diseases  of  the  appendages,  'fhe  cases  numbered  240  mild.  120 
severe.  Tin-  majority  were  of  gonorrheal  origin.  The  treatment 
-ted  in  absolute  rest,  good  feeding,  avoidance  of  all  injury. 
In  the  acute  stage  the  ice-bag  was  employed,  but  no  other  local 
iures  were  permitted.  In  the  chronic  stage:  hydrotherapy, 
hot-air  treatment,  ichthvol  or  alcohol  locally,  finally  hot  sitz-baths 
and  massage.  After  three  months  there  was  usually  marked  im- 
provement; after  six  few  cases  needed  operation.  Fifty  cases 
wen  operated  upon:  most  of  these  during  the  first  year  covered 
by  the  report. 

Parovarian  Cyst. —  Abadie  and  Moitessier  (-•/>///.  de  Gyn.  ct 
d'Obst.,  Mar.  1  report  two  eases  of  parovarian  cyst  associated  with 
ovarian  cyst  of  tin-  same  side,  one  of  which  had  been  previously 
recorded,  'fhe  chief  points  of  interest  in  the  new  case  were  the 
enormous  size  for  a  cyst  of  this  class,  the  contents  being  twenty 
four  litres,  and  the  com)  >sition  of  the  thud.  'Idle  latter  is  usually 
free  from  albumen,  in  fact,  this  feature  has  been  considered  char- 
acteristic: but  in  this  instance  albumenoid  materials  were  abun- 
dant. 

Methylene  Blue  in  Gynecology  and  Obstetrics.  (  haleix- 
Vivie  and  Kohler  (Butt.  Med.  dc  la  Clin.  St.  Vincent  de  Paul, 
Mar.  and  Apr.  1  have  found  by  animal  experiments,  bacteriological 
and  clinical  study  that  chemically  pure  pulverized  methylene  blue 
is  an  odorless,  non-caustic  and  non-toxic  agent  in  metritis  which 
rapidl)  arrests  menorrhagia  and  metrorrhagia,  diminishes  or  stop- 
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leucorrhea.  has  sometimes  a  rapid  and  durable  analgesic  action 
especially  in  dysmenorrhea  due  to  changes  in  the  mucosa  or  to 
uterine  antiflexion  with  stenosis  of  the  cervix.  It  is  efficacious 
in  old  ectropion,  bleeding  and  infected.  It  had  no  unfavorable 
influence  when  there  was  parametritis  or  salpingitis.  In  gonor- 
rheal vaginitis  during  pregnancy,  applied  to  the  vaginal  walls,  and 
in  gonorrheal  endocervicitis  at  that  time,  applied  to  the  outer  sur- 
face of  the  cervix,  the  writers  claim  excellent  results. 


DISEASES  OF  CHILOREX. 

Angiosarcoma  of  the  Liver.— J.  C.  Cook  {Jour.  Am.  Med. 
Assoc.  March  2$,  1903)  reports  a  case  in  a  child  of  three  and  a  half 
years.  "The  frequent  occurrence  of  sarcomata  in  young  persons," 
says  Cohnheim,  "is  among  the  evidences  pointing  to  a  congenital 
origin."'  Traumatism  and  inflammation  play  some  part  either  in  de- 
veloping a  lesion  from  which  it  may  originate  or  stimulating  a  new 
growth  from  a  latent  sarcoma.  Xo  specific  form  of  bacteria  has 
been  demonstrated,  yet  the  parasitic  theory  has  many  adherents  in 
recent  years.  Experiments  with  implantation  of  the  disease  in 
animals  have  been  unsatisfactory.  Some  relation  has  been  traced 
between  sarcoma  and  syphilis  (Stengel).  The  seat  of  the  sarcoma 
is  from  pre-existing  connective  tissues,  and  may  arise  in  nearly  any 
organ  or  structure  of  the  body.  It  is  essentially  malignant  in  char- 
acter and  tends  to  recur  after  removal.  Metastasis  occurs  through 
the  circulation.  The  degree  of  malignancy  varies  greatly.  The 
small,  round  cell  and  melanotic  varieties  are  the  most  dangerous. 
The  exact  influence  of  sarcoma  on  metabolism  is  unknown,  yet  it  is 
a  well-established  fact  that  sarcomatous  growth  is  injurious  to  the 
genera]  health,  as  is  shown  by  the  marked  emaciation,  anemia. 
leucocytosis  and  the  sometimes  existing  irregular  fever.  The  struc- 
ture of  sarcoma  cells  is  round,  cylindrical  and  spindle-shaped. 
The  spindle-celled  sarcomas  are  harder  than  the  round  cell.  The 
round-celled  variety  may  be  almost  entirely  composed  of  spherical 
cells,  large  or  small  in  size.  These  enter  into  combinations  in  vari- 
ous ways,  and  are  modified  by  their  combinations  and  the  structure 
in  which  they  are  situate. 1.  Stengel,  in  discussing  tumors  of  the 
kidneys,  says  that  sarcoma  is  the  most  frequent  malignant  tumor. 
It  may  occur  congenitally  or  in  later  life.  The  multiform  char- 
acter of  sarcoma  of  the  kidney  suggests  an  embryonal  origin,  and 
it  is  not  unlikely  that  the  primitive  Wolffian  bodies  are  the  starting 
point  of  the  disease.  The  special  variety  of  sarcoma  to  which  the 
specimen  from  the  case  reported  in  this  article  belongs,  is  known 
as  an  angio-sarcoma,  or  more  correctly  "haemangio  sarcoma."  In 
this  variety  the  sarcomatous  proliferation  begins  in  the  adventi- 
tious coat  of  blood  vessels  The  tissue  of  the  tumor  in  typical 
is  almost  wholly  composed  of  a  tangle  of  vessels  whose  walls 
urrounded  by  heavy  1  :  cells  which  extend  even  as  far 

as  the  endothelium.     Such  a  tumoi  ore,  is  made  up  essen- 
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tially ol  thick-walled  cellular  tubes  which  partly  follow  an  inde- 
pendent course  and  partly  unite  with  other  tubes  by  an  anastomosis 
which  gives  rise  to  a  complicated  mass  of  twisted  and  inters 
cords,  It  should  Ik-  mentioned  that  in  1  »< » 1 1 1  endothelium  and  angio- 
sarcoma the  alveolar  and  tubular  structures  may  be  wholly  losl  in 
places  through  the  diffused  manner  in  which  proliferation  takes 
place.  Angio-sarcoma  occurs  in  the  brain,  kidney,  testicles,  lymph- 
atic glands,  breast,  skin,  bone,  thyroid  and  liver,  although  it  is  a 
vrn  rare  occurrence  in  the  two  situations  last  mentioned. 

Bromoform  Poisoning. —  Henry  K.  Dillard  (Therapeutic  Ga- 
zette, April  15,  [903  1  reports  the  rase  of  a  child  of  sixteen  months, 
admitted  to  the  Children's  Hospital  Nov.  [3,  at  9.45  p.m.  The 
child  had  been  suffering  from  a  had  cold  and  cough  for  the  previ- 
ous two  days,  and  at  seven  o'clock  <>n  the  evening  of  the  date  oi 
admission  four  drops  of  bromoform  were  administered  to  allay  the 
cough.  No  relief  was  afforded  by  this  first  dose.  At  nine  o'clock 
of  four  drops  (  ?)  was  given  which  the  child  vom- 
ited. A  few  minutes  later  her  head  suddenly  fell  forward,  the 
became  hazy,  she  gasped  for  breath,  her  skin  became  cold,  her 
body  limp,  and  complete  unconsciousness  followed.  The  pupils 
were  contracted  to  the  size  of  pin-points,  and  did  not  react  to  light. 
There  was  an  odor  of  bromoform  on  the  breath,  her  face  was 
Cyanosed,  her  lips  partly  open,  her  skin  cold  and  clammy,  her 
breath  sounds  irregular  and  shallow,  ller  pulse  was  80  to  the 
minute,  weak  and  irregular.  The  heart  sounds  were  distant  and 
feeble.  Strychnine  and  atropine  were  given  hypodermically ; 
brandy  and  aromatic  spirits  of  ammonia  were  dropped  into  the 
month.  Lavage  of  the  stomach  was  performed,  and  a  soap  and 
water  enema  was  given.  A  cold  hath  was  followed  by  a  thorough 
rubbing  of  the  body  and  limbs.  Artificial  respiration  was  resorted 
to.  The  condition  of  unconsciousness  continued  until  1.15  a.m.. 
at  which  time  the  child  suddenly  came  out  of  the  unconsciousness, 
moved  her  arms  and  legs,  cried  lustily,  and  appeared  to  be  fully 
recovered.  She  slept  at  intervals  through  the  night,  but  the  fol- 
lowing morning  again  went  into  a  condition  of  unconsciousness, 
from  which  she  was,  however,  easily  aroused.  She  was  discharged 
fifteen  hours  after  admission  to  the  hospital,  apparently  in  good 
health.  The  points  of  especial  interest  in  this  case  are:  1.  The 
rapidity  with  which  unconsciousness  came  on,  and  the  correspond- 
ing rapidity  with  which  the  child  returned  to  consciousness,  after 
a  period  of  over  four  hours.  2.  The  pin-point  pupils,  which 
might  have  led  to  an  incorrect  diagnosis  of  opium  poisoning.  .> 
The  bromoform  administered  to  the  child  was  not  the  last  in  the 
bottle,  and  therefore  concentrated,  as  six  fluidrachms  remained  in 
the  ounce  bottle  after  the  second  dose. 

Buttermilk  in  the  Feeding  of  Infants. — An  article  I  Medicine, 
April.  [903)  says  thai  Gregoire  Jacobson  calls  attention  to  the  fact 

that   for  more  than  a  hundred  years  buttermilk  has  been  employed 

in  Holland  in  the  feeding  of  infants.     It  has  also  been  extensively 
employed  in  the  great  pediatric  clinics  of  Leipsic,  Berlin  and  Dres- 
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den.  It  may  be  prepared  from  cream  or  milk.  The  simplest  way  is 
to  take  milk,  allow  it  to  stand  about  twenty-four  hours,  sepa- 
rate the  cream,  and  churn  it.  in  this  way  removing  the  fat.  It  is 
important  that  the  process  should  be  carried  out  in  a  clean  man- 
ner. A  cooked  buttermilk  is  prepared  according  to  Bailer's  method 
by  adding  to  a  liter  of  buttermilk  a  soupspoonful  of  rice. 
It  is  then  boiled  for  about  twenty-live  minutes,  during  which  it  is 
constantly  agitated.  Then  two  or  three  soupspoonfuls  of  syrup 
made  from  cane  sugar  are  added.  The  buttermilk  should  always 
be  preserved  in  glass,  not  being  brought  in  contact  with  metals, 
which  it  may  corrode.  The  buttermilk  should  be  cooled  slowly, 
as  in  this  way  the  coagule  has  a  much  finer  subdivision.. 

Iluttermilk  prepared  in  this  way  is  an  aliment  of  the  first  order 
for  nurslings.  It  is  easy  of  digestion  and  assimilation,  and  is  mar- 
velously  supported  by  the  majority  of  infants  affected  with 
chronic  gasroenteritis  and  dyspepsia.  In  the  majority  of  dyspep- 
tics it  i^  better  borne  than  most  of  the  special  foods  recommended 
is  the  treatment  of  sick  children,  and  which  pretend  to  approach 
more  or  less  closely  mother's  milk.  There  are  no  complications 
which  follow  the  use  of  the  food  even  when  it  is  prolonged.  It 
does  not  develop  rickets.  Its  easy  digestibility  is  probably  due  to 
the  excess  of  acid,  the  absence  of  fat,  and  the  fact  that  the  casein 
is  already  coagulated  and  in  a  state  of  minute  subdivision.  Not  the 
least  important  of  its  advantages  as  an  infant  food  is  found  in  the 
fact  that  it  may  be  furnished  at  a  price  which  will  place  it  within 
the  reach  of  all.  Especially  would  this  be  the  case  if  an  effort  were 
made  to  have  the  large  creameries  preserve  the  buttermilk  free 
from  contamination.  B.  Salge,  in  the  JaJirbitchcr  fur  Kindcrheil- 
kunde,  [902,  says  that  buttermilk  has  been  used  by  Heubner  since 
the  spring  of  1900.  It  has  been  given  to  119  infants  with  85  suc- 
-.  It  is  prepared  at  the  Charite  clinic  by  adding  to  one  liter  of 
buttermilk  15  grains  of  starch  and  60  grains  of  sugar,  heating  and 
stirring,  after  which  the  mixture  is  poured  into  a  sterilized  flask, 
closed  with  a  rubber  cap,  and  kept  in  a  cool  place. 

Clinical  Observations  on  Circulatory  Failure  in  Acute  Infec- 
tious Disease. —  Augustus  Caille  (Arch,  of  Ped.,  March.  1903) 
states  that  his  article  is  merely  a  preliminary  report  dealing  with 
circulatory  failure  from  (1)  direct  loss  of  blood;  (2)  shock;  (3) 
of  blood  and  sepsis  combined  (in  surgical  cases)  ;  (4)  sepsis 
in  acute  infectious  disease,  based  upon  experiment  and  hospital 
experience.  Saline  infusion  and  hypodermoclysis  may  be  relied 
upon  to  stimulate  promptly  and  safely  in  circulatory  failure.  In- 
fusion has  an  immediate  effect  ;  hypodermoclysis  improves  the  cir- 
culation in  from  5  to  m  minutes,  as  shown  by  the  quality  of  the 
pulse  and  the  slowing  of  respiration.  The  action  of  both  is  more 
prompt  than  that  of  drugs  and  apparently  increases  the  effect  of 
drugs  given  hypodermatically.  It  is  safe  to  continue  with  the  sa- 
lmi until  the  pulse  is  of  good  quality  and  then  to  stop  it.  As  to 
septii  cases,  saline  infusion  should  be  reserved  for  those  in  which 
there  has  been  a  decided  loss  of  body  fluids,  as  in  severe  choleraic 
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or  typhoid  diarrhea.  In  other  septic  cases  the  use  <»f  saline  in- 
fusion or  hypodermoclysis  ma)  be  warranted,  but  they  should 
never  be  employed  in  a  routine  way.  or  when  the  heart's  anion  is 
hampered  by  pericardia]  effusion.  Enteroclysis  properl)  carried  out 
with  Kemp's  flexible  double  current  catheter  i  15  minutes'  flow  oi 
water  at  1  io    F.  >  appears  to  be  an  absolutely  safe  method  of  com 

bating  circulatory  failure  in  septic  condition-..  It  stimulates  Kid- 
51  cretion,  and  thereb)  promotes  the  elimination  of  poisons.  I: 
induces  intestinal  absorption  of  water  whenever  the  body  craves 
for  water.  It  has  a  certain  effect  in  reducing  temperature.  It  ap- 
pears to  be  indicated  as  a  routine  treatment  in  all  septic  condi- 
tions, even  if  the  kidneys  be  not  involved.  In  severe  anemia  en- 
teroclysis is  followed  by  an  actual  improvement  of  the  blood  mix- 
ture independent  of  the  administration  of  drugs.  The  author 
would  emphasize  the  fact  that  circulatory  failure  is  nol  always 
heart  failure,  and  that  this  distinction  should  receive  more  atten- 
tion at  the  bedside  and  that  enteroclysis  properly  carried  out  should 
be  universally  adopted  in  the  practice  of  medicine  as  a  therapeutic 
measure  of  undoubted  value  in  cases  where  increased  elimination 

through  the  kidneys  is  desired  as  in  all  forms  of  infectious  disease 
and  in  faulty  metabolism  generally. 

Cream  for  the  Home  Modification  of  Milk. — (.'has.  \V. Town- 
send  (Boston  Med.  and  Surg.  Jour..  April  r6,  1903)  reaches  the 
following  conclusions  from  his  researches:  (  1  1  Centrifugal  cream 
is  probably  less  desirable  for  infant  feeding  than  gravity  cream. 
As  obtained  from  dealers  it  is  often  far  from  accurate  in  per- 
centage. 1  2  )  Siph<  mage  f<  >r  obtaining  gravity  cream  is  an  accurate 
method,  but  one  requiring  considerable  skill  to  perform  accurately 
and  safely.  (  3  )  Dipping  oft  the  top  milk  is  an  accurate  and  safe 
method  if  reasonable  care  i-  used.  (4)  The  method  for  obtaining 
gravity  cream  by  pouring  off  the  to])  is  very  accurate  and  ex- 
tremely simple.  There  is  no  instrument  to  be  bought  and  kept 
clean.  By  this  method  it  is  possible  to  obtain  cream  of  any  desired 
percentage  up  to  26  per  cent.  1  5  1  To  insure  perfect  accuracy,  fre- 
quent examinations  with  the  Babcock  machine  an-  required;  but 
for  practical  purposes  this  is  not  necessary,  provided  the  mixed 
milk  from  a  well-regulated  dairy  is  obtained. 

Cyclic  Vomiting  in  Children. —  Thomas  ( '.  Ely  (Jour.  ./;;/. 
Med.  ASSO.,  March  28,  [903)  states  that  the  attacks  he  describes 
r>ccur  in  gouty  and  neurotic  children,  and  are  due  to  toxins  from 
faulty  metabolism  and  faulty  kidney  elimination.  The  attacks  are 
distinct  neuroses,  being  due  to  the  action  of  a  toxin  on  the  vomit- 
ing centre  in  a  predisposed  subject.  Cyclic  vomiting  has  been  lik- 
ened to  migraine  in  it-  tendency  to  recurrence  or  periodicity. 
Prostration  is  extreme.  Heath  has  been  reported  in  two  instances. 
The  vomiting  is  excessive,  severe,  protracted  anil  nothing  can  be 
retained  by  the  stomach.  Thirst  is  likewise  excessive  and  distl 
ing.  There  is  no  connection  in  an  attack  with  diet  and  indigestion. 
There  is  usually  a  fever  of  indefinite  type.  Abdominal  symptoms 
are  quite  immaterial  and  varied.     Then  r  ma)   not  be  con- 
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stipation.  The  urine  seems  the  most  distinctive  feature,  being 
loaded  with  amorphous  urates  and  uric  acid  crystals  entirely  out 
of  proportion  to  the  fever  and  other  phenomena.  The  differential 
diagnosis  is  ( I )  from  recurrent  bilious  vomiting;  in  cyclic  vomit- 
ing the  excessive  thirst,  cyclic  character,  severity  and  persistence 
of  the  vomiting  are  quite  pathognomonic.  (2)  Vomiting  may  he 
due  to  local  disease,  irritation  of  the  walls  of  the  stomach  itself, 
by  medicine  or  food,  overdistension  with  gas,  congested  mucous 
membrane,  with  irritating  secretions,  which  cases  reveal  themselves 
by  a  study  of  the  relation  of  vomiting  to  food,  and  a  study  of  the 
material  vomited.  (3)  Vomiting  may  be  due  to  intestinal  causes  of 
the  same  nature  as  above,  or  to  such  other  abdominal  causes  as  ob- 
struction, peritonitis,  appendicitis,  which  soon  present  very  dis- 
tinct physical  signs  and  symptoms  of  these  conditions.  (4)  It  may 
also  be  reflex  from  other  disturbance,  as  of  the  cerebrospinal  sys- 
tem or  the  special  organs — from  brain  disease,  from  the  pharynx, 
eye  or  ear,  or  almost  any  organ.  (5)  Vomiting  may  be  central  or 
toxic  from  an  irritating  state  of  the  blood  acting  on  the  vomiting 
centre,  in  the  same  manner  as  a  hypodermic  or  apomorphia.  This 
would  include  infectious  diseases  which  soon  express  themselves 
by  well-known  symptoms  or  rashes,  and  the  vomiting  is  usually 
neither  prolonged  nor  excessive,  and  very  frequently  consists  of 
but  one  or  two  explosive  efforts.  Among  other  causes  of  central 
vomiting  may  be  included  the  toxemia  incident  to  kidney  disease. 
In  the  vomiting  of  children  it  is  always  wise  to  follow  two  rules — 
to  examine  carefully  the  throat  and  not  to  be  easily  convinced  that 
the  cause  is  local — an  irritated  or  diseased  stomach.  Very  fre- 
quently it  is  not  at  all  of  gastric  origin.  The  stomach,  organic 
brain  disease  and  organic  kidney  disease  may  represent  the  most 
frequent  causes.  (6)  Simple  or  tuberculous  meningitis  may  pre- 
sent greater  difficulties,  especially  when  we  consider  that  vomit- 
ing may  be  rarely  the  only  symptom  of  such  a  meningitis  till  a 
fatal  issue  by  convulsions.  The  condition  of  the  pupils,  the  eye 
ground,  irregular  pulse  and  respiration  assist  the  differentiation. 
Treatment  is  sedative  ami  eliminative.  The  indications  are:  First, 
to  lessen  tin-  irritability  of  the  vomiting  centre;  and  second,  to 
eliminate.  The  first  has  been  attempted  by  bromids  and  chloral  by 
the  bowel,  which  is  not  satisfactory.  Nothing  is  so  effective  a- 
hypodermatics  of  morphin  and  atropin  in  severe  cases.  In  less 
severe  eases  cocain  and  Fowler's  solution  lessen  irritability  both  of 
the  vomiting  centre  and  the  peripheral  nerve  endings  in  the  stom- 
ach  wall.  Elimination  is  best  accomplished  by  calomel,  dry  on  the 
tongue  iii  small  ami  frequent  doses,  in  conjunction  with  high  saline 
>  nemas.  <  ravage  has  effected  good  results  in  young  children.  No 
other  diet  than  some  of  the  liquid  peptonoids  in  form  should  he  at- 
tempted for  several  days.  In  the  interval  there  is  indicated  abun- 
dant fresh  air  and  careful  skin  activity,  exercise  short  of  fatigue, 

an  avoidance  of  nervous  strain  ami  child  worry,  with  an  antiuric- 
acid  diet.     In  conclusion  the  author  wishes  to  emphasize  1  1)  the 

importance  of  being  watchful  for  the  vomiting  of  this  gastric  mm- 
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distinguishing  it  particularly   from  bilious  vomiting  ;in<l  the 
vomiting  of  kidne)  disease,  and  reflex  vomiting,  as  of  brain  dis- 

I  _■  i  in  children  of  gout)  and  neurotic  historj  the  thre<  i 
reported  in  this  article  poinl  u>  a  toxin  allied  to  the  uric  acid 
as  the  possible  1 » 1 « ►t >«  1  irritant  causing  the  vomiting;  (3)  the  im- 
portance in  severe  cases  of  hypodermic  injection  of  morphia  and 
atropia  in  conjunction  with  elimination,  by  high  saline  enema;  by 
gavage;  and  in  extreme  cases,  hypodermoclysis  and  even  intra- 
venous injections  of  saline  solutions. 

Defective  School  Children. —  An  editorial  (Medicine,  April, 
1903)  states  thai  a  report  recently  made  to  the  Board  of  Educa- 
tion in  New  York  shows  that  there  are  S.^k*  children  in  the 
schools  of  that  city  who  are  below  normal  mentally.  The  per- 
centage is  1.7.  The  deficiency  of  mentality  does  not  include  the 
imbecile,  epileptic  and  others  with  grosser  mental  defects,  but 
simply  those  whose  mental  deficiency  is  of  the  sort  that  makes 
their  education  with  their  brighter  fellows  practically  impossible. 
The)  cannot  keep  011  with  their  classes,  consequently  they  fall  be- 
hind and  are  a  serious  hindrance  to  the  teacher  if  an  attempt  is 
made  t(  >  keep  them  abreast  of  the  ( ithers  ;  or  if  they  are  simply  neg- 
lected, these  children  fall  into  a  hopeless  condition,  and  are  finally 
removed  from  school  without  the  advantage  of  systematic  training. 
It  is  not  contended  that  the  New  York  figures  are  accurate,  as  the 
judgment  of  different  superintendents  as  to  what  constitutes  a  de- 
fective child  would  vary.  Approximately  the  figures  are  correct. 
What  is  true  of  New  York  is  certainly  true  of  other  large  cities. 
In  every  city  with  a  school  population  of  100,000,  there  are  prob- 
ably 1,500  defective  children.  Such  would  warrant  the  Board  of 
Education  in  making  special  provision  for  such  children.  The 
literature  contains  abundant  reference  to  the  frequency  of  visual 
and  aural  defects  among  school  children.  Just  how  far  such  de- 
are  responsible  for  the  backwardness  of  deficient  children  we 
havi  no  means  of  knowing.  Adenoids  and  their  associated  de- 
fects of  hearing,  together  with  eye-strain,  may  account  for  some 
cases  of  backwardness.  After  eliminating  those  who  have  scn- 
suory  defects,  there  would  unquestionably  remain  a  considerable 
proportion  so  far  mentally  deficient  as  to  require  separate  pro- 
vision  for  their  education.  The  need  and  value  of  such  provision 
will  never  be  fully  appreciated  by  our  educators  until  our  schools 
have  an  adequate  system  of  medical  inspection.  The  latter  is  quite 
as  important  as  that  they  have  teachers. 

The  Etiology  of  Affections  of  the  Left  Heart  in  Childhood. — 
ucetti  1  La  Riforma  Medica,  March  11,  1903  1  concludes  from 
searches  that  acute  polyarticular  rheumatism  is  the  most  fre- 
quent cause  of  acquired  cardiopathils.  In  children  endocarditis 
from  rheumatism  or  other  infections  is  more  rare  than  in  adults. 
The  majority  of  cardiopathies  in  children  which  are  supposed  to 
be  acquired,  are  really  the  result  of  arrested  or  faulty  embryonal 
development,  exhibited  before  birth  or  in  the  first  years  of  extra- 
uterine life. 
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An  Extraordinary  Case  of  Spina  Bifida  •  Spino-Meningo- 
cele  i  in  a  Fetus. — John  L.  Bouchardiere  (Indian  Medical  Rec- 
ord. April  I.  1903)  reports  the  case  of  an  infant  horn  to  a  low- 
caste  woman  in  Quilon,  Travancore.  There  was  such  difficulty  in 
extracting  the  child  that  he  was  sent  for  by  the  midwife.  Xatural 
means  and  all  his  efforts  failed  to  extract  the  fetus,  which  had 
perished  before  he  arrived.  The  head  and  trunk  were  already 
born,  hut  no  further  progress  had  been  made.  The  feet  began  to 
present  and  he  at  first  took  them  to  be  those  of  another  fetus, 
or  a  case  of  monstrosity  with  one  pair  of  legs,  two  trunks  and  two 
heads.  A  further  examination  was  made,  and  he  felt  a  soft  and 
thick  pedicle  at  the  back  of  the  fetus  on  the  sacral  aspect,  which 
could  have  been  mistaken  for  the  distended  abdomen  of  another 
child:  but  as  traction  failed  to  deliver  it,  he  examined  again,  and 
a  distinct  fluctuation  being  felt,  he  passed  the  perforator  through 
one  side  of  the  distended  portion  and  punctured  it.  This  brought 
away  about  13  pints  of  clear  serous  fluid,  together  with  small  fleshy 
masses.  A  second  puncture  was  made  on  the  sacral  side  and  about 
12  pints  escaped.  After  this  a  little  traction  brought  away  the 
whole  mass  of  the  collapsed  sac  of  the  tumor,  which  measured  in 
that  state  about  14  inches  in  breadth  and  16  inches  in  length.  This 
was  attached  by  a  broad  pedicle  to  the  sacrum  of  the  child.  Within 
the  sac  was  found  a  small  fleshy  growth  springing  from  the  sacro- 
lumbar  region.  This  is  the  most  extraordinary  case  of  spina  bifida 
that  the  author  has  come  across  during  his  experience  of  29  years. 
He  has  had  several  cases  of  smaller  tumors  of  the  kind. 

Fatal  Hemorrhage  from  Conjunctiva  in  the  New-Born; 
with  Report  of  Case. —  Meyer  Wiener  (St.  Louis  Med.  Rev., 
April  25,  [903)  says  that  spontaneous  fatal  hemorrhage  from  the 
conjunctiva,  with  death  due  to  the  hemorrhage  itself,  is  extremely 
rare.  The  author  in  a  most  careful  search  through  the  literature 
has  been  able  to  And  but  two  cases  in  addition  to  the  one  which  he 
reports.  This  was  the  newly-born  infant  of  a  mother  who  had  a 
number  of  chancroids  on  the  labia  and  near  the  urethral  opening; 
she  al^o  had  a  purulent  discharge  in  which  the  gonococcus  was 
found.  There  was  no  history  of  hemophalia  on  either  side.  Two 
drnp>  of  a  two  per  cent,  solution  of  nitrate  of  silver  were  instilled 
into  each  eye  of  the  infant  immediately  after  birth.  <  hi  the  follow- 
ing morning  the  eyelids,  face  and  pillow  were  covered  with  blood; 
it  had  first  been  noticed  about  5  o'clock  a.m.  In  the  afternoon  the 
lids  and  face  were  again  covered  with  blood.  Several  drops  of  a 
),000  solution  of  adrenalin  chlorid  were  instilled  into  each  eye 
with  very  little  if  any  effect.  Oozing  continued,  with  intermis- 
sions, in  gpite  of  treatment,  which  consisted  of  adrenalin  powder, 
compression  bandage,  washing  the  conjunctival  sac  with  gelatin, 
digital  compression,  compression  with  cork,  and  the  internal  ad 
ministration  of  calcium  chloride  solution.  On  the  seventh  day 
alter  birth  the  baby  died.  The  autopsy  showed  tin-  organs  to  be 
normal,  ami  no  internal  hemorrhages.  Microscopic  examination 
of  a  section  of  the  conjunctiva  showed  nothing  abnormal-     The  au- 
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thor  believes  thai  the  silver  nitrate  was  the  occasion,  hut  thai  the 
cause  of  the  hemorrhage  was  undoubtedly  .1  predisposition  on  the 
pari  i  >f  the  child  to  bleed. 

Intussusception  of  the  Vermiform  Appendix. — Patrick  S. 
Haldane  (Scottish  Med.  tin, I  Surg.  Jour..  April.  [903)  reports  a 
case  under  the  care  of  W.  Bron.  The  child  was  three  years  ol 
and  the  .symptoms  given  were  those  of  intussusception.  Vs  there 
were  evident  signs  of  peritonitis  operation  was  performed  and 
the  appendix  was  found  t<>  be  invaginated  from  root  to  tip,  the 
root  of  the  appendix  forming  the  apex  of  the  "intussusception," 
and  the  coats  of  the  cecum  the  "intussuscepiens,"  with  great  diffi- 
culty, owing  to  the  friability  of  the  walls  of  the  secum,  the  intussus- 
cepted  appendix  was  reduced.  The  appendix  appeared  very  much 
swollen,  and  measured  three  inches  from  root  to  tip.  The  part 
which  was  invaginated  was  greatly  swollen  and  deeply  congested 
on  its  surface;  the  part  at  the  edges  of  the  thickened  cecum  was 
constricted  and  showed  a  tendency  to  gangrene.  The  appendix 
was  finally  amputated,  and  the  stump  treated  in  the  usual  way.  It 
may  he  concluded  from  the  above:  (1)  That  the  intussusception 
was  chronic,  having  existed  for  fourteen  days  at  least;  (2)  that  it 
was  in  all  probability  ileo-cecal  in  orgin,  and  that  the  invaginated 
appendix  was  merely  a  secondary  thing,  or  that  intussusception  of 
the  ileum  and  appendix  had  occurred  at  one  and  the  same  time;  the 
adherence  of  the  appendix  to  the  cecal  walls  would  justify  this  con- 
clusion :  i  3  1  that  the  ileo-cecal  part  of  the  intussusception  had  be- 
come reduced  before  the  operation,  probably  after  administration 
of  an  enema;  (4)  that  the  peritonitis  was  produced  by  the  reduc- 
tion of  the  ileo-cecal  intussusception,  the  peritoneal  surface  of 
ileum  being  coated  with  the  bacillus  coli  communis,  which  had 
migrated  from  the  mucous  surface,  while  the  bowel  was  intussus- 
cepted.  The  case  is  of  interest  not  only  from  its  rarity,  hut  as  ex- 
emplifying the  great  mobility  of  the  cecum  and  appendix,  the  his- 
tory pointing  to  the  three  different  positions  which  the  organs  took 
up.  viz..  first  of  .ill  at  the  hepatic  flexure  of  the  colon,  then  at  the 
splenic  flexure,  and  thirdly,  round  the  umbilicus. 

The  Physical  Training  of  the  Young.— An  editorial  (Med. 
Press  and  Circular,  March  25,  [903)  States  that  the  Royal  Com- 
mission appointed  in  March,  !<;(>_>.  to  impure  into  the  opportunities 
for  physical  training  now  available  in  State-aided  schools  and 
similar  institutions  in  Scotland,  has  just  issued  a  very  suggestive 
report,  many  of  the  recommendations  applying  with  equal  force 
to  educational  institutions  other  than  Scottish.  Scottish  students 
are  reputed  to  be  terribly  in  earnest,  and  it  is  easy  to  understand 
that  they  would  regard  time  spent  in  purely  physical  culture  1^ 
more  or  less  wasted.     We  have  no  evidence  to  show  that  this 

nestness  also  characterizes  the  youth  of  Scotland  during  tin-  period 

of   elementary    education,   and    ue    SUSped    that    an\    deficienc 
physical  culture  at  this  period  must   be  due  to  lack  of  encOUl 
ment  at  the  hands  of  the  school  authorities,  if  not.  indeed,  to 
tive  disapproval.     The  report  lavs  down  the  broad  principle  tb.it  a 
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certain  equilibrium  must  be  maintained  between  physical  and  in- 
tellectual development,  and  they  improve  upon  that  principle  by 
suggesting  that  the  benefits  of  systematic  instruction  and  training 
should  not  be  restricted  solely  to  the  mental  evolution  of  the  schol- 
ars ;  in  other  words,  that  school  discipline  should  be  extended  to 
physical  exercise,  apart  from  mere  games,  so  that  the  muscles  may 
receive  a  training,  roughly  speaking,  equivalent  to  that  of  the  mind. 
In  view  of  the  unhappy  climate  which  prevails  in  these  northern 
parts,  this  would  entail  a  much  more  generous  provision  of  play- 
balls,  where  exercise  could  be  taken  under  cover,  as  well  as  the  pro- 
vision of  skilled  instructors  as  far  as  possible.  An  outcry  is  raised 
from  time  to  time  against  the  undue  amount  of  time  and  attention 
devoted  to  athletics  in  the  southern  universities,  but  apparently  the 
criticism,  however  justifiable  in  respect  of  public  schools  and  uni- 
versities in  England,  is  inapplicable  to  the  students  at  Scottish 
universities.  As  a  matter  of  fact,  even  in  English  ones,  it  is  only 
a  fraction  of  the  students  who  g<  i  in  for  excessive  physical  culture, 
and  what  is  needed  is  to  generalize  this  branch  of  training,  that  is 
to  say,  to  erect  it  into  a  system  instead  of  leaving  it  to  individual 
discretion.  The  first  step  in  regard  to  elementary  schools  must 
necessarily  be  to  secure  an  adequate  training  in  physical  culture  on 
the  part  of  the  teachers,  because  the  services  of  expert  instructors 
cannot  possibly  be  available  in  the  majority  of  elementary  schools, 
at  any  rate.  There  are  two  subjects  strictly  germane  to  the  object 
of  the  inquiry  which  call  for  special  attention,  viz.,  the  question  of 
medical  supervision,  and  the  problem  of  securing  an  adequate  sup- 
ply of  food.  It  is  suggested  that  it  should  be  the  duty  of  school 
boards  and  managers  to  arrange  for  the  provision  of  suitable  food, 
preferably  by  voluntary  agencies,  and  failing  assistance  from  this 
source  to  provide  the  meal  at  cost  price,  debiting  the  price  to  the 
parents — a  proposal  which  in  practice  would  be  found  very  diffi- 
cult to  work.  Lastly,  the  principle  is  enunciated  that  educational 
authorities  should  have  the  command  of  medical  advice  and  as- 
sistance  in  the  supervision  of  schools,  and  the  desirability  of  keep- 
ing a  systematic  record  of  physical  and  health  statistics  is  urged. 
[1  i-  obvious  thai  no  system  of  physical  culture  could  be  enforced, 
i  xcepl  under  medical  supervision,  seeing  that  such  training  re- 
quires  to  be  adapted  to  the  physical  condition  of  the  individual 
scholar.  The  report  abounds  in  useful  suggestions,  but  it  will  take 
much  time  and  study  ln-fore  they  can  be  reduced  to  a  practical 
scheme.  One  point  to  which  no  allusion  is  made  is  the  propriety 
of  utilizing  the  holidays  for  purposes  of  systematized  physical  ex- 
ercise. Merc  idleness  is  detrimental  alike  to  the  body  and  to  the 
mind,  and  the  scholars,  as  well  as  their  parents,  would  be  grateful 
for  advice  and  training  in  the  art  of  developing  the  body  in  the 
intervals  left  by  the  holiday  interruptions. 
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